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SYNOPSIS

This report presents the results of a six-month survey of the
nature and extent of venereal diseases in Turkey which was under-
taken by the author, on behalf of WHO, at the request of the
Turkish Government. The first part of the report outlines the
present venereal-disease-control system and includes descriptions
of the work undertaken by public authorities, hospitals and dis-
pensaries, mobile venereal-disease-control teams, and laboratories;
in the second part, the author enumerates certain recommendations
for the intensification of the current control programme. These
recommendations are particularly concerned with the control of
syphilis (since the incidence of other venereal diseases in Turkey
is of very secondary importance), and with the expansion, standar-
dization, and co-ordination of serodiagnostic facilities and services.
It is suggested that there might be a gradual intensification and
reorientation of the present programme. A proposed plan of opera-
tions for an eight-year period is described.

PART I. OUTLINE OF THE PRESENT
VENEREAL-DISEASE-CONTROL PROGRAMME

1. General Observations

The present venereal-disease-control system in Turkey is based on the
law on public health (law No. 1539), which was passed by Parliament on
16 April 1934, and which entered into force on 19 April of the same year.
In this law, provision is made for venereal-disease-control measures. Part 2
deals with general measures against the importation and spread of infectious
diseases, and chapter V (campaign against venereal diseases) enumerates
the principal regulations. Further general preventive measures are men-
tioned in chapter VII of Part 2, which deals with venereal diseases, tuber-
culosis, leprosy, etc. Measures against venereal diseases are also mentioned
again in Part 4, which deals with the sanitary regulations for immigrants,
and, finally, the problem of prostitution is dealt with in Part 5.
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The legislation relating to venereal diseases may be summarized as
follows:

1. Every person suffering from any one of the major venereal diseases
is obliged to undergo treatment by a qualified physician.

2. Free treatment for these diseases is given in public institutions
(venereal-disease dispensaries and public hospitals) and by Government
or municipal physicians.

3. The three major venereal diseases (syphilis, gonorrhoea, and chan-
croid) are notifiable diseases. Physicians must send a written report to the
Director of Public-Health Services of their town or province, with the
names, ages, and clinical condition of the patients who have come under
their treatment. This information is forwarded at the end of each month
for all the cases diagnosed for the first time during that period. The informa-
tion gathered by the provincial Director of Public-Health Services is
forwarded each month to the Ministry of Health and Social Welfare at
Ankara.

4. The Directors of Public-Health Services and the Government
physicians are authorized to compel any person suspected of suffering
from venereal disease to be examined. The examination can be under-
taken by any authorized physician chosen by the suspected person, provided
that a certificate giving the result of the examination is transmitted to the
public-health authorities.

5. Persons spreading venereal disease can be forcibly isolated in
hospitals until they are cured.

6. Persons who lapse from treatment must be reported to the public-
health authorities, who will make a search for such defaulters.

7. Every physician must give any patient whom he treats for venereal
disease a pamphlet on the dangers and mode of transmission of these
diseases. The pamphlet is published and provided by the health authorities

8. Persons suffering from venereal disease who knowingly expose
others to the dangers of infection can be punished.

9. Sanitary commissions can be established by the Ministry of Health
in regions where a great part of the poow-,isTIown, or suspected, to
suffer from syphilis. Such commissions are authorized to submit the
whole population to a medical examination, and to register and treat the
persons found to be suffering from syphilis.

The law contains the following preventive measures
(1) Every person wishing to marry must undergo a medical examination

before the marriage ceremony can be performed.a

a The medical examination need not include a blood-test, as the physician is not obliged to make sucb
a test unless he suspects that the person being examined is suffering from syphilis.
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(2) Persons suffering from venereal diseases are not permitted to marry
until the danger of infection is passed, or the disease has been cured.

(3) Women who desire to serve as wet-nurses must obtain a certificate
from an authorized physician to the effect that they do not suffer from
any form of venereal disease.b

(4) Persons whose work is connected with food or drink, or who serve
in public bathing establishments, must be medically examined every three
months. The certificate issued on the basis of this examination shall specify
that they do not suffer from venereal disease.b Persons infected with syphilis
are excluded from the above-mentioned professions.

(5) In the immigration regulations it is laid down that persons suffering
from venereal disease, and women who habitually deliver themselves to
prostitution, shall not be permitted to enter the country.

The chapter on prostitution contains the following provisions
(1) The Ministry of Health, in collaboration with the Ministry of the

Interior, will establish regulations for prostitutes.
(2) No prostitute found to be suffering from venereal disease will be

permitted to practise.
(3) The expenses incurred by the measures taken against the diseases

spread by prostitution shall be borne by the municipal authorities. A tax,
however, can be levied on the brothels as a contribution towards the
expenses incurred by the authorities. The levy of taxes on the prostitutes
individually has, however, been abolished.

A control system, based on these principles, has been established and
an outline of this system follows.

2. Organization of the Venereal-Disease-Control System

To facilitate the understanding of the venereal-disease-control system,
the following is a brief description of administrative framework of the
country.

Turkey is divided, administratively, into 63 " Villayets " (provinces)
which comprise 435 districts, a district being the smallest administrative
unit of the country. In each province, there is a Director of Public-Health
Services, under the Ministry of Health, who is the responsible authority
for all sanitary problems of the province. In each district there is a special
Government physician whose responsibilities are similar to those of the
provincial Director of Public-Health Services, to whom, however, he is
responsible.c In certain towns, the Government physician has the same
responsibilities and duties as the district physician in a rural area.

b Here again, a serological test for syphilis is not compulsory, and is left to the judgement of the physician.
c Articles 6-8 of chapter II, Part 1, of the public-health law.
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The larger cities have a municipal sanitary organization with a health
director and several municipal physicians working in different fields.
Large cities like Istanbul and Izmir have, therefore, an organization which
more or less parallels the governmental organization.

The dispensaries for the diagnosis and treatment of venereal disease
usually belong to the communities in which they are situated, even though
the community is served by a medical officer of the governmental organiza-
tion (usually, the Government district physician, a specialist designated by
the Government, the director of one of the venereal-disease-control teams,
or a medical officer belonging to the municipality). The cities of Izmir
Province are the only places in which the dispensaries belong to the State.

In the larger cities, the venereal-disease dispensaries are directed by
dermato-venereologists. In some places, these specialists are paid by the
municipality and belong to the municipal organization, while in other
areas they are government employees. In addition to this permanent
organization, the Government has at its disposal nine mobile units for
venereal-disease control. These units are directed by specialists, assisted
by specially trained physicians and male nurses, and work in the provinces
where the incidence of syphilis is highest. The skeleton of the organization
controlling venereal disease is therefore as follows:

(a) Ministerial level: a Director of Venereal-Disease Control, assisted
by an Inspector of Venereal-Disease Control;

(b) Provincial level: a Director of Public-Health Services;
(c) District level: Government physicians, chiefs of specialized dis-

pensaries, municipal directors of venereal-disease control (Istanbul), chiefs
of venereal-disease-control teams.

Istanbul has one Director of Public Health, one Director of Venereal-
Disease Control, and one Inspector of Venereal-Disease Control; in addi-
tion, each of the three municipal dispensaries is directed by a specialist
in dermato-venereology.

In the larger towns, there are dispensaries for the prostitutes which
are also directed by specialists in dermato-venereology.

As far as the control of venereal diseases is concerned, the Government
physicians, chiefs of dispensaries, and municipal physicians have approxi-
mately the same functions. A short description of the venereal-disease-
control activities of a Government physician will serve as an example.

The Government physician treats free of charge all persons suffering
from venereal disease at the general dispensary (as do the specialists attached
to the special venereal-disease State- or municipal-sponsored dispensaries
in the towns). He also collects information on persons treated for venereal
disease by general practitioners, and in hospitals outside the framework
of the organization. This information, together with his own statistics,
is forwarded to the Director of Public-Health Services of the province.

630



SYPHILIS CONTROL IN TURKEY

Certificates in accordance with chapter VII, Part 2, of the public-health
law are also handled or issued by him (marriage certificates, certificates for
wet-nurses, dealers, and employees at food stores and shops, attendants
in baths, etc.). Whenever possible, a photograph of the person in question is
attached to the certificate. He issues information on patients diagnosed
and treated at his dispensary, whose homes are in other districts, and
he receives and files information on persons treated in other districts whose
homes are in his district.

The government physician keeps the following records
(a) a register of all the patients seen at the dispensary
(b) a register of all the patients who have completed treatment;
(c) a register of the patients who have left the district;
(d) a register containing information on patients who have died;
(e) a register for patients lost sight of;
(f) a register tabulating the results of serological tests for syphilis (STS);
(g) an account book showing, for each day, the quantity of antibiotics

and other drugs used, the stock in hand, and the number of patients treated,
and the stock in hand at the end of the month.

At the end of every month, the Government physician forwards the
following information to the Director of the Public-Health Services of the
province:

I. A form, which enumerates for each town or village in the district:
(a) the number of syphilitics registered on the morning of the first

of the month;
(b) the number of new cases of syphilis diagnosed during the month;
(c) the number of syphilitic patients transferred from other districts

during the month;
(d) the number of patients temporarily transferred from other

districts;
(e) the total number of cases of syphilis which have thus come

under treatment during the month;
(f) the grand total of (a)-(e), (a)-(d) being classified according to sex;
(g) new cases of syphilis, classified according to stage-primary,

secondary, tertiary, and latent (this group is not classified according
to sex);

(h) the number of patients who have completed treatment during
the month;

(i) the number of syphilitic patients who have died during the
month;
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(j) the number of syphilitic patients who have left the district during
the month;

(k) the number of defaulters;
(1) the number of persons who have been removed from the district

register;
(m) the number of syphilitics registered at the end of the month,

(h)-(k) being classified according to sex.

On the back of this form are enumerated:
(a) the number of syphilitics still under treatment, the number who

have completed treatment, the number still being controlled, and the
number of defaulters;

(b) statistics on the quantities of antibiotics and pharmaceuticals
used during the month, the stock in hand at the end of the month,
and the number of STS performed during the month.
In addition to this form, a second list is compiled concerning each

patient treated at the dispensary and giving the following information:

II. (a) name and age of patient;
(b) district and community to which the patient belongs;
(c) date of infection;
(d) place where infected;
(e) date treatment was started;
(f) name of institution or physician having made the diagnosis;
(g) whether previously treated;
(h) source of infection;
(i) result of STS, and clinical notes.

These forms are forwarded to the Director of the Public-Health Services
of the province.

The Director of Public-Health Services forwards a condensed informa-
tion sheet for the whole province to the Ministry of Health. This sheet
is classified according to the districts of the province. All the information
thus gathered is finally classified and tabulated in the Department of
Venereal-Disease Control of the Ministry of Health.

The mobile venereal-disease-control units register and report directly
to the Ministry of Health on the same type of form as the Government
physicians.

In addition to the institutions for the treatment and control of venereal
diseases among the general population, special rules and controlling organs
have been developed to render prostitution less dangerous. As stated in
the first article of Part 5 of the public-health law, prostitution is regulated
jointly by the Ministry of Health and the Ministry of the Interior.
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The following institutions assist in the control of venereal disease:
(a) The general dispensaries of the rural districts and the smaller towns.
(b) Eleven special dispensaries for skin and venereal diseases: Ankara, 1;

Istanbul, 3; Izmir, 1; Iskenderun, 1; Zonguldak, 1; Samsun, 1; Konya, 1;
Sivas, 1; Ordu, 1.

(c) Three dermato-venereological hospital departments with wards and
one dermato-venereological hospital : Ankara-l with 22 beds; Istanbul
-2 : one (the University Clinic at Guraba Hospital) with 36 beds, the
second (the Municipal Cerrahpasha Hospital) with 10 beds; Izmir-the
Eshref Pasha Hospital for dermato-venereology and urology, with 63
dermato-venereological beds. A total of 131 hospital-beds is thus reserved
for dermato-venereological patients.

(d) At the dispensary of Konya there are 10 beds, and in that at Sivas
there are 25 beds, reserved for dermato-venereological cases.

(e) At the general hospitals of Zonguldak and Samsun a few beds are
reserved for dermato-venereological patients.

(f) Two prostitutes' hospitals: one at Istanbul, with 100 beds, and one
at Ankara, with 40 beds. At Izmir, the prostitutes are treated in a special
pavilion at the dermatological hospital.

(g) Three main public-health laboratories function as central serological
laboratories for the campaign:

(i) The bacteriological laboratory of the Refik Saydam Central In-
stitute of Hygiene at Ankara;
(ii) The Public-Health Laboratory of Istanbul;
(iii) The Public-Health Laboratory at Diyarbakir.
The Refik Saydam Institute functions as standard reference labora-

tory for the whole country, and produces the antigen for the Wassermann
(WaR) and Kahn reactions.

(h) The four dermatological departments in the three major towns
mentioned in (c) perform WaR and Kahn reactions on sera from their
own patients. Similar laboratories in some of the general hospitals perform
serological tests for syphilis, and this is also true of the laboratory attached
to the prostitutes' hospital at Istanbul.

(i) The mobile units have equipment for the performance of some
Kahn tests. Blood samples on which the team leader wishes a WaR to be
performed are forwarded to the Refik Saydam Institute.

(j) The laboratories under the Directorate for the Sanitary Control of
Coastlines and Frontiers d also perform serological tests for syphilis (the
laboratory at lzmir performs WaR and Kahn tests).

d This Directorate is the oldest of the health organizations and has existed since the time of the Ottoman
Empire.
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In short, it may be said that Turkey has a highly developed venereal-
disease-control system, which is deeply rooted in its legislation. The basic
work is carried out by some 695 officially appointed physicians (Govern-
ment doctors, municipal physicians, and specialists appointed either by
the Government or by the municipalities). Control is centralized first in
the provincial or municipal bureaux of public health and finally in a special
directorate of venereal-disease control in the Ministry of Health. Patients
who have contracted venereal diseases are controlled very strictly. A strict
account is kept of the fluctuation of patients (a) under treatment, and
(b) finishing treatment, at all levels of the control organization.

Three large bacteriological laboratories and several smaller laboratories
serve the serological diagnosis and follow-up requirements of dispensaries
and hospital wards. The Kahn and Wassermann tests are supposed to be
carried out according to the procedure prescribed at the Refik Saydam
Central Institute of Hygiene at Ankara, which also produces the Kahn
and Wassermann antigens to be used. Nine mobile units work in areas
where there is a high rate of syphilis and also in thinly populated areas.
The teams perform their own Kahn reactions, but forward all samples
to be examined with the Wassermann reaction to the Refik Saydam
Institute at Ankara.

About 271 beds are available for the general public, and 140 for the
prostitutes.

3. Institutions Associated with Venereal-Disease Control

In order to obtain an idea of the operation of the venereal-disease-
control system, it was necessary to consider:

(a) the central control mechanism at the Ministry of Health;
(b) the organization at the level of the provincial Directors of Public-

Health Services;
(c) the organization at the level of the Government district physician,

i.e., the functioning of the general and specialized dispensaries;
(d) the activities of the venereal-disease-control teams;
(e) the dermato-venereological hospital and hospital departments.
The following institutions and teams were visited:
(1) The offices of the Directors of Public-Health Services at Istanbul

and Izmir.
(2) The general dispensaries of the rural centre of Haimana and the

small town of Polatli.
(3) The dermato-venereological dispensaries of Ankara, Istanbul, and

Izmir.
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(4) The dermatological departments of the hospitals at Istanbul and
Ankara, and the dermatological hospital at Izmir.

