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from c_'tural and sexual systems of constraints.» SpeCifical}y,

it k14 o L sk b

,rgued that disease~control concepts have been used -

'genera ly more for the purpose of prbmulgating certain forms o£~3
- 'sexual behav1our than With actually decreaSing the prevalence

J'.of diLq,ease,

ERRERNE

e -

;history" of two disease organiSms--syphilis and gonorrhea——v°'r

to establish an "organism" pOint of v1ew, The sexual vector

imbasure in’ their’ relationship'to their host_population and -~ . ¢

\,

| The thesis begins w1th a brief overview~ of the "soc1al .

(-

sl g Mo i B i

7 S
of transmisSion of “these diseases is analyzed as an adaptive/ f

g | .
the iarger sociai.‘au

v,attitudes towards V, Do, beginning With the concept of disease . ,ﬁ,

nChristianity) and proceeding through secular morality and 20th *

s The second chapter discusses the historically-conditioned
and demons which characterized many. religions (1nc1uding early
century psycho-5001al theories of V.D, and individual deViance. L

The uniiying assumption of all these moral/attitudinal s«stems
is/ehat the host and his/her behaViour patte;n (espec1aﬂZy the

e e et e

number of different sexual partners the host nas) is the most .

Y IR S

L e - " haY > g ey mgme] A1 s
..meOI‘bd‘{l‘tx cause" of Vsbi—In turn, pe up e v}t ha, uultlple

- neurotic or of low mentality, This model of digﬁase—definlt10nf

sex partners are.deemed to be‘immoral uOCl&lly unfit personally

»

AP e e i

invariably blames the victim (notably women) for the, disease,

s N

and seriously impedes efforts to treat 1n£ections'and containg;.!-

L N
v
7
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e

the spread of the epldemlc.

—

It also deflectc attentiop/ﬂhay e

g
i

from the envmronmont—-whleh &oth condltlons 1nd1V1dual behaV1our

and provldes the medical sye ems [or dlseaae 1nterventlon——and .

1ta respons1b111ty in malnta nlng thb hth prevalence of V. D.,

partlcularly gonorrhea, = . ¢ L S o~ﬁ¢“P

L

a~4!~e$he—thlrdaano fourth,ch£nters narrow the‘focus toagonorrheaL,v

For reasons not fully understood coﬁ%rol of syphllls hat teen
achleved whéreas gonorrhea emains relatlvely "ouﬁ of control

i
Thus the dlscu551ons in the third and fourth chapter do Qot B
apply to syphllls and other sexually transmltted 1nfectlons.4 ‘

They may, however relate to such V,D, 's as non~gonococcal

: urethrltls trlchomonlasls and‘chlamydla, wh;ch have SlteS of (5>‘;?

1nfectxon, spebific modes. of tranSmissiOn and "organism

-
- .

ilallty" in common w1th the gonococcus causing. gonorrhea

- The thlrd chapter outllnes an epldemlologlcal model of -
dlsease-~the complet:inteprelat1onsh1p‘of organisn, hoat and- -
env1ronment-and 1oolateg key varlableo within each catevory .
that elther 1ncrease or deéreace the "equilibrium orevalehce"
of gonorrhea i.e., the 1n01dence of dlsease which would o%ﬁur
in the absence of any 1ntervent1ve measures, B; contraatlng
disease rates and 1ntervent10n systems in the Unlted Klngdom

and North America, it is ~apparent that’ 1nadequato env1ronmental‘"

A L At b b it 430 e

)

¥ "—l_i"i"dﬁ: [

respohse——partially ‘caused by the_victim—blaming attitqﬁes

surrounding this disease, and aggravatcd by the_effectbof these
attitudes on host behaviour——is responsible for as mlch as 90%

of current disease prevalence,

PE AN
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. The last chapter dlscusses a ma551ve tWO and half year
- L v health prometlon campaign in- BTltlSh Columbld that was dlrected i |
1‘ A~ / RS :
. at alterlng specafxc host behav1ours that‘wduld decrease the 4
o ‘equlllbrium preyalence of dlSEdue as idenblfled in the oreV1ous bt
N . e
N chapter. The: campalgn«results are analvzed. andhlthlshargued_hhhhhhhh;;;
IPUR ' host does benave "respon51bly", and- that ‘
i A
‘ . o1 changes must now be dlrected at alterlnb the' .
U T Samples of the campal gn S :
s ra ;e ads aﬁdwﬁosters are. 1ncluded as. examples of V.D, messages .
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veneregl diaease (ve—-ne're—al (L., _Yenereus], dl-séz
[Fr, from + aise ease] ipd%aglous disease,
COEQ :

most only acquired in sexua 1ntercouroe.
g ‘\\gy. , Dorland's Illustrated.Medical
3 ‘ 'Dictlonary, 2hth Edit;on,,1965

Thefe be they that corrupt the whole Generation of
Mankind in your Realm, that catch the Pockes of .one

one woman, and bear it to another. ‘ L
(ol ‘Henry VIII speaking ‘of the Cathollc
priests in England, quoted in -
- ———JoHn-Astructs A TR REATISE OF -
VENmEAL DISEASES, 1751,

eeein the treatment of venereal disease, physicians .
used a medical theory to control, not heal, women,

Gena Corea, discu551ng Lord
‘William Acton's 1869 policy .
, - ("The Contagious Diseases Act")
o N " to forcibly examine women and

. . were diseased to lock them .
. \\jp‘ away for up to nine months
S » in-a special “lock hOSpital"'

. 1977

¥
V.D is like peanut butter' It spreads easy.
Slogan from a 1975 B.C. posterﬁ

e

N .
. . - »
1 1 = -
. . . . . .

S . Xxiil .

Atowanﬂther+'%ha%~beaburﬂ%rW}%h—+ e :

—not men, .and, if the former -



Most illnesses suffered by menrand women whether clearly =

pathogenic or pSychosomatlc in origln “have the1r roots’ firmly
‘embedded in the social behav1our of.people. Infectlous dlseases
. o ‘_for'example have frequently been contained through relatlvely .
| 51mple changes in personal hygiene.' In other cases, changes

Cin soc1al customs and 1nterpersonal behav1our by alterlng

P the condltlons under which contaglon spreads, have elther
reduced or increased the prevalencerof disease, But cqntrol of

" the . so—called venereal dlseases \V D.) has been extremely

dliilcult 11 Ior no other redson than Tho social Behaviours,

~which abet their contaglon are enmesh?;:u1the puzzle of reli=-
o & T L

glous sexual and 5001al structures and mores of society,
The- follow1ng the51s stems from four years of personal
‘experlsnce in the V D Control program in Brltlsh Columbia,

Its structure parallels my own thoughts and feellngs over

those four’ years_as I bepame progress1vely.involved in efforts

to alter the pattern of disease incidence in the province, My
first effort related to my‘own‘embarrassment withkthe topic,
Although I considered,m&self a fairly enlightened Derson;vf.was‘
ambivalent about taklng a new p051tion as health education '
consultant with the Division A? V.D. Control, * T had Just Spent

two . and a half years with the;Alcohol and Drug Comm1081on as

an’information”offieér and researcher, and had dgver felt any

. reticence in that job with dlSCUSSlng al?the reseereh findings,

1ntervent10n models and polltlcal gos51p with friends and

.J

acqualntances. But with V.D, I feared qnswer;ng,even thersimple‘

question: What klnd of - work do you do now° For/theifirst'year*/

-




‘dtelling‘White iiés such as, "Oh, I'm into infectious diseases - E

sexuality, you know ‘that kind of stuff,,." My close friends
kldded,me ‘that I was WOrking ny way slowly through the seven
‘deadly SlnS.,_: | '
, - I was surprised at the extent to which the v, D stlgma B _
.. had notched a little place for 1tself in my own. value system, S

~and undertook a "study program" to trace historically the source

ﬁ :*1‘ of that stigma A The outcome is the flrst two chapters of my v]}f‘

R

'ithe51s. Chapcer one brlefly deSCribes the s001al history of the _
two’best-known sexually transmitted infections, syphllis and

i gonorrhea, Both diseases (and particularly uyphllis) are
revealed as fasc1nat1ng organisms with long records’ of 1nt1mate

(i;;/ » relationshlp with their human ‘hosts, Syphilis has bcen an es=

Deqialiy pernicious companion to humanklnd and aigreat,puzzlei, ,,,,,, Ai
“to medical investigators because of its array of symptoms and |
, ﬂthe ability of 1ts causative ‘organism (a spirochete) to manifest |
itself as at least four different dlsease states. o
I explain this latter feature using Hackett's enV1ronmental 7!f“
d'model of syphilis in which 1t is assumed that disease organisms B
"slowly adapted from a commensal to a pathogenlc relationship w1th

their ‘hosts, and that each further adaptatnon (induced by’changes‘

e " in the physzcal and SOClal environment) caused the pathogens to’

fabecome more v1rulent ~While this model. does account quite - ,"

' handily for much of the disagreement surroundlng the spirochete S

e 4 il T L L Y s, wmemen ke i "




,ftion~ofca“more stable and blologlcally “°ound" relatlonshlp w1th

its hdst,f.For example no antibody: 1mmun1ty develops agalnst

the spirochete 1n §n "epldemlc Syphllls" dlcease-state (as it

'~ does w1th other treponemal 1nfect10ns) thus 1ncreas1ng the

host populatlon by allow1ng people to become contlnually re-

&

Allﬂll;lulllnﬁ Q

-+ morbid of the treponemal dlseases it kllls only 254 of the*

&

host populatlon it 1nfects and then only after a latency perlod

,of 20 or more years._ In llght of theee features ,1t could bec,df'_p\
. argued that the spirochete of epldemlc syphllls is better a
" adapted to and in the majorlty of " cases more commensal W1th

1ts host than are other spirochete 1nfect10ns. :
7 _ My jor purpose for 1nclud1ng a SOClal history of gonorrhear ,
. .+ and “in myt thesarsdrsto%ntroddce ;):ns.tp‘edlap;,elyuel%L %%l,ll;i

3

of v1ew1ng the disease p;ocess from the organlsm's perspectlve.
‘Mycsecond chapter out11HES the_hlstory of attltudes towards
venereal diseases that markedly fails to do that, with the
result of blaming?theAvictim'for'his or her‘infection. ‘I begln
this chapter w1th an examlnatlon of Judaeo—Chrlstlan beliefs

surrounding dleease, and how the notlon of -demons and sin

fostered a Judgemental dttitude towards V D, -1nfe€€ed persons.

The.llmltation of this particular section is: that I neglect toc

- analyze other social forces (e. 2., class ethnicity, ‘slavery,

conquest and so forth). which affected the development of

~

victlmlzlng attltudes. Religlous morallty, then, 1s JuSt one




’ .\\) B . t : ’ L eXvi

R I e e e e . S ———

,,example of instltutional 8001al pregudlces Whlch have acted to L

stlgmatlze V D, -infected 1nd1V1duals.

