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Promiscuity and Infertility

There is little dispute that frequent sexual intercourse with
multiple partners is a fact of contemporary life, particularly
among young people, but there is great difference of opinion
on what should be the medical profession's and society's
approach to the problem-or indeed if it should be so re-
garded. However, as the world statistics show,1 when sexual
mores are lowered an increase in venereal infection occurs.
This is particularly evident with gonococcal infections, and
the occurrence of associated salpingitis appears to be increasing
to about 1000 of cases.2 3 The increase may partly be due to
improved diagnosis, yet the true figure for extension of the
infection to the Fallopian tubes is almost certainlv higher,
and whenever it occurs there is serious risk that there will be
subsequent impairment of fertility.

In Britain gonorrhoea in women is most prevalent in the
18-19 year age group, and the numbers of cases have risen by
6100 in five years.4 The ratio5 of male to female cases was
3-2:1 in 1965 but had gone down to 1b8:1 in 1973-pos-
sibly a reflection of the fact that in the past more female
infection was in prostitutes. For these "professionals" resultant
sterility could be something of a blessing, but today most of
the cases are in young "affluent, good-time easy amateurs,"6
and for these girls subsequent sterility can be a major tragedy.
This is particularly so in these days of liberal abortion, when
adoption is difficult. Furthermore, little help can be expected
from surgery, as the success rate7 for surgical procedures for
infertility due to tubal inflammation remains around 1500.
Westr6m8 has recently assessed the problem in con-

temporary Sweden. Of 415 women with pelvic inflammatory
disease affecting the Fallopian tubes 88 (21.2%) were sub-
sequently involuntarily childless, principally owing to tubal
obstruction. This was much commoner after multiple in-
fections, in keeping with the view3 that it is repeated subacute
infections which tend to result in hydrosalpinx. Not all
salpingitis is gonococcal, but in this study nongonococcal
salpingitis was commoner and associated with a worse prog-
nosis in terms of infertility. This report also draws attention
to the increased frequency of ectopic pregnancy in such
patients-in some ways an even more serious consequence
than sterility.

In another Scandinavian study9 in which tubal insufflation
tests were carried out after salpingitis it was claimed that
both tubes were patent in 105 cases, one tube only patent in
57, and both blocked in 38 (190/,). Such figures, however,
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probably underestimate the problem, for it is hard to be
certain that gas has passed through one or both tubes, and
the results give no guide to damage inflicted on the tubal
epithelium, which may seriously impair functional activity in
the absence of blockage. In that series 70 of the 200 patients
had received prednisolone as well as penicillin for treat-
ment of the salpingitis with a view to diminishing the tendencv
to adhesion formation. There is, however, no convincing
evidence that such treatment does improve the fertility
prospects, and indeed it might adversely affect the chance of
the infection spreading.

Venereal disease varies greatly in different communities.1
and it would be wrong to make sweeping assumptions
for one country from statistics gathered in another.
Nevertheless, though salpingitis may be less frequent in
Britain, a similar problem does exist here. If we accept
that its behavioural origins are not readily amenable
to manipulation, what tactical progress may be made ? It is
certain that many of the young girls concerned are unaware
of the risks.' ° Today most people seem to believe that venereal
disease is curable; fear of venereal disease has been replaced
by indifference, owing to knowledge of availability of anti-
biotics.11 It is not appreciated that the scars of the cured
infection remain, and that it is these which are the basis of
subsequent infertility. Clearly there is scope for a programme
of education-which might also include the information
that the condom was first described12 by Fallopio in 1564 as a
prophylactic against venereal disease and that spermicidal
compounds of the type recommended for use in association
with barrier contraception may themselves have some bacteri-
cidal activity.13 If condom contraception was substituted
for non-barrier methods it would probably result in a much
lower incidence of salpingitis. In theory such a change might
result in the contraceptive failure rate becoming unaccept-
ably high, but even if the reliability of a non-barrier method
of contraception is thought necessary a case can be made for
using a barrier technique in addition. Another complicating
factor is the frequency of usage of intrauterine contraceptive
devices. It has been suggested14 that when gonorrhoea
develops with a device in situ it should be removed before
starting treatment.