(5) The venereal-disease-control teams at Samsun and at Ordu.

3.1 Central organization

At the Ministry of Health, the central organization consists of one
director of venereal-disease control and one inspector, with the necessary
office staff. This central unit collects and prepares the statistical material
submitted from the lower levels, supervises the application of the present
regulations for treatment and control of venereal disease, and suggests
and plans alterations in the present legislation. The present treatment
schedules for venereal diseases have been prepared by this organization.
Penicillin treatment for syphilis was put under trial in Turkey in 1946,
and various clinics were engaged in this study. Histories of the individual
cases were recorded on special case-record forms demanding replies to
questions concerning stage of disease, clinical symptoms, reaction to
treatment, follow-up, serological tests, etc., in order to obtain information
as uniform as possible on all the patients treated. Nearly 1,400 patients
thus treated were followed for more than three years. The first cases were
treated with amorphous penicillin, but most of the later cases were treated
with water-soluble crystalline penicillin. In 1949, it was decided that
sufficient information had been collected to judge the merits of penicillin
therapy, and a treatment schedule was prepared and authorized for the
entire country. The schedule provides for a combined penicillin-bismuth
treatment, and varies according to the stage of the disease and the condi-
tion of the patient. Further details are given in section 6 (see page 658).

3.2 Provincial directors of public-health services

Visits were paid to the City of Istanbul and to the Province of Izmir
in order to study this phase of the control system.

In the City of Istanbul, the Director of Public-Health Services is assisted
in venereal-disease control by a director of venereal-disease control and an
inspector who is also a physician. All reports and information from the
lower levels are handled by these two civil servants, who also supervise the
dermato-venereological dispensaries of Istanbul. The control of prostitu-
tion in the city is also in their hands.

At Izmir, however, the reporting and supervision of the dispensaries,
whether specialized or general, are handled by the Director of Public-
Health Services, while the prostitutes of the city are controlled by the
municipal organization.
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3.3 Dispensaries

Case-finding, control of defaulters, marriage certificates, and the control
of certain workers, e.g., food dealers, masseurs, bath attendants, etc., are
among the duties of the dispensaries. The general dispensaries of rural
centres and minor towns are directed by the Government physicians of the
districts. However, in the larger towns there are special dispensaries for
skin and venereal diseases. These dispensaries are directed by specialists,
who have, as far as the administrative control of venereal disease is
concerned, the same functions as Government district physicians.

3.3.1 Special dermato-venereological dispensaries

Visits were paid to the dermato-venereological dispensaries at Ankara,
Istanbul, and Izmir. The dispensary at Izmir is the only one of the five
dispensaries visited which is modern and well planned, and the only dermato-
venereological dispensary visited with a modern filing system in addition
to the usual registers. A full-time secretary is employed in the office of this
dispensary.

The number of cases at the dispensaries at Izmir and Ankara are pre-
sented in table I.

These dispensaries may treat and control venereal-disease cases diag-
nosed elsewhere. For example, as shown in table II, the Izmir dispensary
treated cases of syphilis which had been diagnosed by general practitioners
and by the dermatological and general hospitals of Izmir, and cases diag-
nosed outside Izmir. The latter are usually patients whose treatment has
been started elsewhere and their case-histories are rarely less than 12 months
old. It is noteworthy that the totals given in table II are identical with the
figures given in the dispensary's statistics as " news" cases of syphilis
(see table I), and it is presumed that the notification of venereal-disease
cases is transmitted to the health authorities by the dispensary, and not
by the practitioners and hospitals.

Table III shows the sex distribution of the adult syphilis patients treated
at the Izmir dispensary during 1950, 1951, and the first six months of
1952. During 1950 and 1951, 14 children under the age of 15 years were
also seen; in 1950, there were four cases of secondary syphilis and four
cases of congenital syphilis, and in 1951, six cases of congenital syphilis.
Of the 30 adult cases treated during the first half of 1952, only 11 disclosed
the source of infection. Of these, 1 had been infected by a public prostitute,
and 3 by clandestine prostitutes.

The following cases, which have been taken from the records of the
21/2 years period, are noteworthy:

1. Woman, aged 32 years, with " erytheme syphilitique " and mother of two congenital
syphilitic children. STS was not performed and her husband was not examined.
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2. Boy, aged 11 years, with condylomata lata at anus; the whole family had syphilis;
STS was not performed.

3. Boy, aged seven years, and a girl, aged seven years, both with secondary syphilis,
and both confirmed by STS. Secondary syphilis frequently found in children under ten
years of age.

4. Girl, aged four years, with Hutchinson's teeth, and a boy, aged seven years, with
keratitis parenchymatosa; both had negative STS.

5. Woman, aged 28 years, with secondary syphilis; STS was negative.
6. Six patients between 20 and 30 years of age with gummatous lesions; two of these

patients were seronegative.
7. Man, aged 28 years, with parenchymatous keratitis; he had a positive STS but

his family was not examined.

TABLE ;. NUMBER OF CASES AT THE DERMATO-VENEREOLOGICAL
DISPENSARIES AT IZMIR AND ANKARA DURING THE YEARS 1930-51

Izmir Ankara

gonorrhoeaIcl.ancroid

26

250

391

498

524

561

569

635

738

611

553

507

491

435

592

504

462

411

298

391

340

252

1

2

10

6

22

36

51

51

4

1

3

4

9

dermatoses syphilis gonorrhoeachancroid

65

1,195

1,532

1,276

1,816

1,828

3,862

4,085

4,754

6,175

7,865

8,231

8,211

10,099

12,565

11,687

10,080

11,690

11,785

11,307

12,631

12,661

855

632

491

424

420

499

568

342

322

269

238

244

220

225

182

149

125

131

164

226

208

140

91

77

68

83

2

2

4

6

10

9

8

2

Year

syp[ hilis

1 930

1931

1932

1933

1934

1935

1936

1937

1938

1939

1940

1941

1942

1943

1944

1945

1946

1947

1948

1949

1950

1951

119

348

447

248

180

120

99

90

140

766

588

266

238

342

396

403

240

240

237

199

145

134
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TABLE II. SYPHILIS CASES DIAGNOSED AT VARIOUS PLACES AND TREATED
AT THE IZMIR DISPENSARY DURING THE PERIOD 1942-51

Diagnosis made at

Year Izmir dIzmrn Izmir Izmir places Total
dispen- logical- general (general outside
sary hositcal hospital practi- Izmirhospital ~~~tioners)

1942 .... 99 89 18 8 24 238

1943 .... 112 169 12 14 35 342

1944 141 137 38 17 63 396

1945 172 148 24 16 43 403

1946 86 96 18 2 38 240

1947 69 93 17 9 52 240

1948 62 99 12 2 62 237

1949 46 62 12 2 77 199

1950 26 65 5 3 46 145

1951 31 52 5 - 46 134

The directors of both dispensaries find it very difficult to trace contacts.
The patients are interrogated and asked to bring their contacts and families
for examination. As a rule, no information can be obtained from the men
concerning extramarital contacts. Whether the present nominal notification
system with photographs and potential police investigation to ascertain

TABLE I1. SEX DISTRIBUTION OF ADULT SYPHILIS PATIENTS TREATED AT
THE IZMIR DISPENSARY DURING THE YEARS 1950, 1951, AND 1952*

Sex a.|x.S

0>

males

females

males

females

males

females

19

4

17

3

2

29

10

27

7

5

Number of cases of

iC L ls C Ds oCi
co ) C:0*-c a. ac0

15

12

4

5

3

3

* First six months only

Year

1950

1951

1952 *

a)
X Total

0

13

18

21

17

8

2

3

3

6

2

7
2

2

26

3

2

1

87

51

79

44

23

7
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possible clandestine prostitution has anything to do with this could not be
ascertained. Very often, even the family is not brought in without the help
of the police. At Ankara, an attempt has been made to let one of the male
nurses make home visits in order to induce defaulters to come for treat-
ment and to bring the families in for examination. It was stated that this
procedure had given better results than leaving the matter to the police,
as it seemed that they very often did not act efficiently as contact tracers.

3.3.2 The dermato-venereological dispensaries at Istanbul

There are three dermato-venereological dispensaries at Istanbul. They
are all housed in old buildings with rather unsatisfactory facilities. The most
centrally placed dispensary and the one which is most easily accessible to
sailors, the Tophane dispensary, is housed under quite inadequate condi-
tions. The total number of syphilis cases diagnosed by the dispensaries
during the period 1 January 1950-1 July 1952 is given below.

Number of cases

Primary syphilis ....... . 138
Secondary syphilis ...... . 339
Tertiary syphilis ....... . 209
Congenital syphilis . . . . . . 109
Latent syphilis . ....... 221
Neurosyphilis . ....... . 73
Cardiovascular syphilis .... . 32
Syphilis of the eye ... .. 9

Total . . . . . . 1,130

The following cases which have been taken from the dispensaries'
records are of interest:

1. Gastric conditions diagnosed as syphilitic:
A man, aged 29 years, with symptoms of duodenal ulcer; his STS was positive; diag-

nosis : syphilitic duodenal ulcer.
A man, aged 34 years, with gastritis; his STS was positive; diagnosis : syphilitic

gastritis.
2. Pulmonary conditions diagnosed as syphilitic:
A man, aged 55 years, and two women, aged 25 and 46 years, respectively, all three

with pulmonary infiltrates and positive STS; diagnosis : pulmonary syphilis.
A man, aged 50 years, with asthma bronchiale; his STS was positive; diagnosis

syphilitic asthma bronchiale.
3. A child with tibia en lame de sabre; his STS was positive, as were those of his

parents; diagnosis congenital syphilis.

It is noteworthy that the records did not contain any information on
the results of antisyphilitic therapy, nor were any results of sputum examina-
tions, stomach-washings, tuberculin tests, or sedimentation rates recorded
for the pulmonary cases.
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3.3.3 General dispensaries

Visits were paid to two general dispensaries-one at the rural centre of
Haimana, and the second in the borough of Polatli.

Haimana is a village of 2,500 inhabitants, and it is the administrative
centre of a district with a total population of 41,105. The dispensary is
directed by the Government physician of the district, and since 1932,
94 persons have been treated there for syphilis. The statistics of syphilis
cases diagnosed at the dispensary during the periods 1937-47 and 1948 52
which appear below were compiled from the dispensary's registers.

Primary syphilis ...

Secondary syphilis . .

Tertiary syphilis ...

Neurosyphilis.
Latent syphilis s....
Congenital syphilis

Total

Numnber of cases

1937-47 1948-52

1 1
8 3

31 8
3 5

14 5

3 8

. . 60 30

During the period 1937-47,44 positive STS were found at the dispensary;
during the period 1948-52, only 19 were discovered.

Two male nurses were employed for the venereal-disease-control work

TABLE IV. SYPHILIS CASES DIAGNOSED AT THE POLATLI DISPENSARY DURING
THE PERIOD 1942-51

Number of cases of

Year Total
primary secondary tertiary neuro- latent con- 'family
syphilis syphilis syphilis syphilis syphilis genital syphilissyphilis

1942 - 3 8 1 1 _ - 13

1943 3 14 5 - - _ 6 28

1944 3 3 13 _ 2 1 3 25

1945 6 6 19 - 4 2 5 42

1946 4 6 11 1 3 - - 25

1947 - 2 4 - 5 - - 11

1948 1 2 9 - 2 - - 14

1949 - - 4 - 2 - - 6

1950 - 2 3 - - - - 5

1951 - - 1 - 2 - - 3

Total 17 38 77 2 21 3 14 172

640

. . .

.



SYPHILIS CONTROL IN TURKEY

of the dispensary, one of whom visited the villages on horseback to admi-
nister antisyphilitic treatment.

Polatli is a small town with 11,000 inhabitants. It is the centre of a
district with a population of 38,230 and is only 30 minutes' drive from
Haimana. There is no hospital at Polatli, but ten beds are attached to the
dispensary for emergency cases; the nearest hospital is at Ankara (115 km
(approximately 72 miles) by road). The dispensary is directed by the
Government physician of the district. Since 1926, 512 cases of syphilis
have been treated at the dispensary. Table IV shows the number of new
cases diagnosed during the period 1942-51, as recorded in the dispensary's
register.

The number of non-venereal syphilis cases which are not congenital is
striking, and the incidence of tertiary cases is also remarkable. The differ-
ence between Polatli and Haimana may be more apparent than real. Polatli,
being a town, would be more often visited by the peasants than the village of
Haimana, and might also, through promiscuity, increase the prevalence
of syphilis within the district. The long distances between the villages and
the centre of Haimana would presumably prevent many patients with only
slight and passing symptoms of syphilis from seeking treatment.

3.4 Dermato-venereological hospital departments

The following places were visited

3.4.1 The Model Hospital, Ankara
This hospital has a dermato-venereological department with both wards

and an outpatient department. The wards have a total of 22 beds, provi-
sion being made for both men and women. The outpatient department
is housed in two rooms, one for the taking of case-histories and the other
for physical examinations and treatment. There is no waiting-room. Both
dermatological and venereological cases are received, although the latter are
presumably transferred to the town dispensary after diagnosis has been
made. During the visit, only one inpatient case of syphilis was seen.
Noteworthy cases seen included: one case of pemphigus vegetans; one
case presumably of pemphigus foliaceus, which was considered a case of
Duhring's disease but was clearly exfoliating and had a positive Nicolsky
test; one case of verrucous tuberculosis of the skin in a patient with lupus-
vulgaris lesions of several years' standing; one case of lupus vulgaris; and
one case of generalized favus.

It was stated that 100 cases of syphilis had been treated with penicillin
alone, but that only poor results had been obtained in 25 cases of tertiary
syphilis, five of which were cases of osteoperiostitis gummosa. It was
asserted that none of the five cases had shown any improvement with
penicillin treatment alone, but no records or statistical data were available

10
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to substantiate these assertions. How macny cases had been treated with
procaine penicillin G in oil with 2'O aluminium monostearate (PAM) and
how many with other repository or water-soluble preparations could not
be ascertained, nor was there any information available concerning dosage
or time-dose relationship.

STS were performed in the hospital laboratory, where a number of
other examinations were also performed. The performance of the tests for
syphilis was not seen. Syphilis serology is carried out as a sideline activity
in spite of the fact that an excellent laboratory exists in the same city.

TABLE V. SYPHILIS CASES SEEN AT THE MODEL HOSPITAL, ANKARA,
FROM 1943 TO 1952*

N,umber of cases of

Year Total
primary secondary tertiary congenital latent
syphilis syphilis syphilis syphilis syphilis

1943 7 20 39 - 66

1944 1 7 43 45 - 2 107

1945 25 53 31 5 114

1946 19 43 51 1 1 115

1947 6 46 28 2 " 84

1948 1 22 34 6 1 64

1949 3 31 21 1 3 59

1950 3 31 34 1 7 76

1951 .... 11 17 25 - 13 66

1952* 1 8 6 - - 15

Total .. . 93 314 314 16 29 766

* First five months only

The number of cases seen by the department during the years 1943-51
and during the first five months of 1952 is presented in table V. The most
striking thing about these returns is the very high number of tertiary cases.
A second point of interest is the modest number of latent cases recorded,
and this may probably be due to the fact there is no routine blood-testing
of the patients presenting themselves at the department, only those patients
with symptomatic syphilis, or who are suffering from conditions which
may be mistaken for syphilis, having STS performed. Furthermore, pos-
sible latent cases are not referred to this clinic by general practitioners.
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3.4.2 Dermato-venereological department of the University Clinic, Istanbul

This clinic, which has a great tradition, is located in the Guraba Hospital
which is maintained by a semi-religious Moslem organization. It has an
outpatient department and a laboratory where STS are performed. The
attendance at the outpatient department was not ascertained. The wards
have a total of 36 beds. During the visit eight cases of skin tuberculosis
were seen, of which four were cases of lupus vulgaris. Since 1946, 44
patients with secondary syphilis and two cases of " tertiary" syphilis had
been treated with penicillin alone. The following impressions had been
obtained from this treatment: Treponema pallidum disappears 7-12 hours
after the injection of penicillin, lesions disappear 9-20 days after the treat-
ment, and the STS becomes negative 90-150 days after the end of the
treatment. The treatment of the two " tertiary " cases had been disap-
pointing. One was a case of parenchymatous keratitis, the other an orthodox
tertiary lesion; perforation of the palate and the nasal septum had occurred
in each case, and both were sero-positive and have remained so. It had
therefore not been thought that penicillin treatment alone was sufficient
to cure syphilis, and combined penicillin and bismuth treatment had been
advocated.