.8

My overV1ew of disease attltudes contlnues into the 20th
54@r" ;-century, durlng wh1c£>t1me a varlety of psycho-socmal theorles
o of V,D, emerged DeSplte thelr sc1ent1f1c trapplngs thesev
-theories contlnued o isolate the host from both the env1ronment -

and the organlsm, generally regarding thechost as posse851ng

| faults (elther pSychologically 1nnate or soc1ally condltloned)
. which explalned why she or he became 1nfected w1th Ve By |

- Throughout thls second chapter‘ I,argue that the reason faor

such an hlstorlcallyuentrenched vaﬁtlm-blalmlng approach lles
8 in the unfortunate fact that V D, 'control programs (both past
‘“and even to the present) have often been ‘more concerned W1th

control of sexual and social behav}our among inleldudls than

they have with actual control cf diseade 1nc1dence. Furthermore,i

‘these orograms, by focussing on the—hcst' behavisur only (and
' avery limited aspect of his or her behav1our, 1.e., number of -
sex partners) ‘obscure the role that contemporary government
}programs and disease—management by private ph; 31c1ans play in
~actually ma;ntalg;gg high disease prevalence. | | | v
| The 1nterre1ationship of disease organism the host and the

environment is the topic of the thlrd chapter, in which. an .-

in chapterﬂtWO.» By the third chapter‘I ambnc'ionger concerned -

- with V.D.. in general, and the remainder«of’my»argument‘applies

primarily to gonorrhea, Syphilis~provided an ‘entertaining |

4
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incidents,

'example of historical and attitudlnal processes, but it does

gt represent an example of an. "out of control" dlsease Eor

= -

reasons no one fully understands syphllls was brought dramatl-

f call§ under control in the 1950' s, and its 1n01dence in recent -

years_ is only a fractlon of what it once. was, Gonorrhea' -

in contrast, dropped along wilh syohilis-during the -

a

1950's,wbut started to skyrocket uowards durinrrthe 1960"s

untll it peaked and.held constant in 1975-—ava¢n for reasons

'partlally account for the d;fferences 1n disease rates,’ ThoseA

7not fully grasped' leferences in 1ncubatlon perlods and
~amtibiotic responses (organlsm factors) 'as well as 1n scroenlnﬂ

, procedures and prophylactlc tes tlng (enVLronment factors)

and other epldemlologlcal factors are dlscussed in relatlon to°

gonorrhea in an. effort to. explaln some of the dvnamlcs Wthh

created the sudden increase 1n gonorrhea incidence 1n*the late

4

This chapter also analyzes the Specific featyres of organism
behaviours, ‘host behaviours and env1ronment response whlch either
1ncrease or decrease the equlllbrium prevalence of gonorrhea,
i.e., the "natural® prevalence of dlsease in the wbsence of

any control measures, After de—mystifying the,dlverse aspects -

~of host behaviour, viz,, demonstnating that nature;of sexual

‘risk than is number of sex partners I. address the weaknesses

contact, choice of contraceptive method and quality of )

o

relationshlp communicatlon are better predictors of. dlsea

[
\

" of the control program in North Amerieca and proffer some '

-y
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vSuluuiois By CGmpdrlng gonor:nea raues in Nortn Amerlea and 5}
'“.Great Britaln I conclude that a§ much as 90% of'gonorrhea

prevalence in North America is attrlbubable to 1nadequac1es - "',~

in the med1ca1 system's response. - l g T

Chapter four outlines a upecn,allueo EWO and nalf year

health promotlon program on V,D, whlch I de51gned and executed:

his eemﬁeigﬁ4£whieh@wes~prima1ily CGTbLLULu with gonorrned)

’T‘
ES

1 e g

* focussed on improving the,specific host™ behav1ours 1dent1f;ed 7 /;/ff

O

in the'previous Chapter: Better‘knowledne promnt c11n1C»'

— R e

attendance rébponsmble contact notlflcatlon dnd urophylactlc
‘,'chech—ups for hlgh-rl k persono. The reoultu of thl 'campalgn.e‘”
indicate that informed hosts do reSpond ina reupon sible - ‘manner,
1 and alter thelr behaviour ;uch that the equllleLHm prevalence*.';'
.of gonorrhea would*decreace. T conclud th1u chapter with

mwe—w—v—sample—rediofend~poster*copyktnﬁitatiﬁg*now V. D, mess age

~directed to the host can bypaos the moral conundruwas wkloh

B

have~botheyed dlsease'control programs in the past and'to the
present, = . . ‘ - : :
‘Wh;}e my data and control model appliee to_gonofrhea (and
certainly~canhot be translated to oyphilis’or many other sexoally .
pransmitteq,inﬂections), it méy hold truc flor soch infections as :

non;gonococcel.urethritis trichomoniacis, Chldmydld and. others

which infect the ‘urethra and vagina/cerle in way pdxallel to‘

the infectious process of ﬂonorrhea.
The bottom line for effective disease management (which

may eventually produce a decline in disease prevalence) must be

a coordinated effort to alter all those detOTo in the hth and



“the. enyironment Wthh serve to 1ncreaoe the eqnlllbrlum :
_mrevalence. At the same time government control nrogram' muet

N 7

~find ways of 1mprOV1ng and encouraglnb those houL and. enVLronment

',;factors whlch decrease the equlllbrlum ﬂrevalence.' Barrlnb

dlscovery of a safe effective and cas 1ly‘adm1nl Leree vaec1ne

this will be the only way in whlch we can, to quote a pODuld“

ol el i 1 7

1970‘5 Ve D saylng, "take the rloks out, of being ClOub

©
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| CHAPTER ONE . ‘ Y
- Passing the Poxs ‘A Brief Social History of Syphilis :

and Gopo#rhea

~ ,
i

.,.the small pox has gone out of late° ,

Perhaps it may be- followed by the g;reat.

'Tis said the great came from America;
Perhaps it may set out on its return,—
The population there so spreads, they say
'Tis grown high time to thin it in its’ turn,
With war, or plague,” or famine, any way,
So that civilization they may learm; '
And which in ravage the more loathsome evil is--
. Their real lues, or our pseudo-syphilis?

\ Byron, 1818




Sir Wixliam Osler once wrote, ”Know syphilis in all its
manifestations and relations and all things clinicel will be f', e

added unto you."l, He was referring to. the ﬁ 'eat imitator"

-

nature of this disease, its ability to ﬂimic ‘r resemble almost

)

'eny other disease as it passes ﬁhrough its dilfefent stages. \
To know syphilis, then, 15 to comprehend and practice the
__art of diagnosis, " But Osler could equally have written with

,only slight tongue—in—cheek that "he who knows syphilis also |
‘knows ‘a good chunk of history®, for there heve been few dis—
eases which have so decimated populations and altered the course'
of history. . | o

It is now presumed that seme of the most powerful post- :

' Renaissanee political leadere suffered from syphilis, including

| ‘_syphilitic insanity, 2

The litany includes Henry III, Henry

VIII, Cardinal Wolsely, Edward VI and possibly Charles II

- of England' Charles VI1I, Henries I1I, 1V, and V Cardinal de
'Richelieu and Louis XIV of France' Peter and Catherine the
Great of Russia;[i] Popes Alexander YI, Julius II and Leq X

“of Rome; and Frederick the Great of Prussia, More ancient

enclosed in bracketsito'distinguish’them from references
and appear at the end .of each Chapter, References are
notated at the end of the : o
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rulers who may have suffered the Pox include Ramses V of Egypts
vJuliustaesar and Cleopatra; Herod, king of Judea; Roman §mggr;
: ofs Tiberius and Coﬁmodus' and.Charlenagne, king of thecrranks

and Emperor of the Holy Roman Ehpire..' : :
There were, of course, many non—political figures who were

also smitten by the disease: . Desiderius Erasmus, Albrecht-

Durer, Benvenuto Gellini Thomas Carew, Moliere, Giovani Casa~
nova, James Boswell Francisbo Goya, von Goethe, John Keats, ! i;7:.- é,

Franz Schubert, Eriedrich Nietzsche to name only a few. ff“

COuntléss millions of others, whose names were rememhgred only
by their mothers, also succonbed to the Pox plague8°1as many |
.as 15% of the European urban population may have suffered*from .
syphilis during the 16th through 19th.centuries. ’
There is an obvious fascination with political leaders

~ who may have had the disease, For instance, could the madness -
of Henry VIII-—brought on by syphilis-—have been one of the 1‘
catalysts to the formation of the Church of England? (Recall
that in the second opening quotation Henry VIIT appears to- be
o blaming the Pox on the Catholic priests.) Was the cruel and
wanton,spending of a disease-insaned Louis-XIV one of the pre~
cursors to the discontentment of the bourgeoisie which flamed
iiiiiiithegErencthevolution24Jﬂ%u%%wiefdid—the4ﬁg#H44tieally—£mﬁhrk————~——f
4iiiiiiiencediiitihaviours of Herod play in building the pacifist
antj—Roman Christian movement?[ii] Tﬁ!% may be only specnla—

tion, and no historical event proceeds’ from a single cause°

but the role of syphilis.in history has undoubtedly been great 5

) o : : e » - L
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It determined that wigs would become the fashion of the day
"during the 16th throu;h 19th centuriee, when\syphilitic bald-
 ness was rampant and incurable, - It prevented the:Ffeneh»from

'Afbte}fﬁnnihgfItaly in the'iete'lsth-century'wheﬁ the eiege |

agaihet ﬁ5§les eollePEed with the Efench armies decimeted}by ) ?;

the first known outbreak of the great Pex in Tecent histgry.
And it has been responsible fqr more deaths and epidemics than
‘almost any other disease known to humankind It is estimated

;ltnat 1t may navé‘kiijzwher"ﬁznﬂ'°’ O
 since 1900 alene,‘and as recentiywas 1967 1in the United States 7
‘was responsible for 2, 381 deaths. _(By 1979 this figure had | J7

dropped to 169.“) e

The origin of this fascinating and lethal disease has

been contentious for dacadee, with two ‘explana ns frequently

’profferedz the "Golumbian" theory and the "evolut on" theory.\
ﬁThe first, the Columbian theory, is still the most cdum 7
3 accepted, Colunbue, as thie story has it, left for the New
World with a bit of extra baggage. small pox.‘ The native Am-
| ericans he encountered were none'too appreciative and so. Sow %
bleesed him with a gift of their own: ‘the great Pox, or. eyphi—,

lis, Colunbus and hie crew returned to Europe saturated with’

' spirochetee &nd, presuning that eeveral of his crew joined the :

- mercemary armies of Charles VIII in,the siege at Naplee, passed, %
on»the,illneee»in great haste, resulting in the greet Pox epi-
© demics of the 16th century, The principle corroborative evim
deﬂce‘supporting this theory is the-fact that, prior to the

e
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more data to. support an evolutionary theory-of syphilis, publiri;‘
s 3

eentiment—etill goes over to the hapless Christopher and his
crew, It's not hard to understand why., no egciety or na iog}
"has'ever been pleased with the dubious honor of being the "gie,

Anpian

‘oradle of the treponematosee (the disease classification to

sy

~ known as paes thecpox" The Italians blamed it on the Arench,~‘
the French on the lpalians and the Ehglish, the Ehglish on the ~

French and Germans; the Germans on the French, the Polish on

the Germans; the Ruesiane on the: Polish, the Turks on the }«

X'

Russiens. the Pereians .on the Turke; and the Portuguese anﬁ

Dutch on the Spanish, John Astruc, an fsth century ph?sician,
more or less put the blame to rest when hé attributed the is-
rrease to Venue, goddess of " sexual love.E (1. That it was a 'e-’
male figure held responsible is partially indicative of .a 353
‘patriarchal attitude surrounding ViD. which, as will be dis%—
cussed later, has increased women's risks of diseeee morbi#ity.