Education ofmedical students and doctors is also important;
a high index of suspicion is an appropriate attitude for the
medical profession, supported by knowledge of the need for
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prompt and efficient therapy. Most cases of venereal in-
fection in Britain are dealt with through health authority
clinics, and systematic contact tracing is possible. By this
means infections may be detected before salpingitis has
developed, and treatment at an early stage may prevent it.
Unfortunately contact tracing may be less efficient with
women in whom subsequent infertility is likely to be distressing
than it is with prostitutes.15 Other possible opportunities
for detecting infections before salpingitis develops exist at
"well-woman," gynaecological, and family-planning clinics, but
the chances of a woman presenting in such a clinic when she is
in the early phase of a gonococcal infection are small; one
study16 gives a figure of 1 detection in 625. Furthermore such
clinics do not possess the organization, equipment, and
expertise for diagnostic precision. Possibly, high risk patients
might be selected for special attention: those for example
with premarital or extramarital conceptions, separated from
husband for prolonged periods, known to be promiscuous,
with a history of previous infection, or currently suffering
from trichomonas vaginitis.16
Once the diagnosis has been established it is hard to

justify awaiting sensitivity tests. The appropriate drug for
initial treatment will depend on the known sensitivities of the
common organisms in a particular area at a given time. In
the United Kingdom the sensitive:resistance ratio to peni-
cillin of the gonococcal strains is very different from that in
America and the Far East,1 being about 4:1 as opposed to
1:4. As soon as sensitivities are available antibiotic therapy
should be adjusted as appropriate. To eradicate the disease
treatment should be sustained-something not easily achieved
in this category of patient.
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Anaemic Crisis in Sickle-cell
Disease
Sickle-cell anaemia is the commonest of the inherited haemo-
globinopathies due to a structural alteration in the haemo-
globin molecule, and it is causing an increasing clinical problem
in Britain. Though usually observed in individuals of Negro
origin, it is seen also in some Mediterranean, Arab, and Indian
populations. The typical clinical picture is characterized by a

chronic haemolytic anaemia with haemoglobin values in the
5-10 g/dl range and a reticulocytosis in the 10-20% range;
the chronic anaemia is interspersed by acute exacerbations of
the illness called sickling crises.

Sickling crises may take several forms. The most common
is probably the painful crisis in which an increase in intra-
vascular sickling leads to a reduced blood flow and oxygen
supply to the tissues. Such crises may cause generalized pain
or pain localized to a particular organ or organ system, and the
clinical picture may mimic a variety of general medical and
surgical emergencies. During such painful crises the haemato-
logical picture may not change, but occasionally there may be
a rapid fall in the haemoglobin level. Less commonly crises
occur which are characterized by a sudden profound anaemia,
and pain may be either absent or only a minor feature of the
clinical picture. Such anaemic crises may be life-threatening
over a period ofhours, and it may be vital that the various forms
which they may take are recognized.
Mann and her colleagues' at the Birmingham Children's

Hospital have recently reviewed 16 episodes of acute anaemia
in children with sickle-cell disease. It is known2 3 that in this
disorder sudden anaemia may result from two main mech-
anisms. In 10 of the 16 episodes there was a profound fall in
the reticulocyte count, indicating a temporary marrow
erythroid cell failure. In five cases there was an increased rate
of haemolysis as evidenced by a fall in the haemoglobin level
associated with an increase in the reticulocyte count. Haemo-
globin levels as low as 2-5 g/dl were observed, and blood
transfusion was required in all cases. A third type4 of anaemic
crisis, in which there is massive sequestration of sickled
erythrocytes in the spleen causing rapidly progressive spleno-
megaly, the so-called sequestration crisis, was not observed in
this series.
About half the acute anaemias seen by Mann et al. were

associated with a painful crisis, while the remainder occurred
together with infection, particularly pneumonia. As in previous
series it was not possible to identify the responsible organism
in many cases. Interestingly, cold agglutinin titres were
detected in 13 of the 16 episodes and anti-I specificity was
shown in 11 episodes. However, only in two cases was there a
rising titre to Mycoplasma pneumoniae, despite the fact that
several of the other patients had pneumonic changes on x-ray
films associated with increased titres of cold agglutinins with
anti-I specificity. Further evidence that these episodes
followed infection was suggested by the fact that on several
occasions they occurred simultaneously among children of the
same family.
These findings underline the importance of infection in the

pathogenesis of all forms of sickling crises. Indeed, it is clear
that infection is the commonest cause of death in sickle-cell
anaemia at all ages.5 Respiratory infections are common and
infections due to M. pneumoniae are particularly severe in
affected children.6 It is not clear why patients with this
disorder are particularly prone to infection, but reduced
splenic activity and a defect in the alternative (properdin)
pathway have been suggested as possible aetiological factors.7
Clearly, any patient with a chest infection associated with
hypoxia and poor peripheral perfusion may have an increased
rate of intravascular sickling leading to a painful crisis and an
increased rate of haemolysis. Furthermore, there is increasing
evidence that infectious agents of several types, particularly
viruses, may cause transient erythroid precursor failure in the
bone marrow.8 While this may not be important in individuals
with normal red-cell life spans it may cause a profound degree
of anaemia in patients who have a reduced red-cell survival.
How, then, should the crises of sickle- cell anaemia be
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