Statistics from the dermato-venereological department of the University
Clinic are presented in table VI. Here again, the number of latent syphilis
cases is remarkably low, and a fairly steady decrease in the incidence of
syphilis since 1946 is suggested. The explanation of the low number of
latent cases is probably the same as that in the case of the Model Hospital
at Ankara.

TABLE VI. SYPHILIS CASES SEEN AT THE DERMATO-VENEREOLOGICAL
DEPARTMENT OF THE UNIVERSITY CLINIC, ISTANBUL, FROM 1946 TO 1952*

Number of cases of

Year
t ertiar an

Total
primary secondary toneritiaryand ena

syphilis syphilis syphilis syphilis

1946 35 55 43 - 133

1947 16 31 47 1 95

1948 1. 19 21 19 1 60

1949 . . 8 16 27 51

1950 i 13 14 25 1 53

1951 ..... 7 15 27 - 49

1952*. . ... 1 5 10 - 16

Total 99 157 198 3 457

* First five months only
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3.4.3 Dermato-venereological department of the Municipal Cerrahpasha
Hospital, Istanbul

At this hospital there is an outpatient department and a ward with
10 beds. STS are performed in the hospital laboratory. The number of
syphilitics has decreased considerably during the last two years. At the
time of the visit, one case of secondary syphilis was seen in the ward.
There were no less than six cases of skin tuberculosis: one of colliquative
tuberculosis, one of verrucous tuberculosis, two cases of lupus vulgaris, and
two of scrupholoderma. One case of Madura foot was seen and one case of
non-metastatizing migrating epithelioma of the skin. The department
was excellently conducted, although the same cannot be said for the per-
formance of STS in the laboratory, where the Kahn reaction was performed
in one tube. Statistics of cases seen by the department during the years
1939-49 are given in table VII.

TABLE VIl. SYPHILIS CASES SEEN AT THE DERMATO-VENEREOLOGICAL
DEPARTMENT OF THE MUNICIPAL CERRAHPASHA HOSPITAL, ISTANBUL,

DURING THE PERIOD 1939-49

Number of female cases of Number of male cases of

Year .Total
pri- second- ter- latent pri- second- ter- latent
mary ary tir yhlsmaryi ary tiary spii

syphilis syphilis syphilis syphili syphilis syphilissyphis

1939 . ... - - 3 3 2 1 9 - 18

1940 1 6 5 1 5 17 14 5 54

1941 ... . 1 2 13- 14 12 16 48

1942 .... . - 8 3 - 16 25 16 3 71

1943 .... 2 4 7 1 15 23 10 2 64

1944 .... . 3 15 4 1 29 68 17 - 137

1945 2 9 3 1 15 29 19 1 79

1946 1 6 7 - 18 36 4 72

1947 ...... 1 2 3 1 8 16 10 6 47

1 948 .... - 6 7 13 27 19 1 73

1949 - 2 1 - 5 4 15 2 29

Total 11 60 46 8 140 258 149 20 692

The most striking feature of this table is the disproportion between
men and women. The ratio 5 to 1 is in striking contrast to the total official
figures for the country as a whole for the same years. Also, it is very remark-
able that not more than 28 cases of latent syphilis have been found. This
would hardly have been the case ifroutine serological tests had been performed
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on all new patients. Tertiary syphilis cases with more than 30% congenital
syphilis have been recorded as tertiary.

3.4.4 Eshref Pasha Dermato- Venereological Hospital, Izmir

This institution dates from 1908. It was founded by Eshref Pasha and
was, from the beginning, designed exclusively for dermato-venereological
patients. It has 100 beds, which were originally used for such patients, but
during the last two years a urological department has taken over 30 beds.
Thirty beds were originally reserved for the prostitutes of the town, but
only ten are now being used for this purpose. An outpatient department
is attached to the hospital and the laboratory performs the STS for the
hospital and for the outpatient clinic. There were noticeable discrepancies
between some of the STS and the clinical findings. Two negative STS in
patients with secondary syphilis were noted, and some positive reactions
were noticed during the follow-up of patients who had been hitherto
consistently seronegative and who reverted to seronegativity on the sub-
sequent examinations.

4. Mobile Venereal-Disease-Control Units

The venereal-disease-control teams work in parts of the country where
the incidence of syphilis is thought to be high, and in very sparsely populated
areas where communications are difficult.

According to the law on public health, the Ministry of Health can
establish a sanitary commission in any part of the country where syphilis
is thought to present a problem to the health authorities. This commission
is authorized to submit the entire population of an area to physical examina-
tion for syphilis. These examinations are carried out by the venereal-disease-
control teams, who are usually sent to an area if the number of cases reported
to be under treatment in the area exceeds 1% of the total population.
There are nine such teams, one of which works directly under the Ministry
of Health and which can be moved to any area where the Minister thinks
that special efforts are needed. Each team is directed by a venereologist.
In addition to the team leaders, there are 30 physicians, who are not
specialists but who have received special training in venereal-disease-
control work during a six-month intensive course. Auxiliary personnel,
consisting of 120 male nurses, are also attached to the teams. Each team
consists, therefore, of a leader, who is a specialist, two or three physicians
with short venereal-disease training, and ten or more male nurses. Their
work is organized as follows.

A suitable town is selected as the centre of the operations. The dispensary
of the town is normally used as the team's headquarters, and the laboratory
of the team is also established there. The laboratory staff perform the Kahn
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reactions. Complement-fixation tests are usually performed at Ankara on
the serum left over after the Kahn test has been performed.

The area to be examined is divided into two or more sections, each of
which is supervised by one of the physicians attached to the team. Each
section usually covers several villages. After the survey examinations,
the treatment of the syphilitic cases found is carried out by the male nurses.
The district is divided into groups of villages and a treatment centre is
established for each group. A male nurse is usually in charge of treatment
at several centres. Each group of villages is advised in advance of the
arrival of the male nurse and a date is fixed for treatment. Before the actual
examinations start, the population of the division to be investigated is
entered in the " taramadefter " or survey book, grouped according to
villages and to families. A special note is made in the taramadefter if the
name of any person has been recorded in the syphilis register of the district
prior to the survey. On the day of the survey, the population from one
or more villages is summoned by the gendarmerie of the district to a place
convenient for examination-usually a village school-where the persons
to be examined are registered in groups of families.

Visits were paid to the Provinces of Samsun and Ordu to observe the
work of the teams there. Both provinces are situated on the north coast
of Turkey on the Black Sea. Samsun lies east of Zonguldak and west of
Ordu; Ordu borders on Giresun, which is west of Trabzon. The organization
of the campaign in the Province of Samsun is described in some detail as a
typical example of the work of these teams.

The headquarters of the team was at the Samsun venereal-disease dis-
pensary, and the serologist working there performed the Kahn tests for
the team. The team co-operated closely with the local health authorities, the
Director of Public-Health Services, the hospital dermatologist, and the
staff of the dispensary. The team's book-keeping was handled by the dis-
pensary staff. The team was divided into two groups, one working in the
Samsun area, and the other in Qarsamba. The dispensary at gar5amba
was used as the team's subcentre. Interim examination centres were estab-
lished-four in the area around Samsun City, and six in the area of §ar-
5amba. Examinations were carried out at these centres on fixed days of
the week.

The population around Samsun was surveyed during the early part of
1952. The city was established as the main centre for 34 villages, and five
further centres were established for groups of 9, 16, 12, 7, and 12 villages,
thus covering a total of 90 villages. Examinations were performed at Samsun
on Sundays, and at the other centres on Mondays, Tuesdays, Wednesdays,
and Fridays. A total population of 81,803 inhabitants was covered in this
way. Prior to the survey, 776 cases of syphilis had been registered in this
population-group; after the survey, 99 new cases had been found. The pre-
valence of syphilis was, therefore, 0.9% before the survey, and 1.1% after it.
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It was possible to obtain more-detailed figures from two of the subcentres
for the years 1949-51 and the first half of 1952, and these are tabulated below.

Primary syphilis .......
Secondary syphilis ......

Tertiary syphilis .......
Latent syphilis. ......

Number of cases
1949 1950 1951

3 2 3
24 190 34
106 278 59

3 2 4

Total .... . 136 472 100 43

Here again, it will be noted that tertiary cases dominated and that
latent cases were surprisingly scarce.

At the time of the visit the team was concentrating all its efforts on the
area around Qar~amba, where there is a total population of 70,441 distributed
in 170 villages and the town of Qarsramba (8,010 inhabitants). Table IX
presents the number of cases diagnosed in the villages which had been
surveyed prior to the writer's visit. None of the children suffered from
congenital syphilis, and all the children who were found to have secondary
syphilis had been infected non-sexually after birth.

TABLE IX. SYPHILIS CASES IN THE CARSAMBA DISTRICT PRIOR TO
AUTHOR'S VISIT

Adults Children Number
Diagnosis of positive

males females 2-8 years 9-15 years STS

Primary syphilis 2 2 - - 4

Secondary syphilis .. 5 10 14 2 26

Tertiary syphilis ..... 1 - - - 1

Congenital syphilis ... - 1 - _ 1

Latent syphilis * 1 3 4

Total.9. ............... 16 14 2 36

* These cases refer to parents whose children were found to be suffering from secondary
syphilis.

The work of the venereal-disease-control team in Samsun Province
can be summarized as follows. On 1 January 1949, the team arrived in a
district in which a total of 161,952 persons had previously been examined
for syphilis; of these persons, 4,946 suffered from syphilis, 1,013 being
symptomatic cases. On 1 January 1950, the team moved to another district
where 127,731 persons had previously been examined; of these, 5,127
suffered from syphilis, and 1,359 were symptomatic cases. On 1 January

1952

31
11
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1951 the team went to a third area. Here, 168,332 persons had been
examined previously; of these, 4,447 suffered from syphilis, and 612 had
clinical symptoms. The team therefore' surveyed three different districts.
As the team starts a new survey in a new district every year, the population
covered will therefore be different in each survey.

The team used the laboratory facilities of the venereal-disease dis-
pensary at Samsun and prior to 1 January 1949 this laboratory had per-
formed 195,273 STS. During the years the team worked in the province,
27,248 tests were made-10,418 in 1949, 8,592 in 1950, and 8,238 in 1951.

The following tabulation enumerates the statistics received from the
venereal-disease-control team working in Ordu Province:

Number of persons Number of new
examined infected with Rate cases found

syphilis (

1949 . . . . 210,966 3,722 1.76 1,115
1950 . . 255,917 3,501 1.37 412
1951 . . . 230,921 2,972 1.29 109

In both provinces the persons were examined in groups of families by
physicians. The men and the children were subjected to a physical exami-
nation of the skin, mucous membranes, teeth, and palpable peripheral
lymph-nodes. The anus and the soles of the feet were practically never
examined. In the case of women, only the mouth, throat, forearms, tibiae,
and the epitrochlear and cervical lymph-nodes could be examined. Routine
STS were not performed except in the case of persons presenting clinical
signs of syphilis or symptoms suspected of being of syphilitic origin.

Statistics from the records of the venereal-disease-control teams are
given in tables X, X1 , I, and XIII.

During the years 1926-51, the teams have worked in 17 provinces.
The total population of these- provinces has been estimated at 7,004,000,
while the population examined by the teams during the period totalled
2,283,658, i.e., 30% of the present population. The information has been
selected from these campaigns because it was possible to obtain the number
of new cases of primary, secondary, tertiary, latent, and congenital syphilis,
and neurosyphilis found during these years.

Table X shows the results of surveys undertaken in 17 provinces.
The population fig'res given are those of the present populations of the
provinces (the only statistics available) and the proportions of the popula-
tion examined are therefore presumably higher than one can deduce from
the table. In some 'rpvinces, more than one area was surveyed during
the course of one year, Atnd in such cases the figures for each area surveyed
have been given separately. In this way, some idea of the distribution
of cases and the variation in the prevalence of syphilis within each province
can be obtained.
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The errors of addition in the table have not been corrected, as they are
inherent in the material used to compile the table. They are not very grave
and will not influence the deductions which can be made from the data
presented. In tables XI, XII, and XIII, however, corrected figures are given.

It is apparent that the prevalence of syphilis varies from one area of a
province to another, and also that the prevalence rates vary to some extent
with time and that these are even more pronounced in the different clinical
stages of the disease. Table X therefore presents a variation in the syphilis
rate according both to location and to time. In some provinces, e.g.,
Samsun, there is a fairly high rate of tertiary and congenital syphilis, whereas
other provinces have a high rate of early syphilis, or a high rate of late and
congenital cases. This does not seem to vary with the year of examination,
but apparently depends entirely upon the area under examination.

In table XI the prevalence of primary-secondary, tertiary-congenital,
and latent syphilis, expressed as a percentage of the total cases of syphilis,
in five provinces is presented. It is thought that it is permissible to present
the data in this way as the variation between the different stages of the
infection is shown better than if only percentages of the total population
were given.

In general, it can be stated that the population examined in different
years belongs to different areas of the country. Only in one instance have
two examinations been carried out in the same vicinity. This happened in
1929 and in 1948. However, only a small fraction of the two groups
examined was identical. In 1929, the inhabitants of the town of Fatsa
and its surroundings villages were examined and nothing more was done.
In 1948, a population of 253,808 was examined, but of these persons only
13,437 belonged to the surroundings of Fatsa; the remainder came from
other areas.

It is obvious from tables X and XI and from fig. 1, 2, and 3 that, as a
rule, tertiary and congenital cases predominated, although in some areas
the teams discovered a local syphilis epidemic with many early cases, as for
instance, in Sivas in 1928, in Ordu (areas (b) and (c)) in 1950, and in Mu~
in 1951. The absolute figures from Malatya contain many early predomi-
nating primary cases. According to table X, Samsun would be considered
a province with much " old " syphilis with very few infectious cases and,
therefore, with very little syphilis imported into the province. However,
this is not in accordance with the views generally held about early syphilis
in Samsun. It is usually stated that the people in the-province travel a lot
and that, as a result, much syphilis is imported into the area. It should be
borne in mind, however, that the manifestations of early, especially primary,
syphilis are ephemeral compared with those of tertiary and congenital
lesions and, therefore, that many cases in the early latent stage will escape
if the survey is not based on a serological examination of the whole popula-
tion. The figures given in table XI for latent cases are remarkably low and
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TABLE XI. PREVALENCE OF PRIMARY-SECONDARY, TERTIARY-CONGENITAL,
AND LATENT SYPHILIS IN FIVE PROVINCES

Percentages of total cases of syphilis

Province

Sivas.

Samsun

Ordu.