The evolutionary theory, in contrast te the Columbian‘

syphilis, Let us begin with the epirochete.

: Spiroohetee are fanily of microorganieme closely re—
lated to the bacteria.’ The term, "epirochete”- comes from the

<
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Greek word" me‘aning wepiled hair®, which aptly des‘cribes the '

~ shape of the organism. The coiled hairs- responsible for syphi-
| 1is are called Ireponems pallidum 2 mixed etymology of Greek

and Latin that ‘means "the pale thread that turns arcund and

around, "™ - These hyperactive corkscrews, however, do not cause -

'isyphilis only, they are also responsible fér at least‘three;

(possible four or more) other illnesses‘known‘oollectively;as

tthe treponemetoses. In each case'the spriochetes'are marpho+~'

:“logically indistingufsheple, and this is the crux of the

' evolutionary argument.

First put forward by Dr. C.J. Hackett of the World Health .

Organization ebout fifteen years ago, this argument begins |

" with the,assumption that, oﬁbd/upon a time, all microorganisms

7 L after a suitable length

i

were saproph?tic (living pn decaying vegetation) and that s
//=,
ZZ time in the vegetable soup, moved -

into a commensal (coop ative) relationship with humans, 5v6 7

:fAt ‘some point this re 7tionehip was no longer workable° either

_ environmentsl chang s forced the spirochete to further intrude

upon its host, or Matukal radiatién caused a genetic change.

.In either. case he spirpchete became pathogenic ("causing

disease"). is evolutionary shift can also be understood

with reference to Neddington's theory of biologicaﬁ cybernetics.

V’f‘This theory holds that the environment sets “problems" for/an

organism's phenotype, which causes the genotype (as a selfb

regulating, structural unit) to make'adjustments in,thé pheno-

 type. This, in %urn, forces adaptation by the environment to

N
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the new phenotype, which results in new problems" for the

organism to resolve.v The evolﬁpienary theogy is thus dialecti-

+iuuhdlagtia

cal and continuous, Furthermore, the environmentax\hproblems"’
facing an organism can be either "natural" or personrmade"
Lvl v | o

i,e,, social,

Hackett placed the first appearance'of a pathogenic spiro—

chete about 17,000 years ago, far enough back that embarrassing

’*f‘i"**ii;in—the*ﬂrst pl&ce%eul&wﬂessiblet be-answered,- theaseeﬂere

|
|

questions about what precisely caused it to become pathogenlc, - 3

msking a~£ool‘gf anyone who would dare to ask them, The first .
illness is known today as *pinta" (Spanish for "painted") and
is a condition thaﬁ can still be found ip certain parts of the
world, Pinta is pridarily a childhood disease, is transmitted

by skin contact alone, is never congenital does not affect any

‘of the internal organs, and manifests itself as a simple geo~ L
graphic macule—*one or more patches of de—pigmented skin that |
Wmake the body look like the coveralls of a sloppy painter..
1bout 5,000 years later, in the intensely warm and huﬁld
jungles of Afroasia, the first transformation took place and .
a new treponemal infection appeared, "Yaws" (a West Indlan
}colloquialism)‘is slightly more serious than pinta. It is,still,
~ @ childhood diseese; is noﬁ‘E6ﬁEéﬁitHlffiS‘treﬁsmitted‘by;suri‘f“f‘f“
.‘faceskipcontactonlybpz,'while‘notaffectinginternaleorgans}\'z
| ‘such.as the heart aho brain, it cep damage the boney tissue, =

o : o | L r
especially that in the legs, resulting in a rickets-like handi-

~Cap.



, Some 8 OOO years ago, a dramatic change occurred in the
‘*earth's climate. The last of 'the great ice ages was drawing to
a olose and, as the huge glacial masses retreated to the poles,
iflarge tracts of land rapidly changed from rain forest to desert
. particularly the land mass -we now call northern Africa., The |

- spirochete, normally used to moist climates, was increasingly

(-

“confronted witn arid climates. Having come to rely,on g medium -
of moisture, the spirochete retreated from the bré%der expanse |
~of théebody to more specific areas where a moist climate could

be assured, i.e,, the mouth, the armpits_;and the anogenital

| region, If we recall Waddingtonﬂs cybernetic. theory,'any *
problem in the environment which causes a change in the pheno—
type must also include a change in the gEnotype. ASVthe,spiro- i

_chete changed genotypically in response to the shifting‘climate

Bejel is an Arabic word meaning "bean—shaped" and the diseaSe
' was named after the bean—shaped lesions which frequently'formed"’
around the mouths The disease today is referred to as endemic
syphilis, It 1s still primarily a childhood disease, {s seldom-
congenital is transmitted mainly through contact with the
‘mouth or skin surfaces but, unlike either pinta or yaws, it is

capable of doingilom44damage,tolthelinternallorgansrlandlcanlllllllsaf

cause tertiary skin lesions and buboes, - (Buboes are formed {

when the lymph glands, particularly those in the groin and arme.
pits, absorb infectivé organisms and swell.)



- Further ratification of Hackett's -apyironmental theory can.

‘\ be found in the 0Old Testament, Specifically, certain passages
in the Old Testament. describe a disease which many have since
', called leprosy; Leprosy, however, is;not a. congenital disease,
which is perhaps the only way of distinguishing the ulcerations
"' it produces from those of tertiary syphilis. Consider this
Biblical passage from Deuteronomy 282 |

The Lord will smite thee with the botch of Egypt
[even then they were blaming it on other nationsj
- and with the emerods, and with the scab, and with the’
' . : iteh, whereof thou canst be healed, The Lord shall
- —smite thee with madness, and blindness, and astonishment
B : of heart, The Lord shall smite thee in the knees, ‘ g
" ‘and in the legs with a sore botch that. cannot be =
healed, from the sole of th foot unta:the top of
thydhegd Then & L 11l T )
. wWonde a, )

(my emphasis) g )

That this describes syphilis and not leprosy is evident from

the reference torcongenital ini‘et:tion.LViJ ‘
' Yy While it is not. deecribing leprosy, however, it is.also
— not an accurate account of endemic syphilis. Only epidemic
‘ syphilis can, in its more progressive stages, cause the crip-
,pling insanity and heart disease referred to above as "mad- }
ness and -the astonishment of heart " It is therefore likely
that, circa - B, Ce, endemic syphilis ("bejel") underweng//
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this transformation was largely brought about by changes in the .
8

R

social behaviour of people, In_general, as societies became




.

‘more formal in‘their control of human behavicurs especially
, \ y c

_ sexual behaviour, it became more difficult for the spirochete
' to be assured of a way of hopping from one person to another._

. More clothes were being worn and :fgulations governing phy31ca1

contact were coming into consens

-existence. As Hudson

commented, "...in a clean and clothe- 'urbane® society,

coitus has become the only‘contact of sufficient intimacy to :
9 :
"

There were physical environmental changes, as well asl

“*‘“f"“*44sociairones“4that4can‘account‘for‘thevsp1rochete*assuming”a‘*“*‘4* —

ensure the transfer of treponemes,

sexual mode of transmission. In particular, it is ~thought that_'y4;1'
‘the spirochete has difficulty surviving in cold, dry climates.

As syphilis spread northward into Europe, it adopted a more
exclusively genital preference where warmth, moisture and a‘

method of transmission (barring universal celibacy) were

) In recent years a few particularly assidubus scholars have N
‘attempted a reconciliation of the evolutionary theory (wTth its
overwhelming amount of supportive evidence) to the one embar-,; 7

) rassing shard of truth which the Columbian advocates use WQ de= é
' ﬁmoralize the evolutionists. how does one account for the | ‘

sudden presence of an extremely pernicuous Pox during the 16th

century, appearing.almost from thin air? There is no simple S

it e ETdleh (B 2 L

answer to this query, although it can be argued that a new
type of epidemic syphilis wasvre3ponsiole for Charles VIII's
~ loss at Naples in 1494 Specifically, the last few decddes of
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he 15th century were rife with warfare, ‘and with warfare there

wvas mobility, relaxation of sexual mores and rape, all of which
ﬂould abet disease transmission, It is theoretically possibie

a e

that a quiescent spirochete,;capitalizing on§these, groblemmatic

opportunities in its enviromment, underwent a ratherrsudden

EEIE SN T e i)

genotypic shift and re~emerged in epidemic splendour.

