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Professor A Stewart Truswell,FsRcp,FFCM, iS Boden professor ofhuman nutrition,
University of Sydney, Australia.

The first table and illustration are taken from WorldDevelopmentReportl1984,
published by the World Bank and OUP.

Sometimes a child is seen who has adapted to
chronic inadequate feeding by reduced linear
growth but he looks like a normal child a year or two
younger-nutritional dwarfism.

Prevention ofprotein-energy malnutrition
Five measures to prevent protein-energy

malnutrition are being actively worked at round the
world.

Growth monitoring-TheWHO has devised a
simple growth chart-the Road to Health card. The
mother keeps the card in a cellophane envelope and
brings the child to a clinic regularly for weighing and
advice.

Oral rehydration-The Unicefformula is saving
many lives from gastroenteritis: NaCl 3 5 g,
NaHCO3 2 5 g, KC1 1-5 g, glucose 20 g (or sucrose
40 g) and clean water to 1 litre.

Breastfeeding is a matter oflife and death in a poor
community with no facilities for hygiene.
Additional food, prepared from locally available
products, is needed from four to six months ofage.

Immunisation should be done against measles,
tetanus, pertussis, diphtheria, polio, and
tuberculosis.
Familyplanning advice and inexpensive or free

oral contraceptives should be readily available.

From the CDSC

Sexually transmitted disease surveillance in Britain: 1983
Returns from departments of genitourinary medicine and sexually
transmitted disease clinics in Britain in 1983 showed a continuing
decline in new cases of syphilis; only one case of early congenital
syphilis was recorded. Gonorrhoea also declined, and the rise in
laboratory reports of (3 lactamase producing strains of Neisseria
gonorrhoeae was less steep than in previous years. The number of
reported cases ofthe acquired immune deficiency syndrome (AIDS)
increased from 15 in 1982 to 43 in 1983.

Trends in incidence
The total new attendances at sexually transmitted disease clinics

in Britain rose to 595 945 in 1983, an increase ofnearly 6% compared
with 1982 (table I) and continuing the rise seen over the last two
decades. The main components of this upward trend are apparent
when the data for 1983 are compared with those for 1973, the first
year in which all countries in Britain began reporting the present
diagnostic categories (table II). Over these 11 years new attendances
rose by 210452 (1 5-fold), the increase being greater in women
(110262) than in men (100 190). Six diagnostic categories-non-
specific genital infection, candidiasis, herpes simplex, warts, "other
conditions requiring treatment," and "other conditions not requir-
ing treatment"-made up most of the increase; indeed, all the other
diagnostic categories summated showed a decline.

Other conditions requiring treatment and those not requiring
treatment together accounted for 47% of the increase, reflecting the
substantial increase in workload of departments of genitourinary

medicine and sexually transmitted disease clinics over this period
(table II). The larger increase of the category "other conditions
requiring treatment" in women (4-2-fold) than in men (1-7-fold)
may be due to the increasing use of departments of genitourinary
medicine by women with vaginal discharge not necessarily sexually
acquired and also to the inclusion within this category of contacts of
patients with non-specific genital infection.'
The second largest increase, 57255 (27%), was in non-specific

genital infection, and this was also greater in women than men;
however, in 1983 there were still over two and a half times the
number ofnew attendances reported in men than in women and this
category of non-specific genital infection made up nearly a third of
all new attendances in men and only 16% of new attendances in
women. These changes were mirrored by trends in laboratory
reports of isolations of Chlamydia trachomatis infections from the
genital tract, in which the increase was also greater in women than
men. The increase in non-specific genital infection was probably
partly spurious, arising from more interest in the condition, better
diagnosis, wider use of improved laboratory methods, and more
reporting. Relapses of non-specific genital infection after treatment
are common, especially when it is of non-chlamydial aetiology, and
these relapses may be recorded in the clinic returns as new cases,
thus exaggerating the upward trend. This method of recording
"cases"3 rather than "patients" in the returns may partly explain the
apparent anomaly of the rise in non-specific genital infection at the
same time as a fall in gonorrhoea when the mechanism of spread of
both conditions is the same because relapses of gonorrhoea after
treatment are uncommon.
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Candidiasis comprised 27 503 (13%) of the overall increase and
rose 2 3-fold in men and 1 7-fold in women between 1973 and 1983.
The greatest proportional increase, however, was in viral infections:
herpes simplex rose nearly 3-5 times and warts more than doubled,
although together they made up only 35 058 (16-7%) of the increase.
The rise in both these infections was greater in women than men
(table II), the difference being larger for herpes simplex infections
(men 2-6-fold, women 5 0-fold) than in warts (men 2 0-fold, women
2-3-fold). Laboratory reports of genital herpes simplex infections
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decline was numericallv greater in men than women but propor-
tionately greater in women; it was seen in all age groups.