Mu

Malatya

Year of
survey

1928

1933

1940

1941

1943

1946

1948 (a)

1948 (b)

1950

1949 (a)

1949 (b)

1950 (a)

1950 (b)

1950 (c)

1950 (d)

1951

1951

primary-
secondary

43.6

12.4

1.4

1.5

5.7

0.6

4.4

17.6

10.4

13.0

8.8

68.0

48.5

12.8

66.8

10.9

tertiary-
congenital

56.4

87.6

90.0

77.4

78.3

99.4

91.9

60.6

28.0

72.9

37.0

53.6

29.3

31.7

83.3

11.1

85.5

latent

8.6

12.1

16.0

3.7

21.8

72.0

16.7

50.0

37.6

19.8

3.9

22.1

3.6

are very far from what would be expected considering the statistics for
tertiary and congenital syphilis. It is felt that this is due to the procedure
followed by the teams. The latent cases shown represent those discovered
by the serological examination of relatives and persons giving a history of
syphilis, but these examinations are sometimes not carried out, as personal
observation has shown. As stated above, the lesions of tertiary and con-
genital syphilis are the persistent manifestations and these are therefore
likely to dominate if the survey is based on clinical examination only, as
has obviously been the case.

Table XII (see page 653) shows the aggregate results of the venereal-
disease-control teams' work in 17 provinces during the period 1928-51,
and table XIII (see page 654) presents, for the same period, a comparison
between the number of symptomatic cases and the total number of cases,
the percentage of symptomatic cases, and the percentage of syphilis in the
populations examined.
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TABLE XII. AGGREGATE RESULTS OF THE VENEREAL-DISEASE-CONTROL TEAMS'
WORK IN 17 PROVINCES DURING THE PERIOD 1928-51 *

co.(_
,-~

o) a

O 0
V

1928

1929

1933

1934

1935

1936

1937

1939

1940

1941

1942

1944

1945

1946

1947

1948

1949

1950

1951

2

5

3

6

11

8

13

2

1

7

17

54

1,840

1,479

914

1,051

104

403

26

28

33

189

97

385

88

578

167

788

584

7,464

8,792

5,452

4,802

462

4,135

449

350

721

2,119

809

3.C66

1,126

1,365

476

463

906

2,185

235

225

203

79

98

424

231

1,049

282

498

73

65

18

240

146

749

834

620

818

47

233

77

36

100

313

113

81

145

80

6

'C,)

O.-cO

a) Q_

6

3

2

3

12

1

14

3

3

7

3

2

10

2

10

Total
number

of
cases

1,940

1,251

1,177

855

10,525

12,034

6,995

8,883

851

5,001

763

496

962

3,054

1,250

4,595

1,643

2,548

776

Population
examined

45,704

37,453

45,083

30,916

114,590

313,487

156,342

260,688

41,750

150,044

49,690

27,095

32,634

137,022

75,993

253,808

135,698

325,731

49,930

* The teams did not report in the years 1930, 1931, 1932, 1938, and 1943.
** Tertiary syphilis healed with scar formation, deformations remaining.
Note. New population groups were examined each year, except in the case of the town of

Fatsa and its surrounding villages, where surveys were undertaken in 1929 and in 1948 (see page 649).

The yearly decline in the incidence of syphilis in the new areas examined
might be due to a general decline in the incidence of syphilis in the country
as a whole, but no definite proof of this can be found in the figures from the
teams since the figures for these areas are entirely different in different
parts of the same province, even during the same year.

5. Laboratories Serving the Syphilis-Control Campaign

Serological tests for syphilis are performed in the hospital laboratories
in most of the larger hospitals of the country. These laboratories are general
medical laboratories performing all types of clinical pathology and STS
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TABLE Xil. COMPARISON OF SYMPTOMATIC CASES WITH TOTAL NUMBER
OF SYPHILIS CASES DIAGNOSED BY THE VENEREAL-DISEASE-CONTROL TEAMS

DURING THE PERIOD 1928-51 *

Year

1928

1929

1933

1934

1935

1936

1937

1939

1940

1941

1942

1944

1945

1946

1947

1948

1949

1950

1951

Population
examined

45,704

37,453

45,083

30,916

114,590

313,487

156,342

260,688

41,750

150,044

49,690

27,095

32,634

137,022

75,993

253,808

135,698

325,731

49,930

Total
number of

syphilis cases

1,940

1,251

1,177

855

10,525

12,034

6,995

8,883

851

5,001

763

496

962

3,054

1,250

4,595

1,643

2,548

776

Percentage of
Number of

symptomatic.
cases symptomatic syphilis in

cases population

1,940

1,251

1,177

855

10,070

11,128

6,995

6,722

616

4,477

560

417

864

2,625

1,019

3,763

1,363

2,050

703

100

100

100

100

95.7

92.5

100

75.7

72.4

89.5

73.4

84.1

89.8

86.0

81.5

81.9

82.9

80.4

90.6

4.24

3.34

2.61

2.76

9.18

3.84

4.47

3.41

2.04

3.3

1.53

1.83

2.95

2.23

1.36

1.81

1.21

0.78

1.55

* The teams did not report in the years 1930, 1931, 1932, 1938, and 1943.
Note. New population groups were examined each year, except in the case of the town of

Fatsa and its surrounding villages, where surveys were undertaken in 1929 and in 1948 (see page 649)

are done as a sideline to other activities. The tests are performed exclusively
on the blood of patients attending the hospitals. Some dispensaries, e.g.,
those in Samsun and Ordu, have laboratory facilities where Kahn tests
and sometimes one of the Meinicke tests are performed. The larger labora-
tories which come under the Directorate for the Sanitary Control of
Coastlines and Frontiers also perform serological tests for syphilis. In
addition, the public is served by two large public-health laboratories.
These laboratories are the serological laboratory of the Refik Saydam
Central Institute of Hygiene at Ankara, and the Public-Health Laboratory
at Istanbul. In the near future, however, a third public-health laboratory
will be opened at Diyarbarkir. There are also numerous private laboratories,
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FIG. 1. NUMBER OF TERTIARY SYPHILIS CASES PER 10,000 PERSONS EXAMINED
BY THE VENEREAL-DISEASE-CONTROL TEAMS DURING THE PERIOD 1928-51 *

i
I4

I's
i
a

* The teams did not report in the years 1930, 1931, 1932, 1938, and 1943.

FIG. 2. COMPARISON OF ALL TERTIARY SYPHILIS CASES (ACTIVE AND
INACTIVE *) WITH ACTIVE TERTIARY CASES DIAGNOSED BY THE

VENEREAL-DISEASE-CONTROL TEAMS DURING THE PERIOD 1928-51 **
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* Tertiary syphilis healed with scar formation, deformations remaining.

** The teams did not report in the years 1930, 1931, 1932, 1938, and 1943.
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FIG. 3. NUMBER OF CONGENITAL SYPHILIS CASES PER 10,000 PERSONS EXAMINED
BY THE VENEREAL-DISEASE-CONTROL TEAMS DURING THE PERIOD 1928-51 *
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* The teams did not report in the years 1930, 1931, 1932, 1938, and 1943.

conducted by bacteriologists and clinical pathologists, functioning in the
large cities.

Recommendations for the performance of the Kahn and Wassermann
tests in the public-health laboratories have been laid down by the Ministry
of Health. These laboratories are expected to follow the test procedure
as carried out at the Refik Saydam Institute, and a description of this
procedure is given below.

Kahn test. A qualitative two-tube test is used. The tubes containing
0.025 ml and 0.0125 ml of the antigen suspension are selected for the test.
The results are read 30 minutes after shaking and addition of saline. Reading
is usually done with a magnifier and diffused daylight, or with an agglu-
tinoscope. Quantitative tests are not prescribed.

Wassermann test. The antigen is alcoholic beef-heart extract prepared
by the Refik Saydam Institute. A qualitative procedure is prescribed.
The patient's serum is diluted 1: 5. Two tubes are used for each serum

-one with, and one without, antigen. 0.25 ml of the serum dilution is
placed in each tube, 0.25 ml of 1: 10 complement is added to each tube,
and 0.25 ml of the antigen suspension to one tube. The tubes are incubated
for one hour at 370C after which time the haemolytic system is added,
0.50 ml of equal parts of haemolysin dilution and 5% sheep-cell suspension