(Warfare, of course, was not confined to the 15th century,

N
AN

I ASyphilis_nmmxbumLzmmpann;

'so thetreéson for the sudden Great Po

epidemic is sbill.an‘il
inconclusive theoretical battle,)

»e and uorthiAmericaiﬁon44mm4miiii
the next~several centuries. ‘As rec }tly as 19#3 the reported

incidence of syphilis was equal to 10 [Vli}

that of gonorrhea,
But with the re—discovery of penic 1lin in 1941 syphilis the
harbinger of death, was tamed in a starkly dramapic}way. For a

reasoh no one fully understands, the spirochete has not muster-

‘ .

ed any resistance to the‘entibiotics, and the'widespread.use of
pencilliﬁ in the early 1950's virtually wiped syphilie out in
North America.ll Tho :ds of endetecte&'ceses of syphiiis'werer
cured as a bonus»uﬁx\ a’ person took antibiotics for any of a
myriad of other reasons, Syphilis today is infrequently seen;

‘there w§re only 299 diagnosed cases in British Columbia in |

1979.’12 A disturbing fear nonetheless remains that we could

ourselves free from the great potential for morbidity and

mortality that sjphilis contains,




Although gonorrhea's history may seem lacklustre when com -
‘pared to that of eyphilis, it is nonetheless a long one. The o

first ‘record of the disease goes back over 5,000 years, when .

a Chinese Emperor (Hoang Ty) observed that:

Among the external diseases is one that is different
from all others, the symptoms of which are easy to
recognize: They are [1] infections of the urethra and
vagina at the same time as the bladder [2] drainage

Sy
A S 2 3

There is little. doubt that this is a doscription of gonorrhea. :
The term, "gonorrhea", is derived from a Greek word meaning =~ .,
oy F "Spilt seed", a confusion arising from the discharge's superfi— |
cidi resemblance to semen,
- w—¥he—Biblercontains—references—torgpnorrhea;~justhfbﬂmnmi4ﬁrf—~®ﬂ*
syphilis, although onl\

one statement it makes has any anecdotal
relevance to today, For‘centuries, and persisting evenato'thel
present, many people have‘feared that V. D, could be picked up
from inanimate objects, One of the origlns of this particular
neurosie can be traced hack to certain allegorlcal inaccuraC1es

in the Bibles

@

sseand everything whereon he sitteth [that hath the
issue] shall th on any tnlng
whereon he sat that hath the issue shall be unclean.

iasue shaIl bewunclean.
(Leviticus XV, 4,6, and 9, The "issue" is gonorrhea,)

Gonorrhea, according to the Bible;.could be transmitted via a
‘chair or horse saddle, and the seemingly eternal myth of drink-
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»

In the middle of*tﬂg\Ich_eentury two characters emerge—

Napoleon, Bmperor of Eur&pe (or so Ne liked to call himself),
and the ill-fated Lord C&rdigan—«whose involvement with gonor-
rhea may have had the same level of hlstorical consequence or

literary inspiration as those countless rulers who were plagued

[P PTEN

Napoleon suffered from what the French called "chaude

~_pisse"™ which we North Americans call hot piss, burning:urineﬂ

| or warm water, depending on our degree of prudery. vlﬁWCiinical

parlance, Napoleon suffered from dysuria brought on by a ureth-

ral stricture-—one of the complications of untreated gonorrhea

- which many men developed during those centuries when gonorrhea

[ix)

was untreatable, The stricken Napoleon came to abhor his

'Wmlnngﬂmarbhesy findingSthem~¥erywpainful,wWHewteekm§o~ridingfiar~mﬁf~
cushioned carriages and to providihg himself with as many of

the palace luxuries on his military treks.as could humanly be
carried by his soldiers, This insistence on comf&rt, and the
likelihood that the constant pain clouded his judgement, may

have been factors in his decision to press onwards towards Mos—

géw only to be defeated by the fatal jaws of the Russian winter,

Lord Cardigan had the same malady, except the British

\

preferred the more excruciating metaphor of "peeing

broken glass", Despite the fact that Cardigan found it

impos§ible to s8it in the saddle of a horse his mllitary pride

and-consciousness requlred that he do~so. The piercihguagony



he felt when he mounted to do. battle dnring the Crimean canr-
paign could well have caused him to order the "Charge of the
Light Brigade!" asg an. expodiont .way to dismaunt as quickly as

: possible, regardless of the outcome,

b

Gonorrhea has also been responsible for a few social

_gonorrhea or syphilis until pemicillin came along, many thous~
~ands of men infacted with gonorrhea were walking about with o

-®

/m44ﬂ7»—2>thercathater?f—ft~wvu1dkhardiy“dbft@‘Wéaf“it*iﬁ‘ﬁﬁé*ﬁ,EOP pock=

7blockages in their urethras, ﬁnable to pee, Something had to

be done or else the bladder was in danger of exploding; The

solution was a - catheter, a thin, metal tube that was hollow so

. thau, when inserted up the urethra, it would separate the scar

tiss&% and allow the urine to flow. But where could one keep

" et for the holier—than-thou's to glafe at aCCuéinle. It had
to bé‘carried ‘with discroticn,fbut'always:within reach. One

day a gentleman discovered that men had something else in com~

mon besides the ubiquitous dose: they all wore hats,

To accomodate the cathetgr, the hat had to be "elongated"

and, although there is no clear documenbation»of "cause—effect",

' a1 gt I, I FRCI
most—of the early stovepipe hats—all contained small inside
pOCketS for the purpose of storing a catheter.
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On a*more serious note, if the widespread, soﬁewhat‘nn- §

' controlled use of penicillin‘in the 1950's unintentionally

—

-aided the battle against the spirochete, it apparently back- ‘@; :
figbd with the gonococcus._ Gonorrhea today requires the most :é/" 3

massive dose of penicillin of virtually all infectious diseases,

Since the early 1950's, the dosage required has increased from i
'600 000 International Units (T,U.'s) of pen101llin to a whopplng
5,000 000 I.U.'s. There is speculatlon that, with millions of S
hm;;uuggﬁpeeplegreceivingglewmdosesﬁefApenleillingferfagvariety ofmlnorlé
| complaints during the 1550's, all the weaker strains of gonor— ‘
rhea Qerg ﬁnknowlingly.knocked‘out, leaving only t%e‘hardier |
;t?ains. In effect, we may have compresséd the hormal process
of natural selectioh for the gonococcus from a few millenia to

a mere few decades,

There hés been some concern in recent years that part of

the responsibility for gonorrhea's increased antibiotic résis-

‘téﬁce lies in the overuse of théée drﬁgé.[x]7”Whilé énﬁibibtics

are now prescribed more cautlously in North America than they

once were, chickens and pigs are still being sustained.durlng

their growing years on low-level maintenance doses of antibio— . .

\ . ‘
tics, Every time we consume these products we are also consuming

antibiotics continue to be used in fairly‘indiscriminatglways.

These drugs are available over-the-counter and are often con—

sumed for almost any ailment in the same fashion that our
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society misuses acetylsalicylic (a.s.a.) products. In fact, it n
is even possible to get aprophylactic dose of penicillin from a e
' vending machine in some of the "red-light" districts in Manila.A . i;
wWhether or not thia is a good idea is mood* "and there is a T 3
,'hitch°' the clev?r entrepreneurs of the far East, like the cle— ;

‘%er/eﬁfiepreneursrof ‘the new West exploited their market in

™ this case by selling antibiotic capsules that were only half _ :

or quarter filled and totally® ineffective against gonorrhea.EXi]

s

iiIheireportedigcnorrheaiiniNorthiAmericaithay_ayeragesiini_ii; ,,,,,,, i
excess of 400 cases periloo,OOO-population, and even this high =~ =*

figure is an unreliably low measure of its true incidence,

S ) B

N
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Fo‘om'o'rm TO OHAPTER ONE

[1] Catherine the Great is reputed to have had a voracious
sexual appetite and apparently bedded her entire Palace
Guard during her reign, According to Wright, "she
started the first hospital in the world for venereal
disease, which had fifty beds, at St., Petersburg, ~In
pursuance of her syphilophobia the lovers selected by
her from the Army or 'in the course of social contacts
had first to be passed by a committee of six women
known as "les Epreuveuses", one of whom was a lady of
good English family, After 3 moriths observation

the lovers would be accepted oinly if dpproved by the

committee on grounds of technique and if judged frée

from infection after examination by her Scottish doctor,
~ Fergusson, "

Al DickSOn Wrij

"Venereal_Disease Among the Great“‘

y 1971,

, [ii] Recent historical leaders who.some believe may have
suffered syphilitic in ty include Adolf Hitler and
Idi Amin, ; :

[iii] The name syphilis was given to the Pox by Giralamo
Fracastor, a“physician who first worked out the intri-
cacies of contagion, in 1530, .Syphilis was the name

_he gave to a shepherd in a poem he wroteé, in which the
unluckly lad was smitted with the Pox for making the

- gods angry, Etymologically, syphilis is a nonsense
word that merely sounds Greek; ‘

[iv] The first reference to the ndisease of Venus“ actually .
N goes back to the ancient Greeks, who thoughﬁ ‘that such
ailments as discharges, dysuria and dyspareunia were
caused by overindulgence in the carna{ arts, which were
- under the aegis of Venus and Eros (the latter being the
- "god® of sexual love), What if John Astruc had been a
woman? Would we have calléed these diseases Merotic
disease", or E.D. for short?

[¥] For more discussion of this cybernetic (or "structural")

model of evolution, see Jean-Piaget .§&EE&§8E§FEE§ Basic
Books,nglorkiile;gspgciallyCapter,iQrganic

- Strugtures",
One interesting theory of genetic structures argues that

the gene pattern of an organism is a formal arrangement

in which biochemical "messages" or “conversations" take

place between the genes, II environmental stress required °
tive change in the phenotype, it is conceivable .

that e requisite change in the genotype does not have

to be a re-arrangement of the genetic structure. It :

\,_,./\\
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- order) the gemnes "talk" to eagh other, i.e, ,
chemical sequence, Thug, two/organisms with virtually -
ldentical genotypes could—cause two quite different , ‘
diseases (as in the case of the treponematoses) by
- altering the pattern of communication between the genes, -
. - For more information on this subject, sees: ST
_ ‘Howard Pattee, -editor, : Theory: The

gféCg*g%ex Sggggm§, Georg ‘ 133
especially pter Two, Hierarchical Order and Neo- .

genesis" by Clifford Grobstein, and Chapter Three
- "Hierarchical Control Programs in Biolqgichl'Devei
by James Bonper. . . . - :

opment™"

[vi] There is still a confound: although leprosy is pot .
.congenital, it is infectious and whole families (and their

. offspring) may contract the disease, Whild this obscures
_the precise cause of the disease referred toin the Bibli= —

cal passage, Rosebury has commented that, respecting the
- origins ol syphilis, "it is not proof we look for, but

plausibilityeee" SR 5 ’ N
-\ Theodor-Rosebury, Microbes and Morals, Ballantine Books,

19730 p.880 R ' ' '

[vii] It will dater be argued that gonorrhea‘was_underrepbrted.
' The incidence of syphilis just fortziiﬁars ago was none-
- the less substantially greater than~ft is today, S

. [viii] This belief, of course, has also been sustained by a —
R sexual double’ standard,” It is lofical to presume that o
men, when confronted on their infidelity as manifested
' by a dose, would plead that it came from the local pub's

, [ix} Not that treatment in the preceding centuries -.wasn't
‘ , attempted, = There used to be a popular medieval saying:
' five minutes in the arms of Venus, five years in the
hands of Mercury, Steaming sitz ﬁaths*or!mercury vats
did not cure the disease, They merely made the sick per—
son so completely miserable and totally poisoned that the -
. original malady faded into triviality,  latrogenesis
. (physician—ind%ced illness) may well % as old as medical
practice itself! . e o —




'[x] It is appropriate to regard a great deal of antibiotic
use as unnecessary, since many of the symptoms for which
- it is taken are caused by organisms which may not respond
to antibiotics, I have had a personal experience with 'a
s Vancouver physician who gave me a prescription for tetra-
- . . cycline and said, "If your symptoms don't go away then at
' least we'll know what the cause isn't," thereby using
: drug therapy as part of a- differential diagnosis, The
. danger inherent in this practice (and in the vending -
- machine example) lies in confronting an organism with

o insuffici

'\\— drug,amougts sufficient to alter its functioninv but

;the organism's antibiotic resistance."'

s [xi]'While the politics of medical care (including antibiotic
- use) in second and third world countries are complicated
_and volatile, it remains true that the excessive antibi-
otic use in many of them may reduce ‘antibiotic
~effectiveness in the future, For example, two different
strains of penicillinase~producing N, gonorrhea (PPNG),
capable of neutralizinf completely the effect of peniclllin,
developed in the Phillipines and the JIvory Coast of
- Africa=—two countries with notorious Mack of pharmaceutical
control, See: '
Ce Wilson, _&Q}, "Increased Antibiotic ‘esistance of ‘

. es of

) "-Penicillinase-produc mm M 11 (80h6)
. 993=995, November, 11$% _
P, Plot, "Resistant Gonococcus from the Ivory Coast" ,

- Langet, 1 (8016): 857, April, 1977l D
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of Diéeaséé' Demons and Scientii‘ic Veneers:

PRRITI R YT IR S

_The Afc Of Blaming the Victim S S T

o - 3 it therewere no-disease in the world,
, there would be no decency. The fear of God, Our

illness_is a sign of the disapproval of God far
what we W€id," ,

Army chaplain to private on the subject of venereal

disease, from the novel The Gallery,” by John Horne

Burns, Lou7
’ @ .