Perhaps the most notable change in the clinic returns of svphilis
in 1983 was the report of only one new case of early congenital
syphilis. Data available for England and Wales show that there were
over 300 cases a year in the late 1940s, but that this declined rapidly
in the 1950s at the same time as the fall in adult syphilis and the
universal adoption of antenatal serological screening. Since 1971 the
number of reports have ranged between eight and 18 a year. Early

TABLE I-Sexually transmitted disease: reported new cases 1978-83 (from clinic retums to health departments)

Diagnosis 1978 1979 1980 1981 1982 1983*

Syphilis 4 866 4 385 4 443 4 211 3 929 3 727
Gonorrhoea 63 569 61 616 60 850 58 301 58 778 54 859
Chancroid 57 49 65 100 137 81
Lymphogranuloma venereum 34 36 34 41 38 43
Granuloma inguinale 14 40 20 29 20 23
Non-specifihcgenitalinfection 107 955 113 138 125 476 132 391 142 072 148 616
Trichomoniasis 21 732 21 222 22 285 21 625 21 517 19 571
Candidiasis 42 524 42 667 48 060 50 954 56 124 62 199
Scabies 2 589 2 391 2 599 2 434 2 304 2 477
Pubic lice 7 505 8 272 8 928 9 749 10 904 10 198
Herpessimplex 9 036 9 576 10 780 12080 14 842 17 908
Warts 27 272 27 654 31 780 33 480 37 341 42 790
Molluscum contagiosum 1 026 1 030 1 228 1 305 1 467 1 700
Other treponemal disease 1 088 1103 934 884 843 746
Other conditions requiring treatment 52 140 55 408 65 991 73 817 85 315 98 230
Other conditions not requiring treatment 108 596 109 050 117 070 121 918 127 208 132 777

Total new cases 450 003 457 637 500 543 523 319 562 839 595 945

*Provisional.

TABLE II-Attendances at sexually transmitted disease clinics: United Kingdom 1973 and 1983 (from clinic returns to
departments ofhealth)

No of new attendances Fold Distribution
change of change

Diagnosis Sex 1973 1983 Change 1973-83 1973-83 1973-83

Non-specific genital infection M 75 711 108 503 + 32 792 141 + 27
F 15 650 40 113 + 24 463 26)

Candidiasis M 5 3% 12 555 + 7 159 2 31 + 13°
F 29 300 49 644 + 20 344 1 + 13

Herpes simplex M 3 686 9 741 + 6 055 261)
F 1 620 8 167 + 6 547 5-0 + 6%

Warts M 13 297 26 510 + 13 213 20l + 11°/
F 7 037 16 280 + 9 243 23J

Other conditions requiring treatment M 29 708 49 478 + 19 770 1-7) + 27°
F 11 725 48 752 + 37 027 4 2J 2

Other conditions not requiring treatment M 58 441 84 343 + 25 902 1441
F 32 718 48 434 + 15 716 15J + 20%

Totalofabove M 186 239 291 130 +104 891 1 6) +104°
F 98 050 211390 +113 340 22) °