2 33 34 35 36 37 30 39 190 41 42

~~~~~~~~~- 5o
---- 11
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being added to each tube. After 30 minutes' incubation at 370C, the test
is read. No colour standard is used. The haemolysin is titrated, serial
dilutions of 1: 100 haemolysin (d = 2' , where n is the tube number) are
prepared in a volume of 0.50 ml for each tube, 0.50 ml of 1: 10 complement
is added, and, later, 0.50 ml of 5% sheep-cells and 0.50 ml of 0.9% NaCl,
so that the total volume in each tube is 2 ml. After incubation at 370C
for one hour, the test is read. The last tube with sparkling haemolysis is
the haemolytic dose. Four haemolytic doses are used in the test. The
titre of the antigen is 1: 6.

The following laboratories were visited

(1) The serological laboratory of the Refik Saydam Institute, Ankara;
(2) The Public-Health Laboratory of Istanbul;
(3) The laboratory of the Prostitutes' Hospital, Istanbul;
(4) The laboratory of the Cerrahpasha Hospital, Istanbul; and

(5) The laboratories of the venereal-disease-control teams at Samsun
and Ordu.

The laboratory under the Directorate for the Sanitary Control of
Coastlines and Frontiers at Izmir was also visited, but no work was seen.

The Refik Saydam Institute is an excellent institution. The buildings are
large and spacious. Orderliness and cleanliness rule in all the labora-
tories. The Institute has laboratories for general bacteriology, virus
research, BCG-vaccine production, serum and vaccine production, standar-
dization and control of " biologicals " and antibiotics, pharmacology and
chemistry, and a special laboratory for rabies vaccine. Instruments such as
the ultracentrifuge are in use, and this in itself speaks for the standard of
work done. Syphilis serology is carried out at the general bacteriological
laboratory. A large, wel-lighted room is available for this purpose. The
room is furnished with one small water-bath for inactivation and two large
water-baths for incubation. One very old-fashioned Kahn shaker, one
Ecco Superior centrifuge with a four-piece head taking 28 tubes in four
containers, one medium-size refrigerator, and three automatic pipetting
machines (Fischer type) to deliver 0.25 ml i 1% are also in this room.
For antigen preparation, meat-grinders, ordinary funnels, and electric fans
for drying are available. Antigen production is carried out in another
room. The laboratory does not possess a Buchner funnel, or a filter pump,
or any other vacuum pump. The STS are carried out as described above.
In addition, an antigen prepared from syphilitic liver extract is employed
parallel with the usual antigen. This antigen is imported from Germany.
The Wassermann test is read in a large mirror placed under the test-tube
supports. Quantitative tests were not seen.

11
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The Public-Health Laboratory of Istanbul is at present housed in an old
British hospital, which has been bought by the municipal authorities.
The facilities are very inadequate. The rooms are small and crowded,
and it was difficult to judge the amount of glass-ware available. A size-I
international centrifuge was used and the Kahn shaker was very old.
Inactivation was done in a water-bath, but incubation in the incubator.
The Kahn test, which was performed in three tubes but not according to
standard, was read in an agglutinoscope. The complement was titrated
for the complement-fixation test, the titration being carried out in the
presence of the antigen to be used in the test proper. The haemolysin had
a titre of 1: 6,700 (which is very good).

The laboratory of the Prostitutes' Hospital, Istanbul, is small and rather
crowded. Inactivation was carried out in a water-bath, incubation in the
incubator (air), and the Kahn test was shaken by hand. Quantitative Kahn
and complement-fixation tests were performed, the sera for the latter being
left in the refrigerator for 18 hours for fixation. The laboratory has a
phase contrast microscope.

The laboratories serving the venereal-disease-control teams at Samsun
and Ordu are small and have very little equipment. Centrifugation and
shaking are done by hand, and the work-load is thus considerably limited.
Two-tube Kahn tests were performed; the readings were made 30 minutes
after shaking and addition of saline.

The capacities of the laboratories seen are estimated as follows
The Refik Saydam Institute can easily perform 500 tests a day,

three times a week, which gives a weekly capacity of at least 1,500 tests.
The Public-Health Laboratory of Istanbul cannot perform more than
200-300 tests three times a week. The laboratory of the Prostitutes' Hospital,
Istanbul, can perform 100 tests three times a week. The same is probably
true of the laboratory of the Cerrahpasha Hospital, although it is somewhat
doubtful. The laboratories of the venereal-disease-control teams cannot
perform more than 50 tests a day each. The limiting factor here is centrifuga-
tion by hand. As far as the laboratory of the Prostitutes' Hospital is
concerned, work is restricted because there is no mechanical shaker and the
director of the laboratory has to perform the tests himself. This factor
also limits the activities of the Refik Saydam Institute.

6. Treatment of Syphilis

As previously mentioned, penicillin therapy was introduced in 1950,
not, however, using penicillin alone, but a combined penicillin-bismuth
treatment. Schedules have been established by the health administration
as follows:
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1. Penicillin treatment with repository preparations
(a) Procaine penicillin G in oil with 2% aluminium monostearate (PAM),

particle size less than 5 it. The schedule is 1.2 million units once a week
for four weeks up to a total of 4.8 million units. The penicillin course is
followed by five bismuth courses, of ten weeks' duration each. Usually,
one injection of 0. 15 g of bismuth is given every week for ten weeks, followed
by a rest period of four weeks.

Early congenital syphilis is treated with 150,000 units every four days
for 12 days until a total of 600,000 units has been given. The penicillin
treatment is followed by bismuth courses.

(b) Procaine penicillin G suspended in aqueous solutions. Either 600,000
units are administered daily for 15 days, or 600,000 units are given every
72 hours for 8 weeks. The penicillin course is followed by bismuth treatment
of the type described under (a).

2. Aqueous solutions. Crystalline penicillin G is recommended. 50,000
units are given every two hours round the clock during 10 days until a
total of 6 million units has been reached.

The bismuth courses are shortened or prolonged according to the stage
of the disease and the dose per injection, which is modified according to
the age of the patient. In the instruction booklet published by the Ministry
of Health schedules are described for seronegative primary, seropositive
primary plus secondary, and tertiary syphilis. In cases where penicillin is
thought to have been ineffective, combined schedules of arsenicals and
bismuth are prescribed as the treatment to be adopted.

An argument often encountered against penicillin therapy is that the
serology of the patient reverts very slowly to negativity, and that, in late
syphilis, it does not become completely negative. Nearly all these observa-
tions are based upon serological tests that are purely qualitative. The
patients are only rarely followed by quantitative serology and all arguments
therefore centre about the persistent 4 4- reaction. Sometimes, the effective-
ness of the treatment in parenchymatous keratitis is used as an argument
for, and against, penicillin treatment alone. This capricious manifestation
is, as is well known, of very variable course, and neither the old combined
treatment nor the new penicillin treatment has given spectacular results.
The medical profession seems to have a rooted belief in the excellence of
bismuth but no reason for preferring combined penicillin-bismuth therapy
to penicillin alone was advanced. However, the schedules in force render
the follow-up of the patients more easy and presumably do very little harm.

7. Prostitution

Prostitutes are examined twice weekly (physical examination and smears
from cervix and urethra) and have STS performed every three months.
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The figures in table XIV have been taken from the records of the Prostitutes'
Dispensary at Beyoglu, Istanbul, and show the number of public prostitutes
treated, the number of new infections, and the number of relapses during
the years 1937-52.

At present, there are 347 prostitutes in brothels and 139 prostitute
bar-girls registered and controlled at Istanbul. The bar-girls and 167
prostitutes from the better-class brothels are examined at Beyoglu, while
180 prostitutes living in the harbour quarter of the town are examined at
the Galata Dispensary. The prevalence of syphilis among the latter group
has not been ascertained. The diagnosis is not usually made at the dis-
pensary, but is carried out at the hospital; during the first five months of
1952, an average of 15 cases of gonorrhoea was found among these 180
girls. It is difficult to evaluate table XIV, since the numbers of prostitutes
during the years 1937-49 are not known. The large number of new infec-
tions recorded for the years 1939, 1942, and 1945 can be explained by the
fact that perhaps more prostitutes entered the profession. If the disease
was discovered very early and the treatment was sufficient to cure the
disease, the relapse figures might well include reinfections, but no opinion

TABLE XIV. CASES OF SYPHILIS AMONG PROSTITUTES CONTROLLED AT THE
BEYOGLU DISPENSARY, ISTANBUL, FROM 1937 TO 1952 *

Number of Number
Year of registered

cases new reass prostitutes
treated infections relapses

1937 . . . 129 2 2 _

1938 . 35 15 2 -

1939 34 35 8 -

1940 . 72 17 1

1941 . . 69 14 4 -

1942 . . . . 67 34 5 _

1943 . . 64 15 - -

1944 . . 55 4 - _

1945 . . . . . 48 20 3 _

1946 . . 67 3 1 _

1947 . 66 8 - _

1948 . . . . . 71 2 - -

1949 . . . . . . 69 2 - -

1950 . . . 54 - - 156

1951 . . . . 55 4 1 158

1952* . . . . . . 36 3 7 167

* First six months only
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can be given, because the clinical nature of the relapses could not be as-
certained. The risk of infection in 1942 and 1951 cannot be compared, as
the number of registered prostitutes before 1950 is unknown.
A large number of new infections need not arise from a high rate of

syphilis among the male customers, but can be caused by one sexually active
individual alone. The number of clandestine prostitutes is believed to be
many times larger than that of officially controlled prostitutes, and during
the first six months of 1952, 93 clandestine houses were closed by the police.
Various sources estimate clandestine prostitution to be practised by some
4,000-5,000 girls. If this is the case, only a small fraction of all prostitutes
is controlled and, as is apparent, this control is far from being any
guarantee against infection, although it certainly contributes to the early
discovery of the disease and, to a certain extent, prevents further spread of
the infection.

8. Extent of the Problem

Before considering the information available on the prevalence and
incidence of syphilis and the trend of this disease in Turkey, a few remarks
on the population and its distribution between urban and rural areas,
and between the different age-groups, may perhaps give a better background
to the discussion.

A general census of the population was held in 1950, when the total
population was found to be 20,902,800, of whom 10,524,900 were men and
10,340,300 were women (37,600 persons were not classified). The age-
distribution of the population is shown in table XV. It should be noted,
however, that the actual number of live births is not known, and in some
calculations the total population has been given as 20,934,670.

It is stated that the number of school-age children is definitely known,
but this may be an overstatement, as not every child attends school. The
average percentage of illiteracy for the age-group 10-15 years is 61%.
Of the boys in this group only 47% were able to read and write, while only
30% of the girls were literate. The average percentage of literate persons
in the whole population was 30% (men 43.5%, and women 16.6%). It
would appear, therefore, that the above figures should be taken with some
reservation.

The distribution of the population in rural and urban areas is known
for 1950. At that time, 77.1% of the population lived in rural areas or in
towns with less than 5,000 inhabitants; 4.2% lived in towns of between
5,000 and 10,000 inhabitants, 10.2% in towns of more than 10,000, but less
than 100,000, inhabitants, and 8.5% in towns of more than 100,000 inhabi-
tants. In 1950, there were 1 million people living in Istanbul.

As far as the syphilis problem is concerned, the impression has been
obtained that the syphilis rate is decreasing, and the figures from various
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TABLE XV. AGE-DISTRIBUTION OF THE POPULATION IN 1950

Age-groupMales Females Tota
Percentage PercentageAge-group Males Females Total of total of population
population less than

1,556,400

1,323,000

1,265,000

1,269,800

1,006,200

742,000

527,500

686,100

555,000

501,700

402,900

219,000

196,900

113,700

77,400

35,900

24,700

10,500

7,200

4,000

10,524,900 10,340,300 20,865,200

Unknown 37,600

Total 10,524,900 10,340,300 20,902,800

5 years 14.5

10 ,, 26.8

15 ,, 38.0

20 ,, 49.3

25 ,, 58.8

30 ,, 65.9

35 ,, 71.2

40 ,, 77.4

45 ,, 82.9

50 ,, 87.4

55 ,, 91.5

60 ,, 93.8

65 ,, 96.4

70 ,, 97.7

75 ,, 98.8

80 ,, 99.2

85 ,, 99.6

90 ,, 99.7

95 ,, 99.8

100 ,, 99.82

hospitals presented in this report seem to support this. The combined
totals of new cases seen at the Ankara and Izmir dispensaries, at the Model
Hospital, Ankara, and at the University Clinic of Istanbul were: 1946,
730; 1947, 741 ; 1948, 630; 1949, 497 ; 1950, 508 ; and 1951, 469. For
the reasons already given (see page 649), these figures might indicate a true
decline in syphilis incidence. The syphilis rates recorded by the venereal
disease control teams also show a decrease. The figures were : 1946, 3.5%;
1947, 2.4%; 1948, 2.5%; 1949, 1.9% ; 1950, 1.5% ; and 1951, 2.1o%. How-
ever, as pointed out earlier, these figures might only indicate that the teams
moved into areas with a lower syphilis prevalence.

1,484,500

1,231,900

1,073,200

1,101,300

968,300

756,100

571,400

606,300

589,100

444,000

468,100

261,200

346,600

162,300

144,200

51,200

47,400

13,600

12,700

6,900

3,040,900

2,554,900

2,338,200

2,371,100

1,974,500

1,498,100

1,098,900

1,292,400

1,144,100

945,700

871,000

480,200

543,500

276,000

221 ,600

87,100

72,100

24,100

19,900

10,900

14.5

12.2

11.2

11.3

9.4

7.2

5.2

6.2

5.5

4.5

4.2

2.3

2.6

1.3

1.1

.42

.34

.12

.09

.05
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Further information is given in table XVI (see page 664), which covers
the period from 1926 to 1950. The following information is recorded:
the number of cases registered on 1 January of each year; the number of
new cases diagnosed during the year; the total number of cases registered
during the year; the number of persons who have left the register during
the year ; and the number of cases registered at the end of the year.

Table XVII and fig. 4 show the distribution of syphilis cases under
treatment in the different provinces of the country on 1 April 1952. The
total number of cases under treatment was 84,429, which was 20,062 less
than the number recorded on 1 January 1951. This decline is partly due
to the introduction of new rules for the treatment and surveillance of
persons suffering from syphilis. Before 1950, the prescribed treatment
was with arsenicals and bismuth ; the treatment lasted three years and the
subsequent observation period was at least six months. Since the introduc-
tion of the combined penicillin-bismuth treatment, however, the period
of treatment has been reduced to approximately one year, and the subsequent
observation period prolonged to one year. Patients therefore now remain
on the register for only two years as compared with three and a half years
under the old system.

The number of new cases reported during the first three months of
1952 was 1,951.

Column 6 of table XVII presents the rate per 10,000 population of the
total number of cases registered, and of the number of new cases. The
map (fig. 4) fails to support the general belief that the population of the
coastal provinces would be more exposed to syphilis than the people living
in the interior of the country.

The group of provinces (with a total of 7.9 million inhabitants) reporting
from 2 to 16 cases per province includes six isolated provinces-namely,
Coruh, Kars, Siirt, Bitlis, Tunceli, and Rize-whereas there is only one
isolated province-Van-in the group reporting from 17 to 454 cases.

The two groups differ considerably with respect to the medical service
facilities available. For instance, the first group has 998 physicians, or
12.5 per 100,000 inhabitants (seven provinces had less than 10 doctors per
100,000; eight had more than 16 per 100,000; two had 20 per 100,000;
and one had 21 per 100,000). In the second group, there were 4,373 physi-
cians, or an average of 42 per 100,000 inhabitants (four provinces had less
than 10 doctors per 100,000; 13 had more than 16 per 100,000; 10 had
20 or more per 100,000; one had 31 per 100,000; one had 46 per 100,000;
one had 55 per 100,000; and one had 171 per 100,000). Furthermore, the
second group includes all the large cities (Istanbul, Ankara, Izmir, Adana,
Bursa).

Group 2 therefore differs from Group 1 in the following respects
communications are better; there are more facilities available for medical
treatment; and more efforts have been made to eradicate venereal disease.
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TABLE XVII. PREVALENCE OF SYPHILIS DURING THE FIRST THREE MONTHS
OF 1952

Number of Rate per
Town 10,000 population

popu pneTotal Pp lationneProvince population lation to total registered cases
per | lapopu- syphilis reported total new

lation cases during cases cases
the

period

Cankiri
Ordu.
Yozgat
Sivas.
Qorum
Bolu.
Seyhan
Kastamonu
Gaziantep
Konya
Erzurum
Isparta
Afyon
Kayseri
Giresun
Istanbul
Trabzon
Nigde
Sinop
Bursa
Kutahya
Zonguldak
Ankara
Maras
Tekirdak
Balikesir
Bilecik
Kocaeli
Samsun
Eskitehir
Izmir.
Agri
Denizli
Manisa
Tokat.
Rize
Erzincan
(;anakkale
Malatya
Urfa

218,289
372,492
323,506
540,427
342,290
302,805
502,600

24
69
24
19
31
26
30

411,576 29
328,082 39
740,595 1 5
461,673 19
186,152 22
372,566 27
404,650 26
299,243 44

1,179,666 219
419,148 92
331,061 22
225,427 37
541,987 54
419,100 27
425,974 57
818,271 28
288,631 19
222,916 37
563,100 36
136,844 26
474,716 56
475,953 51
274,571 20
767,374 60
155,545 12
340,010 31
519,319 36
387,456 35
181,084 49
197,460 19
288,813 31
481,386 24
295,734 14

0.11
0.08
0.09
0.17
0.15
0.10
0.32
0.10
0.36
0.21
0.16
0.13
0.17
0.25
0.11
0.£6
0.10
0.17
0.08
0.32
0.15
0.14
0.42
0.18
0.20
0.22
0.14
0.21
0.20
0.36
0.47
0.13
0.18
0.28
0.18
0.16
0.14
0.17
0.20
0.27

1,910
3,162
2,587
4,282
2,537
2,053
3,336
2,669
2,106
4,392
2,667
1,057
2,101
2,265
1,566
6,041
1,973
1,549
1,038
2,327
1,762
1,734
3,323
1,166
885

2,111
511

1,766
1,760
976

2,618
504

1,121
1,637
1,213
523
567
746

1,1X3
718

19
454

24
21
28
40
32
7

24

9
18
10
24

220
16
9
24
32
28
172
56
19
5

25

130
65
34
65

12
5

14
6

1 1
15
11
21

87.5
84.9
80.0
79.2
74.1
67.8
66.4
64.8
64.2
59.3
57.8
56.8
56.4
56.0
52.3
51.2
47.1
46.8
46.0
43.0
42.0
40.7
40.6
40.4
39.7
37.5
37.3
37.2
37.0
35.5
34.1
33.4
33.0
31.5
31.3
29.0
28.7
25.8
24.8
24.3

0.87
12.19

0.44
0.61
0.92
0.80
0.78
0.21
0.32

0.48
0.48
0.25
0.80
1.86
0.38
0.27
1.06
0.59
0.67
4.04
0.68
0.66
0.22
0.44

2.74
1.36
1.24
0.85

0.35
0.10
0.36
0.33
0.56
0.52
0.23
0.71

* No data available
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TABLE XVII. PREVALENCE OF SYPHILIS DURING THE FIRST THREE MONTHS
OF 1952 (continued)

Number of Rate per
Town 4 ~~~~10,000 population

Ttl Popu- popu- e
Province Ttl lation lation casespopulation per km2 to total registered reported totalI new

popu- syphilis during cases cases
lation cases the

period

412
592
349
617
288
340
286
381
480
157
195
263
240
284
134
349
33
216
133
135
47
24
22

GOmOane
Diyarbakir
Coruh
Icel
Siirt
Kir§ehir
Amasya
Edirne
Antalya
Mu.
Burdur
Kirklareli
MulIa
Hatay
Van
Kars
Hakari
Aydin
ElAzig
Mardin
Bingol
Bitlis
Tunceli

203,474
294,618
174,511
317,853
158,838
182,141
163,494
221,125
312,102
107,306
136,359
192,333
240,704
296,277
145,803
409,138
44,204

337,977