L2




Just as most cultures ascribed’unextlained phenomena‘to
supernatural forces until naturalistic (i, e., "scientific")
explanations were formulated and tested out so, too, were dis-

| eases considered the workings of deities until the process of k
W}contagion andethespossibilitynof germs wereAdisoovered.EiJWJA—s—;:~
' In the theocratic state of the ancient Hebrews, Yahweh was '
conceived as a paternalistic deity, alternating between fatherly
protectiveness and'vengeful punishment, Disease invtheididr
Testament was almost.invariably’the result ofkonefthingr—tne
~wrath of God, While such a view may have worked well in kéeping‘
the fear of God alive in the hearts of His servants, it wasn't |
a particularly useful disease—intervention strategy., There
are many Bibilieal~storiesrdescribing~disease—asmpunishmentmfor~~
sinning, _In particular, whemnever the Chosen Ones began)messing
around with other gods (notably phallic worship), the Lord
_would "smite them with emerods in their private parts" which,
translated into contanporary street language, means that He

gave a dose to the Ones he loved most.[il]

P
, e
The notion of diseases as‘punishment consequent to moral

transgressions persisted in Christianity throughout the centu-

—_—

- ries. The father of Christian dogma, Augustine///or ‘example,

wrote that "all diseases of Christians are to be ascribed to

w1k

ons, >As with many other beliefs another tenet of

Chyistianity was that of original sin, which further confused
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the nature of disease. According to'Bede/the Venerable,

 dedicated historianNéi)the early days of the Church in |
England, Augustine (when Bishop of England) wrote te Pope

Gregory in 597 A,D,, enquiring whether or not sex for
procreation was'sinful The- Pope replied to the effect that

\
'"in sin was I conceived in sin was I born," nl5 Sexual

behaviour became ever more linked to a state of sin.[iii]'

During the middle ages, men and women who, with the ex-rr>v 
ception of nobility - and their court, had little pleasure
open to them except sex, found themselves condemned for the
very act that, ironically, ‘also served to maintain the privi-
leged power of the Church dnd the monarchy by creating the
next generation of church-goers, tax~payers and peasants.
Caught in the double bind, as it were, “these lusty peasants """"""""
often took to ‘the woods by night and engaged in mass couplings

“of baachanalian dimensions. These hedonistic outbursts no

' doubt aided the spread of V,D, and, as no one contracting a

disease in this manner would confess to it, even limited at~
teﬁpts at control were virtually non-existent, For posterity's

sake, the history books of the period, kept diligently by

__learned monks,  referred to4thempeasantsiisimpleidebaucherymas,i;figgcgu

satanism, and to the peasants themselves as witches and war—

locks, The web of sin; demons and punishment continued to spin
[iv] ‘ ‘ |

itself around disease,

.. R W . e . - : =
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Byvthe 18th century scientific enquiry had begun to take

- some of the devils out of disease. Not surprisingly, venereal
disease managed to get left out, John Astruc, the physician‘
with the gall to blame the whole mess on Venus, wrote in the
mld-1700's. | |

That the Venereal Disease was sent into the World
by the Disposition of Providence, either to restrain
L as with a Bridle, the unruly Passions of a -sensual

,,7ﬂwueww;ufwssAppetitersosfas!a—SceurgerteAcorrec%—thesGratifieasion~ss~Wff—v

of them, is an Opinion highly probable...16
To Astruc, V,D, was a "severe Wickedness" and the stricken
souls should shide -in shame, He lamented, at the same time; -

 that so few people sought treatment, but thats not hard to
understand considering that his condemning attitude was taken,
in his days, to be an enlightened one,

Even a century later, in 1869, the only word the French
physician, Lanceraux, COuld find to describe v. D was "ev11"
which, by ass001at10n, also made his. patlents eV1l A7 Such a
morality was not without its toll in humdn tragedy, Consider
‘the fate of the 18th century writer and critic, James Boswell,
who succumbed to his sexual urges and, as a result, according
to his official biographer"

eeoWas a man traﬁged by forces beyond his control his

motives deeper than his insight, driven to a life of

“chronic anxiety, ridden by a continulng sense of guilt

and need for punishment intemperate and incontinent,

”*”*sss%*L”s*”‘impairing'hiS‘mannooa by courting (and receiving)
venereal disease in expiation, and finally dying of

S : ' its—sequeiau.la
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Aithuugh'effectivettreatment4f0r4V4ﬁttdIdn*ttexist‘enrﬂﬂrmy
time, the condom was developed sometlme during the 18th century
19

as a prophylactic device and non—moralistic advlce on sexual
behav1our could have been undertaken.[v] The disease, however,
‘was' regarded with such moral loathlng that when llberal-minded

physicians in Denmark in 1788 attempted to open a "free V,D,

ﬂinrc"rtheyffomrdtbhemseives*w” e

...faced by more than a hundred men, armed with
heavy flails, foaming with rage and threatening,

us; if we did not leave their women and children
'alene; they told us, they would do violence to us.
So we had to content ourselves with those who '
submitted to the treatment of their own free will,
In this way, the disease will never be eradicated,,,

By the end of the 1%th century, this heritage of guilt
and sin began to be criticized. In Brieux's play, "Les Avarids"
~(which is superficially concerned with syphilitic insanity),
the physician delivers a diatribe against the Victorlan
- stuffed—shirt5°

This disease is like other diseases; it is one of our
afflictions, There is no shame in being wretched—
even if one deserves to be so, Come, come, let us

have a little plain speaking! I should like to know

how many of these rigid moralists, who are so shocked
with their middle-class prudery that they dare not
mention the name, syphilis, or when they bring themselves
to speak of it do so with expressions of every sort of
disgust, and treat its viqtims as criminals, have never

S run the risk of contracting it themselves” 21




... There may be a good- de&}~e£’i%~fas—you—say—”but4takeﬂ
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H de to e——Nat nalisno RaciSm and Misogvny

By the turn of this century morality was no longer equated

with fire and brimstone, and the notion of original sin began

to fade somexhat. Religious morality did not disappear with:
the dlminls ing political power of the Church, however, it b

" merely changed bosses and became secularized Governments,

rapidly increasing in size and power since the massive industri-

- alization of the late 19th century, became,the,newgmeral arbi--

trators, and nationalism became the new moral passion that
could serve the samegpurposes of sociaf control for which reli-
gious doctrines had once been manipulated,

" This new ﬂationaliém, spurred on by the two great wars,
Was also mixed in with a dash of racial prejudiee. ~Not only
was it'un—Canadian,'un?Ame}EEeﬁ“(ef'ﬁn—khe£e§er) to‘have V.D.;
anyone who wasn't a real true;blue American—that is, anyone
who wasn't white, anglo-saxon, protestant and male—was immedi-
ately suspect of being "dirty", Dr, Parran, Surgeon-General of
the United States just prior to World War Two, tells this
story about a certain Mr, Blank who’admonished him for bringing
up the issue of syphilis at a dinner-speech: | ‘_/‘

my word, you'll find“these filthy Europeans brought

it over, along with communi I

‘grandfather fought on the CONSTITUTION: able—bodied

. seaman, died of his®wounds after the battle with the

- GUERRIERE, Line comes.right on down, Clean American
stock, Why should my wife and daughter have to listen
to nauseating details abou 'thisLhorriblezdisegseoand_
why should I shell out good tax money to take care of
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the reprobates who have it? Ship 'em back to Europe.
where they belong! 22 \ :

Unfortdnately for Mr, Blank, he would have been one of his own
first victims, for as Dr, Parran later found:
..;Sne of the names on the list of the CONSTITUTION'S
ship's surgeon was that of great—great—grandfather

Blank, who had required treatment for a particularly
syphilitic ulcer! 23

The view that V,D, was an um—American activity in the same
league as communism is:epibomized by this dnecdote.from The
Gallery, a Wof}d War Two, novel by John Burns, It cgncgrné,a
hapléss soldier seeking treatment for a dose:

"So you got burned?" the major said, "And you'll
be losing those three stripes too," '

"Yessir," : .