Allotherdiagnoses M 54 411 49 710 - 4 701 0-91
F 46 793 43 715 - 3 078 0-9J

Total new attendances M 240 650 340 840 +100 190 1-4) 100'
F 144 843 255 105 +110 262 18)

showed similar trends, but laboratory data for warts were not
available because the diagnosis is usually clinical.
The trends in herpes simplex infection were probably due to

publicity about the disease and the availability of treatment with
antiviral drugs as well as increasing laboratory diagnosis of the
infection; furthermore, the increase may have been exaggerated by
the inclusion of both primary and recurrent cases in the clinic
returns.2 The size of the increase would, however, suggest that at
least some of it was due to a real increase in incidence.' The increase
in warts is perhaps more likely to have been real, although again the
increasing use of departments of genitourinary medicine and more
clinical interest in the disease leading to more detailed examination
and diagnosis may account for part of it. The upward trends for both
herpes simplex infections and warts give rise to particular concern
because of the possible association with subsequent carcinoma of
the cervix.4

Syphilis
The decline in all new cases of syphilis continued (table I), as did

new cases of early infectious syphilis (primary and secondary). The

congenital syphilis has now been virtually eliminated. The fall in
syphilis in adult women and the success of antenatal screening has
paradoxically led to the questioning of the need for this routine
procedure, but a recent study showed that on economic grounds
alone there is a strong argument to continue.5

Gonorrhoea
The decline in gonorrhoea evident in clinic returns since the early

1970s continued in 1983. Compared with 1978 postpubertal
gonorrhoea fell by 14% in both men and women. New cases of
gonorrhoea contracted abroad remained a constant proportion of all
new cases in men (5%) and increased slightly in women from 1% to
2%.
The national data on early infectious syphilis showed no evidence

of a selective decline in the age group ofmen most affected by AIDS
-namely, those aged 25 and over. The decline in acute gonorrhoea,
however, showed a significant decline in this age group of men
between 1981 and 1983 (p=000001) and not in other age groups or
in women, although the figures for 1983 were only provisional. This
finding may represent a national decline in promiscuous activity
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among homosexual males after health education about the preven-
tion of AIDS, as shown in one clinic in London in 1983.6

Laboratory reports of f lactamase producing N gonorrhoeae
showed an unexpected change. The number of reports more than
doubled each year between 1977 and 1982, but the increase in 1983
was only 18% (1033 cases in 1982, 1223 in 1983), although those
infected in Britain increased more than those infected abroad.7 The
explanation for this sudden fall in the rate of increase is not apparent
but might be misleading and be due to a decline in reporting' or be
related to the increased use of new antibiotics in the treatment of
gonorrhoea and consequently less need of reference of cultures for
^n<itivity testing. The number of imported infections remains
small, however, with only 256 recorded in 1983, and possibly spread
within Britain is being contained by early effective treatment with
these new antibiotics. Of the 1223 reported cases in 1983, 702
acquired the infection in Britain and in 614 the consort had also been
infected in Britain. Most of these were reported from London, with
183 known to be residents of Greater London, and a further 258
reported by laboratories in Greater London but their place of
residence was not recorded; 33 were reported from Leicester, 22
from Birmingham, 18 from Nottingham, 16 from Liverpool, and
smaller numbers from many other areas.

The acquired immune deficiency syndrome

There were 58 cases of AIDS meeting the criteria of the
epidemiological case definition of the Centers for Disease Control,
Atlanta, United States of America, recorded in Britain until the end
of December 1983. Fifteen patients first sought medical attention
before the end of 1982 and a further 43 in 1983. Twenty presented
with Kaposi's sarcoma; 20 with Pneumocystis canrnii pneumonia;
two with both these conditions; 15 with other opportunistic
infections; and one with a cerebral lymphoma. By the end of 1983,
of the 58 patients, 38 had died, a case fatality rate of 66%.
The age of the patients ranged from 20 to 57 with a median of 36;

54 were men and four women; all but three were Caucasians and
these three comprised two black Africans, both women, and one
West Indian man. Most of the cases were reported from Greater

London (40 of 58) reflecting the distribution of the homosexual
population. Altogether 46 (79%) of the patients were homosexual or
bisexual males, two were haemophiliacs, and one a heterosexual
woman contact of patients with possible AIDS. In the remaining
nine cases there was no apparent special risk group for the disease;
four patients had lived in Africa, three had travelled to the United
States or Caribbean but denied homosexual contact, and two,
though meeting the criteria of the epidemiological case definition of
AIDS, were probably of a different aetiology. One of these was a
case of classical Kaposi's sarcoma in a young man and the other of
longstanding liver disease. Thus there was no evidence of spread of
AIDS in people outside the "risk groups" first identified in
the United States, nor indeed to intravenous drug abusers, an
important risk group in the United States. The increase in hepatitis
B infection in drug abusers in Britain, however, shows that the
spread of AIDS in these people may readily occur.