212,400
269,080
97,225
88,422
105,663

20
20
22
20
14
22
33
38
16
14
18
29
19
52
8

22
5

44
23
23
26
13
13

0.09
0.25
0.09
0.27
0.19
0.18
0.23
0.25
0.17
0.11
0.17
0.21
0.15
0.29
0.19
0.13
0.01
0.24
0.20
0.19
0.09
0.21
0.11

17
2
5
3
10
5
9

24

9
22
7

21
55
2

29
12
3
5
3
3

20.2
20.1
20.0
19.4
18.1
18.7
17.5
17.2
15.4
14.6
14.3
13.7
10.0
9.6
9.2
8.5
7.5
6.4
6.3
5.0
4.8
2.7
2.1

0.58
0.11
0.16
0.19
0.55
0.30
0.41
0.77

0.66
1.14
0.29
0.71
3.78
0.05

0.86
0.56
0.11
0.51
0.34
0.28

The effect of these activities is very apparent at Ordu, Zonguldak, and
Samsun, where venereal-disease-control teams have been working. For the
first three months of 1952 the following numbers of new cases per 10,000
inhabitants of the province (not 10,000 persons examined) were reported:
Samsun, 1.36, Zonguldak, 4.04, and Ordu, 12.19. Zonguldak has more than
20 physicians per 10,000 inhabitants, and Ordu only eight physicians
per 10,000.

The six provinces enumerated in table XVIII reported the highest
numbers of new cases found per 10,000 inhabitants during the first three
months of 1952.

At Istanbul, numerous facilities are available for diagnosis and treat-
ment, and the people are more enlightened about the dangers of venereal
disease. It is a large port, but during the first half of 1952 no case of syphilis
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TABLE XVIII. PROVINCES REPORTING HIGHEST SYPHILIS RATES DURING
THE FIRST THREE MONTHS OF 1952

Number of
Total Rate per 10,000

Province population population
registered new (new cases)

cases cases

Ordu 372,492 3,162 454 12.19
Zonguldak 425,974 1,734 172 4.04
Van 145,803 134 55 3.78
Kocaeli 474,716 1,766 130 2.74
Istanbul 1,179,666 6,041 220 1.86
Samsun 475,953 1,760 65 1.36

in a foreign sailor was reported. However, many persons from northern
Anatolia and from Thrace come to Istanbul for treatment. Kocaeli is close
to Istanbul and has excellent communications with that city. Kocaeli
has 104 physicians, or 21 per 100,000 inhabitants. The opportunities to seek
medical advice are therefore better than in many other provinces.

For Ordu and Zonguldak, special conditions obtain, as surveys have been
carried out in these provinces.

It is probable that, in thinly populated provinces and vast provinces
with poor communications, the large distances and the scarcity of physicians
might be partly responsible for the low number of new cases reported.
Increased treatment facilities and intensified efforts to uncover syphilis
could very possibly result in a high number of new cases being found.

It is thought that the following inferences can be drawn from the above
facts. The scarcity of permanent facilities, in most parts of the country,
for the treatment of venereal disease, and especially syphilis, hampers the
finding of new cases. The population is ignorant of the nature and conse-
quences of syphilitic infection. People are therefore reticent and do not
want to come forward for examination. However, in places where they
are being forced to do so, as for instance in Ordu, many cases of the disease
are usually found.

It is probable that the present rigorous reporting system with registra-
tion of not only the name, but also the photograph, of the patient with
many different authorities frightens patients away from the official treat-
ment and diagnostic facilities. Case-finding seems, therefore, to rest on a
rather unsatisfactory basis at present.

The above observations concerning the relationship between new cases
discovered and percentage of population under treatment seem to indicate
that there is a reservoir of unknown syphilis in Turkey. How large this
reservoir might be is entirely a matter of conjecture. Observations made
by survey teams have shown that most of the cases of syphilis so far found
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are tertiary and congenital (as shown in fig. 1, 2, and 3), but this is probably
due to the working procedure of the teams. Tertiary and congenital cases
(symptomatic) leave stigmata on the patient which are easily discovered
at a purely clinical examination. The primary and even the secondary forms
of the disease are much more ephemeral manifestations and therefore less
likely to be encountered. It is therefore possible that many early and late
latent cases go undiscovered. All such cases are potential candidates for late
syphilitic clinical disease. It is also possible that patients in the secondary
period escape the drag-net of the team and continue as foci of the infection.
Non-sexual and non-congenital syphilis among children is continually
being discovered, and here much more could be achieved through proper
health education of the population.

9. Summary and Comments
The problem

Syphilis is apparently prevalent in Turkey to a varying extent, ranging,
in all forms, from less than 1% to over 10%. Gonorrhoea and the " minor "

venereal infections seem to be of little importance as public-health problems.
From the data available, it appears that syphilis has been on the decline
in recent years, although there is some indication of an increased incidence
during the second World War. From statistical and other information
discussed, it also appears, inter alia, that non-venereal endemic syphilis
in children and families is sometimes encountered in the rural areas of the
country.

The venereal-disease-control organization

For a considerable period of years, Turkey has had a highly developed
and elaborate venereal-disease-control system, which is directed by a
central authority at the Ministry of Health.

Venereal diseases are notifiable. The notification mentions the patient's
name and address. Professional secrecy is safeguarded by the law. Great
efforts have been made to develop case-finding and treatment. In a country
like Turkey, which has large, sparsely-populated areas, this is both difficult
and costly, but much has been achieved since the law of 1934 came into
force. In most of the larger cities, dispensaries conducted by specialists
have been established, and in some of the remoter areas, additional dis-
pensaries are to be constructed or are under construction. Space for the
hospitalization of venereal-disease cases is available in hospitals at Ankara,
Istanbul, Izmir, and at some of the dispensaries in other towns. Owing to
the growth of the population and the pressing need for hospital space for
other diseases (e.g., tuberculosis), probably less space was provided in the
past than was desirable. However, the introduction of penicillin therapy
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has now made the treatment of syphilis on an ambulatory basis possible, so
that the number of beds available must now be considered as sufficient.

Serological tests for syphilis are performed at a number of laboratories,
some of which come under the Ministry of Health, while others are directed
by the municipalities or are hospital laboratories. Praiseworthy efforts
have been made to standardize test procedures, and the nucleus of a standard
serological laboratory has been created at the Refik Saydam Central
Institute of Hygiene at Ankara.

Mobile units are employed to diagnose and treat venereal disease,
especially syphilis, in the thinly populated districts and in areas where it
is thought that the incidence of syphilis is high. These venereal-disease-
control teams have a long tradition in Turkey and, as has been shown
earlier, their efforts contribute considerably to case-finding.

The summoning of the population to be surveyed and the search for
defaulters from treatment is made by the police. Only limited private
efforts have been made to employ contact investigators for case-finding.
Prostitution is permitted and controlled officially. The prostitutes are housed
in " public " establishments.

Marriage certificates and certificates stating that employees in certain
occupations (food dealers, bath attendants, etc.) are free from venereal
disease have been in use since the public-health law of 1934. Such certifi-
cates do not necessarily require the performance of a serological test for
syphilis.

All this has been achieved during a period when a new State organiza-
tion was being built. Some of the basic work has been done at a time when
other and more prosperous countries paid less attention to the venereal-
disease problem. However, some aspects of venereal-disease control are
now deficient and in need of improvement. The following remarks should
therefore not be considered as criticisms, but are made in the knowledge
that many of the defects are known to the health administration and to the
medical profession. The comments made are merely attempts to show what
has been achieved and what it is still desirable to achieve.

Diagnostic facilities

Diagnosis forms the basis for the control of any kind of disease. The
diagnostic abilities and the clinical acumen of the venereal-disease specialists
in Turkey are well known, and in the larger hospitals and dispensaries
every diagnostic aid is properly utilized. It is, however, the writer's impres-
sion that, in rural districts, less attention is paid to diagnostic procedures
such as darkfield microscopy. It is true, of course, that primary and
secondary cases are rarely seen in the general, rural dispensary, but a
physician charged with the responsibility of syphilis control must possess
a darkfield microscope, be familiar with its use, and apply it in practice.
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The venereal-disease-control teams observed worked without a mobile
darkfield apparatus. The need for this was probably not felt as tertiary and
congenital cases dominated in the Province of Samsun. It might be argued
that the rush of examinations did not permit darkfield examinations. This
is undoubtedly true of the surveys carried out on the present principle of a
more or less complete clinical examination of the whole population surveyed.
This procedure does not permit a more profound clinical study of each
case examined and, therefore, many manifestations, which may still be
in the initial stage, must certainly escape the examiner. Examinations of
pupillary reflexes, tendon reflexes, depth perception, etc., auscultation of
the heart, and determination of the blood-pressure would all be necessary
for a true evaluation of the number of symptomatic cases of syphilis in a
population surveyed for this disease on a purely clinical basis. There is
obviously no time for this, and all the figures from the surveys therefore
represent minimum figures for the prevalence of clinical syphilis in the
district, incipient and latent cases escaping the examiner. What is true of
the lack of time for clinical study also applies to the epidemiological investi-
gations in the individual case. This work is essential for all venereal-disease
patients. The present system does not leave time for the eliciting of adequate
information on contacts and on family members.

Routine STS were not carried out on relatives of individuals suffering
from infectious manifestations of syphilis. A proper investigation of a
contact's source of infection and those to whom the disease can have been
transmitted is a basic need if syphilis is to be controlled. On the whole,
the epidemiological side of the work should receive more attention, both
at the dispensaries and at the clinics. It is realized that this approach to
venereal-disease control requires the education of the individual patient
to an awareness of the importance of preventing the spread of the disease.
It also implies a certain sense of social responsibility. This process takes
time, and special personnel will have to be trained for this purpose.

In addition to clinical diagnosis and proper epidemiological investiga-
tion of the patient, the wide use of serological tests for syphilis are of the
greatest importance both in individual diagnosis and in epidemiological
work. The impression has been gained that Turkish bacteriologists are no
less efficient than bacteriologists elsewhere in the performance of serological
tests. There are, however, certain factors limiting serological work in
Turkey, the most important of which seems to be the lack of serologists
and competent technicians. In the larger laboratories visited, syphilis
serology was not handled by one person who devoted all his time to this
work. If serological tests are to be utilized to their full advantage in the
campaign against syphilis, the capacity of the laboratories must be consid-
erably increased, which will mean that supervision of the serological work
will become a full-time job. In many laboratories, it is the director of the
institution who personally carries out this work, and it is clear that he
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cannot devote his entire day to syphilis serology. In the smaller labora-
tories (i.e., hospital laboratories), syphilis serology is a mere sideline to
many other activities of clinical pathology. Negative serological tests in
patients with secondary lesions of syphilis were seen during the visit. It
would be preferable if syphilis serology could be concentrated in one or
two major laboratories in the bigger towns, and in provincial public-health
laboratories in the provinces where a large amount of work is concentrated.
The number of laboratory technicians with training in the serological
diagnosis of syphilis must be increased if there is to be an adequate basis
for serological surveys. Pre-marital blood-tests, blood-tests for members
of certain professions, and routine blood-testing of every patient admitted
to a hospital should also be introduced. Some of the serology seen was
not of a sufficiently high standard to be useful. In one hospital laboratory,
the Kahn test was performed in only one dilution and one test-tube. In
another hospital laboratory, the control tubes for testing anticomplementary
activity in the serum had been omitted. Such over-simplification could
certainly be avoided if syphilis serology were concentrated in a few large
laboratories under the supervision of serological specialists. The venereal-
disease-control teams would certainly have to carry out their own serological
tests as they do now, but on a larger scale. The tests used at present do not
lend themselves to mass testing under field conditions, and other tests would
therefore have to be introduced for this work ; in this respect, consideration
should be given to the experience ofWHO teams in other areas. It has been
observed that quantitative tests were rarely carried out, although they
are now a sine qua non for the follow-up of patients treated with penicillin
and for the establishment of a basis for the proper evaluation of the results
obtained. It must be borne in mind that the distinction between reactions
according to the number of +'s is an unscientific procedure which cannot
replace the quantitative serological technique. A serum may give a 4 +
reaction in the qualitative test and give a positive reaction in only the two
first tubes of the serial dilution, whereas another serum may give only a
2 + reaction in the qualitative test and remain positive in high dilution.
It was also noted that spinal-fluid examination was performed only if the
clinical symptoms indicated that the central nervous system was affected.
However, it remains a fact that many serological relapses are accompanied
by changes in the cerebrospinal fluid and that the best time for the treat-
ment of nervous relapses is before clinical signs appear.

The case-reporting system is of basic importance in venereal-disease
control, and the Turkish organization is perhaps the most complete and
detailed effort to control the patient the writer has ever had the opportunity
of seeing. It has, however, been difficult to collect the pertinent data for
much of this report from the large bulk of information available. There
are also facts which it has not been possible to elicit. For example, it
would have been very valuable to know the number of syphilitics in the
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different age-groups and the distribution of the clinical types within each
of these groups as a basis for further control work. That tertiary lesions
and congenital cases dominate in one area is, of course, significant, but
this fact must be interpreted differently according to whether nearly all
the tertiary cases are found in the higher age-groups of the population, or
whether many young people are afflicted by tertiary syphilis. It is thought
that information of this kind should be readily accessible to the central
organization directing the campaign against syphilis.

Other measures

The writer is unfamiliar with many aspects of controlled prostitution.
As he has not, as yet, studied the population which visits the brothels in
Turkey, he abstains from expressing any view on this matter at present.
A factor which appears to play a certain part in the spread of syphilis

in the country is the large movement of the population from one region
to another. Many persons from the Black Sea provinces and from other
parts of Anatolia seem to work for short periods in Istanbul, leaving their
families behind them. These migration movements may have to be studied
in future venereal-disease-control work in Turkey.

As already stated, the efforts made to control syphilis are impressive.
The system of control is complete in regard to the control of the individual
patient. The deficiencies are mainly due to lack of trained staff and certain
facilities, both of which are questions of education and the necessary
financial provisions.

PART II. AN OUTLINE OF MEASURES FOR THE
INTENSIFICATION OF SYPHILIS CONTROL

10. Introduction

The considerations set out here are confined to the control of syphilis,
since the incidence of other venereal diseases in Turkey is of very secondary
importance. Chancroid is extremely rare, lymphogranuloma venereum and
granuloma venereum (Donovanosis) are non-existent, and the control of
gonorrhoea is no longer a problem.

As described earlier, Turkey has established a highly developed and
elaborate system for the control of venereal diseases. The aim of this outline
is therefore only to indicate the best means of strengthening the system
of control. The introduction of penicillin therapy by the Turkish Govern-
ment in 1950 has obviated the necessity for introducing new methods of
treatment. Nevertheless, a brief reference will be made to the therapeutic
aspects of the campaign.

12
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The following conclusions have been reached as a result of the survey:
1. The primary necessity in the campaign is the improvement and

wider use of serodiagnostic tests.
2. Case-finding and contact-tracing need further development. It

is difficult to follow up patients treated for syphilis, and control is only
occasionally carried out. Serological examination during pregnancy is
rare, and although a pre-marital medical certificate is compulsory, the medical
examination does not necessarily entail a serological test for syphilis. It is,
therefore, extremely important that improvements be made in (a) case-
finding and (b) contact-tracing. With this end in view, social welfare
services should be set up in all venereal-disease dispensaries and hospitals,
and the serological testing of pregnant women should become a routine
part of pre-natal examinations in all public clinics. No pre-marital medical
certificate should be issued unless a serological test for syphilis has been
carried out.

3. Although the reports on persons suffering from syphilis were very
complete, it was extremely difficult to obtain detailed information regarding
the distribution by age and sex of the various clinical forms of the disease.
This information is extremely important from the epidemiological point
of view. In the absence of exact data on the incidence of the various clinical
forms in the two sexes, and in the various age-groups, the situation with
regard to syphilis is obscure, and it is difficult to determine the exact
incidence and distribution of the disease. It is therefore essential that
improvements should be made in the present methods of establishing
statistics.

11. Improvement and Wider Use of Serodiagnosis
Serodiagnosis is the basis of effective syphilis control, but it does not

as yet constitute the basis of control in Turkey. Attention has already
been drawn to the absence of pre-marital serodiagnostic tests for syphilis
and the fact that pre-natal serological examinations are rarely performed,
but more serious still is the fact that the case-finding investigations of the
venereal-disease-control teams are based on clinical examinations only
and not on serological tests. Symptomatic cases are practically the only