"I don't say: Welcome to our hospital, You're not
going to have a good time here, Our whole setup is
guaranteed to make you hate everything about us, We
don't want men coming back here, do you see? There's ,
no excuse for getting V,D, No excuse whatever, We
give you treatment here, but we do it in such a way
that you won't care to come back as a repeater,.." 2L

The reference concerning the loss of "those three stripes"
relates to the Army policy of considering“V;Dkxg “crime" (the
secular.equivalent in many ways to the religiousﬂconcept of ‘
sin,) Infected Army men, prior to World War Two, were deprived
of ﬁheir pay, and officers lost their commissions.25 Even‘in

1969 this heavy-handed legacy persisted as Dr. L. Nathan, a

miiitary physician in Vietnam, noted "that many serviceman at

home and abroad tend to avoid military physicians when they

suspect they have V.D."26
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The puhiﬁivé:undercurreht to military treatment of V,D. - T

- also predominated in the 1argér*svctéty;‘sometimes—sub%lyygfﬁﬁun}ﬁ;;\ ;
blatantly, - For example, the unpopularly enlightened Dr, Parran

wrote in the 1940's that physicians must "learn to think of

syphilis scientifically as a dangerous communicable disease, &

R VI SO NI YD ST SUEL A

| which’it is; rather than moralistically as anpunishmént for
sin, which it often is not."?7 Although,Parran acknowledges
7f4““”";fﬁﬁf"S?ﬁﬁiliﬁ*iS”Uften*ggp~ékpunishmen%mforwsinrwheistillwhﬂdgeshnyg_;AA,
- ___his bets against Augustine and leaves the door open to the pos—
‘sibility thaﬁ;‘at least some of time, syphilitically infected
‘persons are, indeed, sinners suffering their pehanée.
A more obvious moral connection was drawn by Dr, Downing
who, in the 1950's boom of penicillin therapy and the drop in
V.D, incidence, reminisced about earlier decades in which V.De
treatment with Fhrlich's 5606" compound of aésenic and bismuth
lasted at least 18 monthsey - N
treatment, whatever fear the amateur had of long and
arduous treatment lasting for a year and a half was
completely dissipated, Whatever effect the arsenical
and bismuth era had in preventing sexual promiscuity .

no longer exists, Promiscuity in this country is on
the increase, ,q4 : ‘

~q¥ . essWith the advent of penicillin and its short-term

This passage is interesting for several reasons, First, it
typifies a hidden bias that has existed until only recently in

~_ V.D. Control programs, i,e,, that a major intent of Control

agencies, phyéicians,'clergy ahd‘thé'liké has often been to

proscribe sexual mores and behaviour, with the fear of V.D,

providing a valid, 1f usually distortea, pretext; i hdve

s B R AW e e
P



in this province within just the past four years, particularly

with reference to gay men and the "steam bath" phénomenon.
Higher syphilis rates among gay men and the number of anonymous
partners-encountered in an eveni g at a bath has occa531onally
been used to support a person's pelief that homosexuality is
wreng~andwthat*hemesexuals~areuﬂmixedmupﬂ~erﬁ“emo%iﬂnaily~dis-~—~—ﬁ~~w
turbed, " | |

This tendency to use V,D, as the big Stick with which to
keep morals from crumbling is still lent credibility in profes—
sional journals, In‘197h, for example, the American Medical
Association published its policy on V,D.,, recommending such
preventive strategies as:

1, Fidelity and continence in married nouples.
2, Abstinence by unmarried couples. 29

In 1977, the Director of Professional Affairs for the Lanadian
Medical Association demonstrated a simil

logical distortion:
gb are advised by media advertising that,..it is now
wrong" for an individual to have i
s~ Add to this libertaridnism the pletho
contraceptives and the availability of
and it is easy to see why V,D, is often
those infected as just a nuisance,

generations ago V,D, was considered a disaster and a .
stigma; now it is looked upon as no more inconvenient
than the commbn cold,.es. It is no wonder that society
is faced with a rising rate of V.D.; perhaps one should
" be surprised that the rate is not higher if the morals.
of today are given close acrutiny.....éo% of all (v, D ]

flourish, in Spite of the 1ncrea31ng number of enthu51astic
amateurs,..in some metropolitan ceéntres the 1nfection
rate among homosexuals is 30%, 30,

It is interesting that, despite the fact that figures and
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mca;;pronouncemanﬁs are liberally tossed about, the above passage

- does not cite one single referengg’to justify its claims, Time

L
. ~

and again, it seems, the credibility and power of the "scienti-

e bt bl a e e me AR

fic" medical profession and the "scourge of V,D," entwine to
~ promulgate stereotypic sexual norms, In a'wrap—up'address to
~a significantly large, International Conference on Sexually Afbtﬂ;

Transmissible Diseases, held in London in June of 1975, Dr,

Ambrose (an eminently respected venereologist) stated:
I believe it is wrong to teach the young that ‘there
is no harm in indulging in sexual activity providing
+that they avoid pregnancy and venereal disease, I be=-
lieve it is right to appeal to their idealism, to try
to convince them that self-restraint is essential in
this 1ife, and the road to happiness and freedom lies
in the 1dealsxof love, marriage and the famlly. 31
An interesting feature of two of the above passages is

their use of the word "amateurf which_flrstﬂbeganmto”appear,inm,',] ,,,,,

V,D, literature during the 1950'o and 1960'" This term was

applied to women who engaged in sexual contact with a number of

men (rather than with just one) to distinguish them from "pros”

who presumably -h&¥.the good sense to charge for it! A 1966

pamphlet reiterated this theme under the heading, "Main

Sources of Infection":
In the past, prostitutes were the main source of

— inieetienfgihmkﬁﬁr timevgxrlﬂ—is—equaliy—h————————%——~f—

as dangerous, tereste only in a good time, she

o -and night spots
lookin§ for a "pick-up”, Although they do not charge
money for their favours, the cost can be very great
to a person that becomes infected, [vi]

Ever since John Astruc s time (and probably much earlier)

women have been held responsible for V.D, In all of the
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epidemic pyramids that I have seen, for instance, the pefson
at the top, the brigin of that particulaf chain of infec;ion,

has been a woman:
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: THE FOUR POINTS OF ATTACK ‘ .
ILLUSTRATION 2: The V.D. Pyramid with a Woman gt the Top

(source: undated [late 1950'3] untitled B.C., Health Dept.,
pamphlet)

Almost all V.D 1iterature has been directed towards men

e and- mmmﬁyﬁmtﬁource of infection is

ties to throw conventional-——and presumably superiorF-sexualr

morality into a degenerating tailspin, From a B.C, pamphlet,
circa late 1950's: | - |



rromiscuous sexual contact is the great spreader of

Even as recently as 1976 an American pa

‘as fact that "in Western countries, the “amateur® contact

© VeDe  Much V,D, is caught by foolish chances taken when c
~ Jjudgement is impaired by drinking, Liquor, women and -~
VoD, is a common association, Pollution with V.De in
- communities arises from unsavory community conditions, -
This pollution comes from red light districts, brothels,,
and certain hotels, beer-parlours, dance-halls, taX1cab
-companies, restaurants, and rooming—ho ses,

et blandly stated -

P

(“promiscuity for pleasure") is becoming the'major source of

‘infection."

’“”The“miscgyniSt”biasWGT”V;D;flitératﬁfé is most apparent in
the manner with which prostitutes are regarded as “breeders"

of V,D, Whole pamnhlets have'been‘devoted to stamping out

“fsprostitution as the way to end the V.D, epidemic.32 Other

V.D., pamphlets casually mention that "75% of prostitutes are
~infected with syphilis or’ gonorrhea or both [sic] at any given -

time," (Alberta pamphlet, "V.D,~The Enemy W1thin" no date,
circa 1955) In the mid~60's in British Columbia a colorful

plastic mounted poster of a woman leaning against a lampost

boldly declared: L out 5 pickups have V,D, [viid” At the time
the Director ‘of the Division of V.D., Control knew from his own

jail statistics that only approximately 18% of prostitutes——much .

| less pickups—were infected with V,D. When queried as to the

discrepancy, the Director replied to the effect that "it was

simply a well-meant exaggeration to caution people [i.e., men])

to avoid V;D;"BB Once more, V.D, was used as a bat to .strike

away at sexual indig€retions; once more, women were perceived b

as party to thé "V,D. threat",
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. A follow-up poster was 1mmediately issued to appease the
public hostillty of a nascent women" s movement in B. : Thls 5@’*

poster portrayed a troubled-looking woman with a shadowy male:

- in the background and the. copy. Has he 1nfected you° This — «

is the obverse to the woman as whore:i the woman as. innocent\

4

‘ Wife. ‘Until recently in the V,D, llterature women were re—

garded as either prostitutes or’ loose (and source of the epi-
demic) or as wives and mothers (who, like babies, were the |
innocent victims- of VDo) It is- s:gnlflcant to note that thls
portrayal existed largely because men, rather than women, were .
seen as-hav1ng a VeDe problem; because men, wather women, were

the p;ofeSSionalsgin charge of solving the prOblem. As far

iback as 1919, woqgn have commented on this disparitys "It is a

curious c01ncidence that synchronously W1th the advent of women

in medlclne, reason 1nstead of prejudlce began to. govern the

treatment of venereal dlsease and the;lncllnatlon on.the part B 1

of the profession to excuse masculine promiscuity on the pleas '

of sexual necessity began to disappear."Bh' In ther.D.‘ﬂﬁcho-
tomy of women as corrupt or innocent; all male responsibility is
exonnerated,  Men are merelyfthekcarriers of an infection

spawned by corrupt women which will ultimately taint.innocent

fFinallv. for the QAke of a‘little levitv let's consider.

use of the term promiscuoue“ in many of the passages so far

=quoted. Promiscuity possesses a si le dictionary meaning'df

“haV1ng more than one sex partner", but its moral cgnnotations
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and its‘uSe as a pronouncement of jndgement would render it a

- more apt definition of "having one more sex partner than who-

ever it is using the term," 1In other words, while promiscuity

is a word freq&ently encountered in both professional V.D.
literature and in general pamphlets it is a term devoid of

any consensual meaning and, hence ~any usefulness.

While the moral overtones in V. D, literature have been
slowly muted, they have certainly not been eradicated, Demons

' may'n0'1onger'cauSerisease;”but"prevention'necessarialy\en-

tails living the life of a saint, presumably St, Augusting.
Although it has been known for centuries ‘that the condom
provides a good barrier to disease transmission, almqgt all

VD, pamphlets of the past twenty to thirty years fail to

mention its prophylactic ‘use anilinstead rely 1n ‘promoting ;7;"7”

"wholesome" behaviour as g deé%rrent to disease. From a
1966 pamphlet, replete with caﬁﬁoons of foobball skiing,
hockey, swimming and tenniss: ‘

HEALTHY RECREATION IS A SAFEGUARD, ,

Participation in sports and hobbies with good

companions is a help in avoiding V,D. infection.
Idle hands are the devil's to0lst  From another pamphlet of

the same era:

‘What can'you do to procect yourself from venereal

LA

disease? Practice good moral conduct, Avoid . f‘ \,

- promiscuity, Group activities——sports, music,
- drama and other recrgational activities sponsored
ZI school, church or commu ity are healthy
ternatiyes to prevalent practices of too—early
dating, going steady and pairing off under conditions
which favor sexual intimacy, .

=
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And" this pamphlet was available’ from National Health and
Weli‘are until Just a few years ago' |

| It should be obvious by thls time that V,D, informatlon
has functioned more to enforce a Sexual code of behav1our than

it has to adequately equip people with the informatlon they

Airequlre to, if not avoid V,D,, heﬁ at least prevent its

morbid sequelae, The sexual codé\being preserved has been
that of simple, strict monogamy:.