Prepared by the Communicable Disease Surveillance Centre,
Public Health Laboratory Service, and the

Communicable Diseases (Scotland) Unit, with the assistance of the
Academic Department of Genitourinary Medicine,

Middlesex Hospital Medical School

References
I Adler MW. Diagnostic, treatment and reporting criteria for non-specific genital infection in

sexually transmitted disease clinics in England and Wales. 2: Treatment and reporting criteria.
BrJf VenerDis 1978;54:428-32.

2 Hindley DJ, Adler MW. Genital herpes: an increasing problem? Genitourinarv Medicine 1985;61:
56-8.

3 Anonymous. Herpes simplex-changing patterns. Lancet 1981;ii: 1025-6.
4 Singer A, Walker PG, McCance DJ. Genital wart virus infections: nuisance or potentiallv lethal? Br

MedJf 1984;288:735-6.
5 Williams K. Screening for svphilis in pregnancy: an assessment of costs and benefits. Communitv

Medicine 1985;7:37-42.
6 Weller IVD, Hindley DJ, Adler MW, Meldrum JT. Gonorrhoea in homosexual men and media

coverage of the acquired immune deficiency syndrome in London 1982-3. Br Med 7
1984;289: 1041.

7 Public Health Laboratory Service Communicable Disease Surveillance Centre-Communicable
Diseases (Scotland) Unit. Penicillinase-producing gonococci in Britain, 1983. Br Med J

1984;288: 1746.
8 Adler MW, McCutchan JA. Survey of cases of gonorrhoea caused by penicillinase producing

Neisseria gonorrhoeae in the United Kingdom. Genitounrnary Medicine 1985;61:36-8.

(Accepted 1O0July 1985)

Medicine and the Media

ALTHOUGH I had a lot to do with prisoners released from
Japanese prisoner of war camps, until the announcement was

made that there was to be a TVS programme, Unit 731 (ITV, 13
August), about alleged Japanese experimentation on American,
British, and Australian prisoners to test the possibilities of germ
warfare I had not heard of the Japanese unit 731 or of the town of
Pingfan.

In the Japanese army it was considered a disgraceful act to report
sick or even to be wounded. For prisoners, too, the Japanese
commonly regarded sickness as a crime, matters being at their worst
in smaller camps. From this attitude to experimentation on
prisoners is a small step, whether they are non-cooperative citizens
of an occupied country, dissidents, spies, criminals, or possibly
prisoners of war.

Only those allied prisoners who were in camps such as that at
Mukden can say just what happened, provided, of course, that the
lay interpretation of medical officers' action is a correct one. The
prisoners at Mukden believed that experiments with dysentery
organisms were carried out on them, and of 1450 prisoners 430 died,
but dysentery was common throughout the Far Eastern theatre of
war and mortality in prisoner of war camps was high.

Barbarous experiments were carried out on marutas (logs of
wood), but the programme did not show that American, British,
Indian, Australian, or Dutch prisoners were included among this
unfortunate group. Chinese civilians were sprayed with germs from
Japanese aeroplanes-if the pictures shown were what they seemed
to be.

In September 1944 I was posted to GHQ(I), New Delhi, to
receive instructions on anaemia research that I was to carry out near
the front. I was told about the ill treatment and lack of medical care
of allied prisoners, particularly those working on the notorious
Burma Siam railway, but no mention was made of experimentation
of the type discussed in the programme. At Siraigunj, on the west
bank of the Brahmaputra, I was asked to assess the haematological
state of wounded or sick prisoners of war, both Japanese and
members of the Indian National Army. I decided that any form of
research on prisoners would be unethical and can see that investiga-
tions such as marrow punctures (which were not done) might have
been misinterpreted.

Later, in Rangoon, I treated British, Australian, and Dutch
patients released from camps mainly in Thailand and published an
account of the illnesses of these survivors. Some were blind from
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