ones subjected to serological examination. It should also be noted that
serological tests for syphilis are not systematically carried out on all patients
admitted to hospitals. However, the present serodiagnostic facilities are
inadequate if serological examinations on as wide a scale as that envisaged
above are to be introduced.

It was found during the initial survey that serological techniques varied
from laboratory to laboratory (even though the antigens were all manu-
factured in Ankara), and that there was little collaboration between the
serological laboratories. No inter-laboratory exchange of sera for the
control of techniques was carried out.
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If serodiagnosis is to be improved, it will be necessary to--:
(a) increase the number of trained personnel, especially the number of

laboratory technicians;
(b) introduce standard methods to be used in all serological laboratories,

in order to obtain results which will be comparable;
(c) concentrate serodiagnostic examination in a few important labora-

tories, thus increasing the number of blood samples examined in each
laboratory and justifying the employment of full-time physician-serologists
and laboratory technicians.

In the less thickly populated areas, serodiagnostic units might be set up
within the provincial laboratories and fully qualified personnel assigned
to the work. In order that as many blood samples as possible may be
examined in these provincial laboratories, it is recommended that only one
test be performed, preferably an easily performed quantitative flocculation
reaction technique, and that the technique chosen should be used in all the
laboratories throughout the country. The advantages of applying a number
of serological tests-the so-called " battery of tests "-are well known.
Nevertheless, the aim to be achieved must be borne in mind, i.e., the creation
of a certain number of laboratories on a limited budget. It is suggested,
therefore, that the provincial laboratories and mobile field units should
be organized as case-finding units with sufficient equipment to carry out
one type of serological test only and that specimens requiring further
testing should be sent to one of the central laboratories.

It was noted 'that it was not the practice in Turkey to forward
clinical information with blood samples sent for testing. Such information
is of importance if for no other reason than that it would provide the
laboratories with a basis for evaluating their own results and for determining
the sensitivity and specificity of the procedures used. It is therefore recom-
mended that each blood sample sent for testing should be accompanied
by information on the patient, including the clinical form and age of the
infection, thus permitting the laboratory to identify blood drawn from
the same patient at different times.

The following are suggestions for the further development of the pro-
gramme:

(1) the creation of a training school for serologists and technicians; and
(2) the setting up of a serological reference laboratory

(a) to serve as a centre for comparative studies,
(b) to undertake a study on biological false positive reactions, and
(c) to produce cardiolipin antigen in accordance with the inter-
national reference preparations established by WHO.

675



S. CHRISTIANSEN

The most practical approach would be to establish the training school
and the serological reference laboratory in the same institution ; the Refik
Saydam Institute in Ankara is considered the most suitable centre for this
purpose.

11.1 School for serologists and serological laboratory technicians

The main purpose of this school should be the training of personnel,
who would be divided into three groups:

(1) physicians desiring to specialize in serology;
(2) serological technicians; and
(3) serologists, technicians, and venereologists anxious to take refresher

courses in the most recent serological techniques.

11.1.1 Courses for serologists. These should be given by Turkish
serologists. WHO might assist in this work. The curriculum might include:

(a) ordinary serological techniques, i.e., the Wassermann, Kahn, and
microflocculation reactions (qualitative and quantitative), examination of
cerebrospinal fluid (number of cells, protein rate, colloidal, and serological
reactions);

(b) the Nelson & Mayer treponeme-immobilization technique and,
therefore, knowledge of experimental syphilis in the rabbit;

(c) study of cardiolipin antigens;
(d) general pathology-laboratory techniques such as the precipitation

and agglutination reactions, modern blood-group techniques, etc.

Collaboration with the clinical services is desirable in order to familiarize
students with problems related to biological false-positive reactions.

11.1.2 Courses for serological technicians. These should last six months
and be followed by three-week refresher courses every year.

The studies should include (a) general laboratory work, i.e., cleaning
and sterilization of instruments, acquiring the habit of working in a sterile
environment, elementary bacteriological techniques, and (b) a three months'
theoretical serology course and a three months' practical serology course.

The theoretical course should include
(1) general serology;
(2) lectures on the Wassermann, Kahn, and microflocculation reactions;
(3) written studies on the same subjects, with calculations of haemo-

lysin and complement quantities drawn from actual laboratory experience.

The practical course should include:
(1) instruction in the handling of pipettes and in serial dilutions;
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(2) the Kahn test;
(3) the microflocculation tests;
(4) the Wassermann test;
(5) routine examination of cerebrospinal fluid (number of cells, protein

rate);
(6) colloidal reactions in the cerebrospinal fluid;
(7) sero-reactions in the cerebrospinal fluid.

Quantitative techniques should be employed in all the tests.
The course should be followed by an oral examination and by written

and practical tests; successful candidates should receive a diploma from the
Ministry of Health.

11.2 Serological reference laboratory

The school activities described above must be carried out in close contact
with a laboratory where there are facilities for experimental work. For
this reason it is suggested that the teaching centre and the serological
reference laboratory should be established within the same institution.

A brief outline of the minimum personnel required and of the main
duties of a serological reference laboratory follows. The personnel require-
ments have been drawn up on the basis of the examination of 150,000 blood
samples per year using three different serological techniques, one of which
would be a complement-fixation test.

The minimum personnel required would be: 1 physician-serologist
(head of school), 15 serological technicians, 2 office secretaries, 3 laboratory
boys.

The work of the serological reference laboratory should include
(1) the production of antigens, including cardiolipin antigens;
(2) the maintenance and preparation of standard sera for distribution

to laboratories throughout the country;
(3) use of the Nelson & Mayer treponeme-immobilization technique;
(4) scientific research in the various serological fields.
The serological reference laboratory will therefore require more staff

than the central laboratories.
Serological methods should be standardized by the reference laboratory.

It has been suggested that several techniques should be compared before a
decision is made as to the technique to be adopted throughout the country.
These comparative studies should be carried out on blood samples from
syphilitics and from patients suspected of giving a false-positive reaction,
i.e., blood samples from lepers, persons suffering from malaria, newly
vaccinated persons, persons suffering from virus pneumonias, infection
of the upper respiratory channels, etc.
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11.3 Central laboratories

The number of central laboratories to be set up depends on the pre-
valence of syphilis and on the postal communications available in the
various areas, as blood samples must be able to reach the central laboratory
within 24 hours. The capacity of a central laboratory should vary according
to the requirements of the area, but should not be below that of 100
blood samples per day.

The work of the laboratory may be organized in either of two ways
(1) All samples received might be examined with three serological tests-

complement-fixation, Kahn, and a microflocculation test; or
(2) All samples received might be subjected to a "screening test",

i.e., a case-finding test, only the reactive and partially reactive sera being
examined with the Kahn and complement-fixation tests.

Under the first plan, all positive sera would be examined by all three
quantitative tests or by only one or two of them.

Under the second plan, the number of positive tests would be determined
by the technique most commonly used in the laboratory.

The performance of three different techniques is particularly useful in
evaluating the different results which are sometimes, although by no means
always, observed with false-positive sera. The first plan would, therefore,
be preferable from the point of view of accuracy. However, the costs of
a laboratory working along these lines would considerably exceed those
of a laboratory using the second method. This is shown by the following
examples.

In a laboratory capable of examining 100,000 blood samples per year,
the following routine and staff would be necessary if three tests were per-
formed on each serum sample.

1. Reception of blood-one secretary and one laboratory boy.
2. Preparation of sera and inactivation-two technicians.
3. Kolmer test-four technicians
(a) preparation of sheep's blood, haemolysin titration, complement

titration-one technician or the laboratory chief;
(b) completion of the previous day's Kolmer reaction-a morning's

work for two technicians;
(c) the day's qualitative reaction-three technicians;
(d) the preceding day's quantitative reaction-two technicians.
4. Kahn test-two technicians
(a) qualitative reaction-two technicians;
(b) quantitative reaction-two technicians.
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5. Microflocculation reaction-two technicians
(a) qualitative reaction-one technician;
(b) quantitative reaction-two technicians.
6. Cleaning-one laboratory boy.
7. Animals-one laboratory boy.
8. Office-two secretaries.
The personnel required would be:

1 chief physician-serologist 2 secretaries
8 technicians 2 laboratory boys

If the work were organized in accordance with the second plan, the staff
required would be:

1 chief physician-serologist 1 secretary
5 technicians 1 laboratory boy

In addition, the costs of equipment, particularly of antigen supplies,
would be considerably less, and it is, therefore, the opinion of the author
that the second plan should be adopted.

11.4 Venereal-disease-control teams

It is anticipated that the case-finding work of the teams will, in future,
be based on the serological examination of the entire population in the
area under review. The team should therefore be able to test at least 800
blood samples per day. The determining factor in the capacity of a sero-
logical laboratory is the centrifuging equipment; the centrifuge must
have a capacity of at least 50 blood samples and have a speed of 2,500
revolutions per minute. The personnel required to carry out this work
would be as follows:

1 physician-serologist 1 secretary
5 technicians 1 laboratory boy

The work of the teams might be reorganized as follows:
(1) Case-finding-blood samples should be taken from all the inhabi-

tants in the district covered.
(2) Every person with a positive or doubtful reaction must be clinically

examined. It should be noted that about 10%, and sometimes more, of
tertiary syphilis cases are seronegative, and the persons examined should
therefore be interrogated before their blood samples are taken. The clinical
examination of seropositive cases must be detailed. Women must be
subjected to a complete examination including the genital organs.

(3) Persons found to be suffering from a venereal disease must be
interrogated after examination as to the possible source of infection,
possibility of transmission of the disease to contacts, etc.
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(4) The patient's nearest contacts should be serologically examined.
(5) All persons exposed to infection but showing no symptoms of the

disease should be given follow-up blood-tests at intervals.

11.5 Requirements for a serological service in Turkey

The following calculations of the required capacity of serological
laboratories are not based on the present demand for serological examina-
tion, but on the supposition that the reforms outlined on pages 673-676
will be introduced.

For each province a calculation has been made of the blood samples
that would require examination during the course of one year, the figure
being based on (a) the number of patients admitted to the hospitals of the
province; (b) the number of marriages multiplied by two ; and (c) the
number of syphilitics under treatment on 1 April 1952.

This last figure has been multiplied by four, because (a) each case of
syphilis should be followed up during treatment with at least one blood
test every three months; (b) contacts of infectious cases should be subjected
to serological examinations every time a new case is discovered; and
(c) patients whose treatment has been terminated, but who remain under
surveillance, should be followed up by serological examinations over a
period of some years.

Four times the number of syphilitics under treatment is, therefore, a
minimum figure, and the following tentative plan has been proposed for
the establishment of central laboratories.

Three large central laboratories might be set up-in Ankara, Istanbul,
and Izmir, respectively.

The Ankara laboratory would be the serological reference laboratory for
the whole country and the centre for the training of serologists and sero-
logical technicians. It would also serve as the centre for the provinces of
Ankara, Eskisehir, 5ankiri, Zonguldak, and Yozgat and should have a
testing capacity of 100,000 blood samples per year, present needs being
estimated at about 81,604.

The Istanbul laboratory would serve as the centre for the provinces of
Istanbul, Kirklareli, Tekirdag, Edirne, Kocaeli, Bilecik, and Bursa. Present
requirements are estimated at 114,773 blood samples per year and it is
therefore considered that an annual testing capacity of 150,000 samples
would be adequate.

The Izmir laboratory would serve as the centre for the provinces of
Izmir, Manisa, Kiitahya, Aydin, Denizli, Isparta, and perhaps Balikesir
and ganakkale. Present requirements are estimated at 80,391 blood
samples per year, and an annual testing capacity of 100,000 would therefore
presumably be adequate.
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The samples from Burdur could be sent to Izmir, but for the provinces
of Mugla, Antalya, and l9el, it is suggested that a service be established
for the separation of sera by electric centrifuges and for the preservation
of the sera with merthiolate, so that they could subsequently be sent for
examination to Izmir, Konya, or Adana.

For the eastern provinces it would be too expensive to establish several
provincial serological laboratories. The population density in the provinces
of Agri, Bing6l, Bitlis, Hakari, Mus, Siirt, Tunceli, and Urfa does not
exceed 14 persons per km2 (36 persons per square mile) and it is thought,
therefore, that an itinerant general medical service could visit the villages
and towns in these provinces at regular intervals. The blood samples from
syphilitics under treatment, pregnant women, and applicants for pre-
marital certificates, and those taken for diagnostic purposes, could be taken
by these itinerant teams and delivered to the nearest public-health centre,
where the sera would be separated and placed in merthiolate tubes, which
would subsequently be sent to the central laboratory for examination.

It is therefore suggested that two central laboratories should be set up
in the eastern provinces, and, from the point of view of communications,
the towns of Erzurum and Diyarbakir would be the most convenient.

The Diyarbakir laboratory should have a testing capacity of about
35,000 blood samples per year (the present needs of the provinces of
Malatya, Elazig, Diyarbakir, Siirt, Urfa, Mardin, Hakari, Mus, and Bitlis
are estimated to be 26,330 blood samples per year).

The Erzurum laboratory should be able to handle about 50,000 blood
samples annually (the present requirements of the provinces of Erzurum,
Kars, Erzincan, Giimiisane, Agri, Tunceli, Bingol, and Van are estimated
to be 42,259 samples per year).

The expansion of existing laboratories and the establishment of new
laboratories might be carried out in either of two ways: (1) entirely new
laboratories might be set up ; or (2) steps might be taken to equip
only the serological reference laboratory with all the necessary facilities for
performing several serological tests, while the other laboratories could be
provided with facilities for the examination of a very large number of sera
by means of a uniform case-finding technique, only the reactive and
partially reactive sera being examined further. The transformation of the
central laboratories into centres fully equipped to carry out several sero-
logical tests could, therefore, be achieved gradually over a period.

The first method would probably be the more satisfactory, but it would
also be more expensive and slower. It is estimated that the cost of instru-
ments and the necessary supplies would amount to US $200,000, and if
the construction of new laboratories were spread over the period 1954-61,
the increase in testing capacity from 550,000 blood samples in the first year
would only be about 150,000 samples in each subsequent year.
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By adopting the second method, the overall testing capacity in the first
year would exceed 800,000 blood samples and would reach more than
2 million per year by the fourth year. The costs for the first four years
are estimated to be US $80,000, and US $145,000 over a period of seven
years.

If the second suggestion is adopted, thus permitting the gradual expan-
sion of existing laboratory services, the following plan is recommended:

1. The immediate establishment of a serological reference laboratory in
Ankara with facilities for the examination of all blood samples by means
of several tests (testing capacity: 100,000-150,000 per year).

2. The establishment of two large laboratories-one in Istanbul and
one in Izmir-each to be initially equipped to examine all blood samples
with only one screening test, the reactors and partial reactors to be subjected
to the complement-fixation and Kahn tests carried out in the laboratory
(testing capacity: 100,000-150,000 per year).

3. The establishment of two central laboratories-one in Erzurum and
one in Diyarbakir-each to have the same testing facilities as the labora-
tories at Istanbul and Izmir (testing capacity : 35,000-50,000 per year).

4. The establishment of three provincial laboratories-in Samsun,
Adana, and Konya, respectively-each to have a testing capacity of
240,000 blood samples per year, and facilities for the performance of one
serological technique only;

5. The establishment of three field laboratories (one to be a frontier
reception laboratory), each to have facilities for performing one serological
technique only.

The activities of the field teams might be envisaged as follows:

Three teams are established-one at Istanbul to survey the incidence
of syphilis in that city, one at Ordu (because this province shows both a
very high incidence of syphilis and a high absolute figure for syphilitic
patients), and one team at the Bulgarian frontier to screen Turkish
refugees coming from that country.

The reasons for placing one team in Istanbul are that this city shows
the highest absolute figure of syphilis in the country (6,041 cases under
treatment during 1952), and that a very large number of men from Anatolia
(especially from the Black Sea provinces of Zonguldak, Kastamonu,
Sinop, Samsun, and Ordu) work for a short period in Istanbul each year.
The two teams at Istanbul and Ordu would work in these provinces for
one year, and then move on to other provinces as outlined in the proposed
plan for the intensification of the syphilis-control campaign (see page 687).
The team situated at the frontier would remain there until the transfer of