Young people must realize that/ there is danger in any
sex contact which is outside 6f healthy marriage;

and, of course, healthy riage, among othe thinge :

means knowledge by husband and wife that\tfsi are both
free from these diseases, 35

The family, in turn, is scape-goated for errantﬁchildren s

behaviours: ' . . o J”

behaviour suggests that the promlsculty which

almost always leads to V.D, is much less likely

to occur in children who feel secure in their family |,

and social relationships.and who have clear-cut goals

in life,

36 , ‘

As recently as 1972, the primacy of monogamous sexual behaviour
and V,D, control was emphasized by a New York social worker
in a book on V,D, for teenagers:

At presemt, the only effective prevention of V.D, is

~~thro
standing of the dieeases, and estabiishment of goals

' extramerital sexual experimentation. 37
Unfortunately, the author never lets us in on when such a post— :

ponement ends, :
: ‘ W

Lo
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Finally, our attitudes toward the control and prevention
ofﬁV.D..ovef the centuries had been best summarized by Theodor
- Rosebury: | o

In the absence of anything better to tell the young,

we keep repeating the old injunction against sex

before or outside of marriage, The argument is ,

phrased differently today and accompanied BY a little = -

more patient information and fewer blood=-curdling ,

threats; but there has been no basic change, It is

a legacy tracing back through puritanism to the doctrine

of original sin and beyond, The idea has no roots in
__hygiene or in a knowledge of human behaviour, Maybe = =

for that reasom——or whatever reason~-the prohibition

has never worked, 38
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,Egrt,' ree: Devils in Scientists' Smocks

In the preceding sections of this chapter, a cursory per-
usal of literary referenées to V.D., both ancient and modern,‘
indicated that the disease has often been explicitly or impll-‘

Acizly;LainLad*uinhdammnnnchrnmatic rﬁllginusAbnushA_ﬁM,D,uasAyA,méhL;ﬁ

symptom of moral contravention, degeneracy and, specifically,

sexual indiscretion, People with V.D, were consequently victim—
‘iéédeiéﬁ”thé'éﬁiéﬁéﬂiﬁét;’Eﬁr6£éﬁmﬁhéir"dﬁn immoral behaviour, =~
they were résponsible—for their illness, Treatment may well
hgve-killﬁd the infecting organisn, but since the.organisﬁ's
presence was only a symbol of a larger sickness, new and better
methods of treatment haa to be accompanied by moral education,
~ Ultimately, the disease only represented social and moral S —
ills, B |
The religious structure which was heavily.re;ponsible for
inculcatingxsﬁbh a punitive #nalysis begén-losing much of its
direct hold on social behaviour during this céntury. - It was
earlier”mentioneé that the state and nationalis@ began to |
emerge as a new "religion" independent of the hell and brimstone

threats, At Qhe'same time, the movement of phildsophical

rationalism that had re-emerged in the Renaissance several

centuries earlier (and which had since been codified under a
number of disciplines utilizing a "scientific method")‘bégan
to focus on socfal and individual behaviours. Sociology slowly .

’ carved out a niche for itself in the list of scientific topics

&
t -
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in the latter half of the 19th century, ‘and psychology/Psychl—vv

atry were quick to follow suit,

One coulq naivgly assume that the scientificvmethod, with’
its,cornerstoﬁﬁvcf iogical—e@piricism, might have cast out the
last demons from disease. This was not the case, While V.D.

‘ researchers &nd Program directors no longer invoked moral

L S S

degeneracy as the pr;me cause of vepereal disease, they stlll

sought out inQiCators‘that would isolate individual or social ,
characteristiﬁ&“cf*V;D;‘infected~persons that would explain z ‘ -
the presence of disease, Such an approach is not intrihsically

in error wheﬁ considering preventive or interventive strategies,
{Unfortunately, most of the psyche-social research (and'espécially

much of the current editorial statements of profeséionalsvoﬁf
ffD.) retains the same judgemental biases of the religious
system which preceded‘ft. In other wcrds, the majority of“;;
today's psychbnaccial theories of V,D, are little more than a
new jig tc an~old tune: people get these diseases because.
they deserve them, and people who deser}e‘them get them,
Prejudicial moralivy did ndt.#anish; it became secularized.
within scientific abstraction, Whereas in the past it was
“immorality" thﬂg distinguished these people from the rest,

*‘;fbaay it 1is WSBnormality":‘ é.g., neuroticism, maladaptive
""""iifBstyiBs*‘pﬁbﬁbnaiity‘dcféctS‘*impcvertshea upbringing,
" delinquency, And so on, ' |

, - Roughly speaking, this new version of "enlightened"

research can he divided into two streams: psychological and




ol

‘sociological, Psychological theories attempt to explaln

T, D, )EV1ii]as an outcome of

sexually transmitted diseases (3.
personal characteristics that cause an individual to behave
inéppropriatelf, i.e.,, to engage in a patterh‘of sexual activi-

ty that would invariably lead to an infection. The paradigm

rof this theory argues that a person may have a "neurotlc depend-

ency need* and will attempt to overcome this by engaging in’

sexual activity withga,largegnumber of similarly ”unrellahleﬁ,,Wf”,ﬂm
personality types, Sociological:theories, on the other hand, |

step back a foot or two and try to argue that incréasing S.TeDs

rqtes are simply a sign of a greater overall collapse in ‘our
society's structure and value systems, Onca again, the pre-

sumption is that certain sexual behavioural changes have occur—

-

A common

red which place more peopléiét risk of infectlon.

‘sociological_paradigm is the "3 P's" theory: promiscuiby,
permissiveness and the Pill,
“There is .a touch of truth in both approaches. Both, how=-
ever, grossly oversimplify the problem and their.assumbtions
are often based on bad research d951gn, poor 1nterpretatlon and

a refusal to examine other possible explanations for present

’”*ffﬂﬁft‘?@idemiC‘1eVB1S‘"‘NBV3TtheiBSS*‘TﬂﬂﬂF1xnﬂﬂjnn?ﬂxrﬂﬁﬁﬂﬁ%444444*

a—greatdeal-of-influence on both S:T.D, informationand — — ——
control programs,-and it is worthwhile to ex@mine‘some of the
- research upon'which these psyého—social theories are based, to

expose their fallacies,

v



A. PSYCHOLOGICAL DIMB’NSIONb
The first major undertaking into the " psychology of
S.T.D. occurred in 1945, when #atts and Milsonag studled a
large number of American soldiers who had contracted an 1nfec—
MmMmwmMsnnMLion,sHIheMau&hQnsmfoundM&haLMiniecnedosoldlerswuerespulcems
as likely to have grown up in an abnormal ChlldhOOd environ-

~ment, and attributed their infections to the abnormality of

their paet viz. because of their past they behaved in

abnormal or deyianb ways that -placed them at great risk of -

contracting_S.T,D. Beyond the problem of’placing.behavioural~

‘effect in early'environmental experiences, the authors wereﬂ'
‘never clear on their definition of abnormality.. Nor did they_
| describe the "chronic emotional and 1nte1119ence handlcans" )

which they discovered in some 95% of the u.T D, infected men, .
~and which\&?ey felt limited these men S usefulness to the army,
o | This research model, which became a paradigm of" many following
studies, essentially viewed S.TeDs 1nfect.{oé dswymptomatic
of some other,‘larger personal il1, -
Another study was conducted in the seme'yean by Weitz

and Rachlin"®, in which five hundred women who had been Vl

treated -for S,T,D, in a hospital were tested for intelligence, /}_

None had volunteered for treatment, The authors found that ‘ 
most of these women were "mentally defective" based on

the fact that they had lower than average I,Q., scores, They.



They also recommended that all $,T.D, patients be removed -

from "social circulatién“-da'”scientifically" argued: return

to the lock hospital concept of the late 19th century,
They reasoned that lower intelligence necessarily led to

sexual promiscuity which, in turn, led to-8.T.D. infections,

Apart from the fact that this is circular reasoning at _its

worst (3,T.D. patients have low intelligence, hence low

~intelligence leads to 5.T.D.) and that the valldits of T, — —

tests is now being challenged, the conclusion that all

infected persons should be removed -from social circulation

o>

based on the rindings of one, small, coerced sample (hardly
- ‘
representative of the entire population) is quite astounding.

This study, however, had a lasting impact, Until recently, a

popular S,T,D, myth was that intelligent people were immune, =

[ix]

whereas school drop-outs would become infected,
‘ More recent research,,utilizingaesseﬁtially the same.

technique of testing,S.T;D. clinlce populations, has found

diffarences in neuroticism and introversion/extfoversion between

patients and controls, with the former demonstrating a greater

. degree of socially maladaptive personality traits, 3,T.D.

- —infections are regarded by these researchers as$ a sign of .

. ,

therapy, and these studies generally conclude with the -
. \

recommendation that psychiatrists or psychologists be part of

the S5,T,D, "team" so that the underlying problem can he

i bt -

SIS e s



~eliminated, The pattern of this research, then, has beenltoﬂﬁiﬁ

test a captive clinic audience of 3.T. D patients,rdiscover
psychological differences between them and a random sampling of

the general population, and attribute the presence of disease

A

. . . 2 7. :
| . Lo
.y 9 . . . ot i AT Y T Tl '
il - :‘-i;u{ b Vel e i 558 e B Misn el S i i / N i

to those differences by arguing or implying that a particular
psychological deviancy leads to promiscuous "risk" behav1our.

Several other studies, ‘however, have found no difference

ted vonulations. 375

between S.T.D, patients and randomly selected populations.

The contrariness of these findings might be attributable, in

’

part to the“confounds"othheﬁdeviancyr~;sexual promiscuity —» A
disease equation outlined above, and to the Conqulon that -
'exists regarding the concept of personality traits which these

‘'studies attempt to-measure, 'fs”.,*

| Personality theory, whether it fixes traits as genetically - ;
”fdetermined or shaped by early childhood experiences, generally -
maintains,that a person's psychological make-up, once formed,
is static, Personality inventory testshave been developed to.
measure this make-up, and‘a number of sophisticated scales

‘have been designed to classify human beings and, hence, human

behaviour, Some of these scalesrmay have interes ng applica~

tion as tools in desc¢ribing behaviour’patterns,uyet they have

dependent on the notion of a static personality traitv/a notion o
which has never been validated As such, personality traits

and measurement tests are, at best, interesting games of,ﬁgsr_
-2
speculation and at worst, devices which can obscure the

.y
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“‘f reality of - social events.[ x} For ‘example, the standard,persona—fse~

presumed to elicit such traits as insecurity and poor self-

image (i.e., neuroticism andAintroversion). In the social

~context of an S,T,D, clinic waiting room,~however,'there’are "

demand characteristics which ‘would literally force. the respon—

dent to deviate from the norm. For instance how "normal" is

it for a person to be in an S,T, D. clinic with g researcher

——————————lity—testein—en—Sf?fDf—clinic4isea4pen4andepaperiqnestinnnairﬁeeeeeeeel

T PR

requesting,that she or he fillvin-SOme elaborate psychological
test'on‘deviancy° The stigma:of ‘impunity still enshrouding
S.T.D,, the fect that it has led clinics to ad‘pt a deicy of

complete patient anonymity (patients are usually called by

'.numbers rather than names) and the probability.that the ques—

tionnaire respondent has’ a disease about which she or he has

[only learned mystifying half-truths should surely caution any

Viresearcher on the logical foibles of generalizing any persona— -

lity trait findings outside ~ the context of S.T.D, cliniec

~waiting rooms!