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Turkish refugees is completed, when it would become a control unit and
restirvey the provinces already examined by the other teams.

12. Case-Finding and Contact-Tracing

This aspect of syphilis control is little developed in Turkey.
Legislative provisions ensure the examination and treatment and-in
certain circumstances-the isolation of patients, and the physician is
required to notify cases to the health authorities, to treat patients, and to
give them a leaflet containing information on the disease.

Legislative provisions do not require the patient to give any information
regarding the source of infection, nor do they confer any right on the
physicians to request this information, and it is considered that it would
be in the interests of syphilis control to introduce legislative provisions
regarding epidemiological investigation.

The art of interrogating a patient on his or her private life must be
learned. Investigations made in other countries during the last ten years
have shown that the tact and courtesy of the examiner, and the creation
of an intimate and sympathetic atmosphere in the consulting room, are
decisive factors in obtaining good results.

It is therefore proposed that facilities be provided for the training
of male and female public-health nurses or social workers, and that a
social welfare service be provided in dispensaries and hospitals for venereal-
disease patients.

The simplest method would be to combine the training of venereal-
disease nurse-social-workers with that of social workers dealing with
patients suffering from other diseases (e.g., tuberculosis, diseases of mothers
and children, etc.). It is therefore proposed that a school for the training
of social workers be established at, and attached to, the Ankara School of
Hygiene.

Male and female nurse-social-workers constitute the most essential
personnel for social welfare work among venereal-disease patients; they
must have a good knowledge of venereal diseases and possess some psycho-
logical insight.

In some countries another category of personnel-namely, health
educators and contact tracers-has been created to handle the public and
general aspects of syphilis control, and they have already achieved remark-
able results. Health educators were attached to the venereal-disease-control
teams in India and in Egypt, where their work was of great value. The
Turkish Government might wish to consider whether a training scheme
for this type of social worker might not also be desirable. It is obviously
mpossible to undertake social work until sufficient personnel have been
trained, and training classes should therefore be started as soon as possible.
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13. Improvement of Statistical and Epidemiological Information

The purpose of the following observations is to recommend the intro-
duction of a reporting system which will give information on:

(a) the total number of cases of syphilis detected during the month;
(b) the distribution of cases by age and sex;
(c) the distribution of cases according to the clinical form of the disease.
These data are necessary for the better direction of the control campaign.

Exact information must be available on the geographical origin of the
disease in the various provinces of the country.

It is proposed that each dispensary, hospital, or medical practitioner
be requested to complete a special form each month giving, for each patient
treated, details of age, sex, and clinical form of the disease, the latter
being classified as follows:

(1) seronegative primary syphilis (9) early latent neurosyphilis
(2) seropositive primary syphilis (10) early symptomatic neurosyphilis
(3) secondary syphilis (11) late latent neurosyphilis
(4) latent syphilis (12) late symptomatic neurosyphilis
(5) tertiary mucocutaneous syphilis (13) syphilis of the eye (except parenchy-
(6) tertiary osteoperiostitis matous keratitis)
(7) visceral tertiary syphilis (14) early congenital syphilis
(8) cardiovascular syphilis (15) late congenital syphilis.

This information should be forwarded to the provincial public-health
administration, which should prepare a similar report giving all the
information received from the hospitals, dispensaries, and medical prac-
titioners, as well as the information received from each district of the
province. The reports prepared by the provincial administrations should
be collated by the venereal-disease-control division of the Ministry of
Health, where the information should be recorded on cards. It should
be noted that the report would not be a nominal notification, but merely
an epidemiological report.

In order to intensify case-finding and contact-tracing, it is proposed
that special cards should be introduced for use in regions where syphilis
is very prevalent. These cards should be completed in duplicate-one
copy to remain with the physician or institution making the diagnosis,
the other to be sent to the provincial health authorities, who should keep
it for a year. Each month a reminder notice should be sent by the health
administration to the physician or hospital or dispensary. When the
source of infection has been found and the patient's relatives have been
examined, the physician should forward the card to the authorities and
the case should then be considered as classified. If, after three months,
the practitioner has made no progress in his search, the card should be
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returned to the authorities. All cards received after three months should
be transmitted to the social welfare section of the provincial health adminis-
tration. After one year, a report on the results of case-finding and contact-
tracing should be submitted to the Ministry of Health. The contact investi-
gation form should contain information on: (1) the patient (name, age,
father's name, address, province of origin, type of disease, results of sero-
logy, treatment); (2) the members of the patient's family (whether examined
or not, and if examined, whether suffering from syphilis, blood tests per-
formed, treatment); (3) contacts (names and addresses, whether examined,
results of examination and serological tests for syphilis, efforts made
to find contacts, and reasons for failure to do so).

Once information on the prevalence and nature of the syphilis problem
is obtained, the situation will become more clearly defined and exact than
it is today. The information obtained on the foci of infection and on the
persons exposed to infection will serve to draw the attention of the director
of the campaign to regions in which particular efforts are necessary. The
reports on progress in epidemiological research should contribute to closer
collaboration between physicians, dispensaries, hospitals, and the public-
health authorities.

Under the present system, legal provision has been made for the follow-
up of patients; this is laid down as two years from the beginning of treat-
ment. The one-year period of treatment with bismuth following the initial
penicillin treatment will presumably make supervision easier during the
first year. Throughout this two-year period, patients who try to avoid
supervision can be forcibly brought by the police for examination. How-
ever, it is clear that a two-year period is insufficient for an adequate follow-up
of a case of syphilis, and a much longer period is needed both from the
epidemiological point of view and from that of medical supervision of the
individual patient. It is obvious that the provision made by law aims only
at preventing infectious relapses going unnoticed, and for this purpose a
two-year period may be considered adequate. No changes should there-
fore be made in the present legislation, and the supervision of syphilitic
patients beyond a two-year period must be achieved by other means.

In rural districts with a high incidence of syphilis, it will be necessary
to carry out repeated surveys at not too long intervals and over a consider-
able period-more than ten years after the first survey can even be considered
reasonable. The follow-up of the individual patient must rest with the local
public-health service and should be the responsibility of the social welfare
service attached to the office of the local district medical officer or the
local venereal-disease dispensary. Special follow-up cards should be
maintained for each individual patient and should contain the same informa-
tion as the contact investigation card with additional space for the results
of examinations and control blood-tests.
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It is difficult to give any definite time limit to the period of supervision
after the compulsory follow-up period has come to an end, as this will,
to a large extent, depend on the individual case. It should, however, be
prolonged until the likelihood oflate syphilitic manifestations can be excluded.

In some countries, a central register of all diagnosed cases of syphilis
has been established. This has facilitated and strengthened the case-holding
activities and epidemiological control work of hospitals, dispensaries, and
individual physicians. However, it must be borne in mind that special
conditions for medical practice pertain in these countries and the number
of syphilis cases occurring in the population has usually been small. The
purposes served by a central register are twofold-namely:

(a) it is possible for the central authority to assess the antisyphilitic
campaign in the whole of the country, or in any particular area, and facili-
tates the investigation of any group of diagnosed cases after a certain time;

(b) it enables hospitals, dispensaries, and individual physicians to
discover whether an individual has been previously treated, and if so, at
what time, and where.

However, not every type of medical organization (" organization " is
used here in the widest sense of the word to include all medical services
and, therefore, private practitioners also) will derive full benefit from such
a register. It is even likely that, in many circumstances, a central register
might be more of a burden than a help. It becomes most useful when
there are a great many practitioners and medical institutions for the indivi-
dual patient to choose from. If this is not the case and each patient is
likely to be supervised by the same institution or district physician during the
whole of the follow-up period, it will often be cheaper and easier to make
inquiries regarding a patient directly to the institution or district physician.
The same applies, to an even greater extent, to populations living in
regions under the supervision of the venereal-disease-control teams, as all
the pertinent information can easily be found in the team records. For
these reasons, the establishment of a central register for syphilitic patients
in Turkey is not considered essential.

14. Therapy as Prescribed by the Ministry of Health

Although experience has shown that the results obtained with penicillin
therapy alone are highly satisfactory, the writer does not propose any
change in the combined treatment schedules recommended by the health
administration. However, he is of the opinion that the treponemicidal
qualities of bismuth are very inferior to those of penicillin. Bismuth was
used at the time of the combined arsenobenzol-heavy-metal treatment so
that a treponemicidal substance would be continually circulating in the
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blood between arsenobenzol injections. The method employed in Turkey
today is evidently quite different. Penicillin is followed by a bismuth
course, i.e., the administration of the most treponemicidal substance so
far discovered is followed by the administration of a less treponemicidal
substance. However, bismuth is not generally very toxic and the bismuth
series will certainly facilitate surveillance of patients. It should, however,
be stressed that (1) bismuth is more toxic than penicillin, (2) today, arseno-
benzol and bismuth are no longer used during pregnancy, whereas peni-
cillin is the treatment of choice, and (3) bismuth treatment has to be dis-
continued as soon as signs of intolerance appear.

The following observations on the advice given in the " Frengi Tedavi
Yonetmeligi " (treatment schedule booklet issued by the Ministry of
Health) may be of value. In cases of relapse, combined arsenobenzol-
bismuth treatment is advised for tertiary syphilis. This advice may be
open to question if " tertiary syphilis " is intended to mean the gummatous
lesions of the skin and bones, or of the mucous membrane, and not other
late manifestations. Nowadays, there is no doubt at all that penicillin is
the most effective treatment for nearly all forms of syphilis of thenervous
system and also, provided care is taken, for cardiovascular syphilis.

The experiments carried out in Turkey on penicillin therapy up to the
present time are not so easily interpreted as those carried out elsewhere
in view of the fact that there has been no quantitative serological control.
Only tests carried out on sera serially diluted make it possible to judge
whether the quantity of antibodies is increasing or decreasing.

15. Outline of a Governmental Plan for the Intensification of the Campaign

1955
(1) Establishment of a school of serology.
(2) Enlargement and conversion of the serological laboratory at the

Refik Saydam Institute, Ankara, into the serological reference laboratory.
(3) Establishment of three field laboratories: one at Istanbul, for

case-finding in the Galata district, and possibly also in that of Beyoglu;
one near the Bulgarian frontier; and one at Ordu, the province most
affected by syphilis.

1956

(a) Continuation of the enlargement of the school of serology and
serological reference laboratory.

(b) Enlargement of the Public-Health Laboratory of Istanbul.
(c) The team which had worked in Istanbul during 1955 would start

work in Izmir.
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(d) The Ordu team would move to Bolu to commence syphilis case-
finding there.

(e) Establishment of a field laboratory at Samsun.

1957

(a) Continuation of the enlargement of the serological reference labo-
ratory at Ankara.

(b) Continuation of the enlargement of the Public-Health Laboratory
of Istanbul.

(c) Enlargement of the Izmir laboratory.
(d) The team which had worked at Izmir would commence work in

Adana.
(e) The team which had worked in Bolu during 1956 would commence

work in 3ankiri.

1958

(a) The serological reference laboratory would be considered sufficiently
developed for the basic needs of the campaign.

(b) Continuation of the enlargement of the Istanbul Public-Health
Laboratory (to be completed during the year).

(c) Continuation of the enlargement of Izmir laboratory.
(d) A field-type laboratory would be established in Adana.
(e) The Adana team would move to Erzurum to commence case-

finding there.
(f) The gankiri team would begin work in Yozgat.
(g) The frontier team, having finished its work, would move to Bolu

to control the results of the 1956 case-finding investigations.
(h) Establishment of centres for the separation of sera in the provinces

of Mugla, Antalya, and Iel.

1959

The Ankara and Istanbul laboratories would be completed.
(a) Continuation of the enlargement of Izmir laboratory.
(b) Establishment of a laboratory with a capacity of 50,000 blood

samples per year in Erzurum.
(c) The Erzurum team would begin work in Diyarbakir.
(d) The Yozgat team would be transferred to Sivas.
(e) The control team, having finished its control work in Bolu, would

commence control investigations in 5ankiri.
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1960

(a) The reorganization and enlargement of the Izmir laboratory having
been finished in 1959, by 1 January 1960 the country would have three large
laboratories each capable of examining 100,000 blood samples per year,
plus two permanent laboratories of the field laboratory type, and a labora-
tory with a 50,000 blood-sample capacity per year in Erzurum.

(b) A laboratory with a testing capacity of 30,000 blood samples per
year would be established in Diyarbakir.

(c) The Diyarbakir team would be transferred to Kars.
(d) The team which had worked in Sivas during 1959 would commence

work in (;orum.
(e) The control team would be transferred to Ordu to carry out control

investigations there.
(f) Centres for sera separation would be set up in the provinces of

Siirt, Urfa, Hakari, Mus, and Bitlis.

1961

(a) Establishment of a field-type laboratory in Konya.
(b) The ;orum team would be transferred to Kastamonou.
(c) The team which had worked in Kars during 1960 would be trans-

ferred to Gaziantep to participate in the control campaign in that province.
(d) The control team would commence control work in Yozgat.

1962

All the laboratories considered as necessary for syphilis control would
have been established, and it would therefore only be necessary to maintain
the existing laboratories.
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R1tSUMIt

L'auteur, expert-conseil de l'OMS, a etudie, a la demande du gouvernement de la
Turquie, l'organisation de la lutte antivenerienne dans ce pays, et a formule des recom-
mandations.

Depuis de nombreuses annees, la Turquie possede une organisation de lutte anti-
venerienne tres developpee, dirigee par une autorite centrale, au Ministere de la Sante.
La declaration des maladies veneriennes est obligatoire. Elle implique mention du nom
et de l'adresse du malade. Le secret professionnel est garanti par la loi. De grands efforts
ont ete faits pour developper le depistage des cas et le traitement. Cela est particulierement
difficile en Turquie, pays etendu a population clairsemee, mais des resultats appreciables
ont deja ete obtenus depuis l'entree en vigueur de la loi, en 1934. Dans la plupart des
grandes villes, des dispensaires diriges par des specialistes ont e etablis, et, dans les
regions eloignees des centres, des dispensaires ont ete construits ou vont l'etre. Des lits
pour malades veneriens sont prevus dans les h6pitaux d'Ankara, d'Istamboul, d'Izmir et
de quelques autres villes. Le nombre de ces lits, qui pouvait paraitre insuffisant autrefois,
parait adequat depuis que le traitement ambulatoire par la penicilline a ete institue.

Les tests serologiques pour le diagnostic de la syphilis sont effectues dans un certain
nombre de laboratoires, dependant les uns du Ministere de la Sante, d'autres des com-
munes, d'autres encore des h6pitaux. Des efforts sont faits pour standardiser les epreuves
serologiques de la syphilis et un noyau de laboratoire central a et cree A l'Institut central
d'Hygiene Reyfik Saydam, A Ankara. On recourt a des equipes mobiles pour depister et
traiter les cas dans les districts eloignes et dans les regions oa la syphilis parait etre
frequente. Ces equipes ont fait leurs preuves depuis longtemps et sont d'une grande utilite.
La police veille a ce que la population se soumette aux examens et recherche les personnes
qui se soustraient au traitement. La prostitution est autorisee et contr6lee officiellement.
Un certificat pre-nuptial et des certificats attestant que les employes de certaines branches
de l'economie (alimentation, bains, etc.) sont exempts de maladies veneriennes sont
exiges par la loi de 1934. Ces certificats n'impliquent pas que des tests serologiques aient
e effectues. Toutes ces realisations datent d'une epoque a laquelle d'autres pays plus
prosperes ne portaient encore que peu d'attention au probleme venerien. Certaines dispo-
sitions sont cependant devenues desuetes et, de l'avis meme de l'administration sanitaire
et du corps medical, demandent A etre am.liorees ou revisees, et cela dans les domaines
suivants:

Le diagnostic, effectue actuellement dans de bonnes conditions dans les centres
hospitaliers et les dispensaires pourrait etre perfectionne dans les districts ruraux ofi, en
particulier, le maniement du microscope A fond noir devrait etre mieux connu et cet
appareil plus generalement utilise. Les laboratoires serologiques doivent gagner en
importance. Il serait souhaitable que le diagnostic serologique de la syphilis soit cen-
tralise dans un ou deux laboratoires principaux des grandes villes et dans les laboratoires
de sante publique de quelques provinces. Les insuffisances actuelles sont la consequence
du manque de personnel qualifie et de locaux adequats, questions qui relevent de la
formation technique et des disponibilites financieres. Il s'agirait en outre, de perfectionner
le systeme de recherche des contacts et d'ameliorer l'etablissement des statistiques. de
faire participer les assistantes sociales A la lutte antivenerienne.
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