This "demand confound".wae central to Stalrck.'--l’tomamns'L"6
criticism of such‘perscnality findings, -That S,T.D, patients
are more likely at times to suffer social maladjustment person-
ality defects and so on than are their controls is not valid .

information, because such findings were based on a small sample

of young people treated at special S.T.D, clinics in large

e

cities during the jears when there was not an overly enlight-

ened‘attitnde towards these diseases., 5111 another studyu7

found that-less than temn per cent of a 'large s

le of S,T, D.

petients—suffered any psychiatric distnrbances,

1d that these
r3 chat thes



V disturbances were almost exclusively mild depression brought- ',’
on by the enormous fears engendered by anti—V D, propaganda -

~ and the heavy, implicitly moral approach to the subgect r'Ini‘

‘ other words instead of psychologically abnormal people getting
S.T. D., oneé might hypothesize with equal (1f not greater)
validity that it has been our social attitudee towards these .

/f// diseases which<have turned‘normal people who did get S.T,D.
into temporarily neurotic, guilt—ridden depressives, = = - e

,,;mlslmlInlsum,mpsychologicalltheoriesmhaveebeenfparty to- thefrffwwefrewr
- same victim!bbnnng process shared by religious and secular |
moralities: that of attributing the presence of disease not
| ‘to the infectious nature of ‘the organism so much as to 1ndiv1-

“dual characteristics that compel people to behave in 1mplicitly-

irrespon31ble waye. S.T.D, patients, in turn, are normal only -

i when they suffer some form of guilt neurosis or psychic scar—
ring from their experience, as the: follow1ng 1976 paper on
health education and S Te D, demonstrate5°'

I do not believe that the majority of people profes—- . -
sionally concerned with medical and social problems = . ~-
[such as S,T.D,] share as a personal attitude the :
sort of moral indifference expressed by the teenager
~who said: "I cannot feel guilty or ashamed about
having gonorrhea because I have done something,
completely natural like just to sleep with sdﬁebody...

B, SOCIGLOGICAL DIMENSIONS :

societal factore which it'thought correlated ‘to the epidemic
)incidenoe of:S TeDe k9 These included a general ignorance of
/‘the disease, lack of home discipline, failure ‘of fear as a
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deterrent force, an emphasis on sexuality in the communication
media, earlier physical development and the misinterpretation
of psychological teaching 1eading to more permissiveness.r”It

is logical to assume that lier phy51cal development, by giving
rise to earlier sexnal deve opment and increases in the sexually

active population, ‘could increase Se T D, rates, just as lack

of public information could hinder many;infected:persons~from
|  seeking treatment. An emphasis onsemiality in the inedia-é- -
e partieularly eneasm ~ignored the realities of both contracep~ 777777777777 N
tion and S.Te D, -c%Eld also centribute to higher disease rates.
But the remainder of the WHO list is contentious and can. be .
B summed up as the prevailing 3 P's postulatz‘of promiscuity, |
permissiveness and the Pill. The 3 P theory assumes that any

increase in sexual behaviour leads to increased,s D, rates,

jy o and is more casual ("permissive") and less moral ("promiscuous")

—//23‘ than older patterns of eexual behaviour.r People are-not afraid,,,b
enough of infection to be chaste- women are rejecting sexual
- double-standards and are no longer monogamous. This latter.
point (implicit in all sociological theories of 8, Te Da ) reminds
me of what Lord William Acton, a British peer, physician and
‘grade=A misogynist, Hrote last century: “Thank God women have 4 |

~ no sexual feelings, otherwise ‘the world would be nothing but a
“““““brothel:“ ‘_ ‘ _
7 R B
Lists similar to that of WHO have been drawn up by other
~ authors, Cattera115° attributed increasing S T’D rates to
radical changes in sexual behaviour (i €y promlsculty)

-~ e ' _ ‘ } * Ty
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™ the Pill and resistant gonoceccal strains (the only non-eoc1al
| 7factor in his index.) It's amusing to note that Catterall

vfconsidere antisocial behaviour a "cause" of 8, T, D | This makes

: 'Qapromiscuity a form of antisocial behaviour yet, - te my mind,

it should be coneidered veuy'eocial. Furthermore, it is-a

Aemmuuweeeuwelaseiememamplemofkemipulatingiaadefinitionaandathenﬂusingfitlweelalig

- to define itself, ‘In this case promlscuity is said to be anti—

e

,social and antisocial behaviour is said to be a cause of <

W premiscuity; ,
| Mead51, on the other hand, went a etepafurther than Cat—
terall and linked SeTe D\ ‘rates to behaviours consequent to

,social degeneration and alienation, placing S Te D into a

list of "epecial social problems" which also included delin~

—quency, - drugabuee, violencer—fapathv enéﬁeociel upheaval, ~There -

is nofstatietical data to support either d's or Catterall's

- litanies, or of the one- put forward,by WHO/in 1965, In fact,
Mead's 1ist is especially.curious. Four of the six "special
' eocial problens"'are deecriptions of rly abstract concepts
(delinquency, violence, apathy and social upheaval) which have
no objective meaning apart from the one imputed by the observer,

His fifth factor, drug abuee, while not an abstraction of the

‘same order because it involvee specific behaviours that can be

monitored, ie‘nonethelees wobbly: when does use become abuse?
His list appeayrs a little lihefthe Sesame Street game: five_of
these things are like each other, one of these is not."Clearly
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——st4—444trS4Trﬂ44iS4theroddronerout“‘iﬂr1} , _
L Specific treatment interventions. It is included in Mead' , uvi ,)

list for the same reasons the WHO and- Catterall constructed
RO 'their3=_¢an asSumption that variations in sexual behaviour_canﬁ
| ' 'account for increasing S, T.D..rates.i But how true'istthis?’~
: | Does the‘number of sexu&l partners one has really increase the ,
t*r*r‘trtri‘sksrofﬁ%’f:&ﬁ:nfection‘?rrsu*ﬂf-f*jjf e E

Darrow52 53 set out to answer this question and’/;jcovered

that those patients who named SlX or more different pa¥tners

in the previous month had a 33% lower 1nc1dence of gonorrhea

than those who_nam only two to four steady partners.- The

number involved in{the

tudy, admittedly, were disproportionate
(1,379 "single partner' |

ersons compared to only 25 "six or ,
o 'atistically significant, Nonetheless,
"'i"”* '8t1'n:‘ovides -some- evidence that a simplvcorrelation between the**'"”"

more" persons) and not.

er of sexual partners and the inCidence of gonorrhea does
t exist, |
- Further support for this argument can be found in a study
by Noble _EQLSh in which promiscuity" was not a factor in 'j\
recidivism in three out of four experﬂmental groups. Hender—vrf \\J/
son’’, in an article on health services for gay men, suggested

that “having'multiple sex partners is:ggt'a'significant risk

factor. [While] a person with a large number of sex partners

will usually be at a higher risk from acquiring a sexually
transmitted infection than a person with a smaller number...

the risk is not related to the ggmpers SO much as it is to



r'rrtherggtg;grof”those‘partnersr' "Although there is no hard

data to- support this- belief it is one grounded on the notion

of an "asymptomatic reservoir of infection", It is presumed

’that many people harbor infections for several weeks or months

" without developing symptoms. In a contextﬁ%f sexual intercourse

with an anonymous partner the risk of 1nfection is greater

ee4e~uwss”f~becauseﬂif*therpartner“waS‘asymptUmatiCaliY’fnfEﬁtéd at the-

'j,chapter.? ,

investigators as a contributing factor&to increas ng SeTe Dy

time of contact, there would be no: method of informing his/her

partners should he/ she later develop ~symptoms oi‘ infection.

His,or her partners, in turn, may be asymptomatically 1nfected

T'and the "reservoir" of these infections would eventually be

much greater among the;population engaging in anonymous contact
than among the population where contact notification (dependent»‘

on knowing one S partners' names, addresses and phone numbers)

~—-could- detect'and‘treat asymptomatic infections more promptly. -

(This issue will be discussed in more detail in the next -

had .

- e

The Pill has also been frequently touted bY' ciological g

S

rates. Hewitt56

found that women on oral contraceptives had a
three-fold greater incidence of gonorrhea than women not on oral

contraceptives, and commented that*“the availability of oral

contraceptives may be a factor in the rise of female promiscuity "

Ssveral othsr studies, however, contradict these findings 57 58,59 -

Furthermore, there is contradictory arguments over whether the

Pill, by‘altering the vaginal pH,,increases a woman;s risk of
- . - N . - ‘v: - J .

R N
, o
- £,
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contracting a gonococcal disease when exposed to the infec- i
tion60 61 or decreases such a risk.62 63 Ultimately, Hewitt's

contention that oral contraceptive use;ls correlated to

. 7 -
increased risks of gonorrhea is based on the assumptéfn that

'women on the Pill will perforce have more- sexual partners than :
-unmeninotnonnﬁhe,Eillinnﬁhile,womenimsy chstrain their sexual

behaviour out of a fear of pregnancy, and while the Pill was
certainiy marketexi as the first contraceptive device that

 was 100% effective in preventing pregnancy,  there is no

documented evidence that women using oral contraceptives have

4nore sexual partners than women using other methods or no. |

methods at all. Instead, Hewitt's findings could be accounted

for in a far 1ess moralistic and sensationalistic way: ‘as :
iPill,use”increased,in popularityricondomonse declined, 6h,,wiﬁﬂi;m;,,io
ThercOndom is reasonably effective in preventing the trans— L " \

missionvof many S.T.D.'s, particularly gonorrhea, Hence,

women on the Pill are at greater risk‘of»contracting an infec—

tion not because they are promiscuous, but because their contra-
_ceptive choice denies them any prophylsctic defenses that other
contraceptive devices such as condoms, birth control foam

‘and even diaphragms can offer,
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art Fours S Beha S.T.D, and Social C |
Whether religious, nationalistic or psycho-social in -
a theory, most attempts to control the S,T.D, epidemic have
‘been directed towards promulgating a certain form of sexual

behav1our, 1.e.,'mar1tal monogamy Wlth a minimal of premarital

sexual experimentation. While it is true that such a norm A
- would almost eliminate the transmiss1on of these diseases via

a sexual,vectorLiit is not necessarily thewonly way‘S.T.D. s

‘h7dcan be controlled nor even the best or most practical'4fsexual
behaviour occurs for a number of. complex reasons and servesv

| ‘multiple social personal and even economic and political J-'

functions' in few instances would it be ethical to proselytize.

a certain sexual norm using S,T, D, &5 a Justification.EXI]

(i/_ Perhaps the ma jor contradiction to this ‘approach 1is that B
_,> it rarely, if ever, identifies the process through which sexual
\MJp\" monogany is to be achie;\df Its failure to do this rests
| largely on its apparent reticence to analyze thersociohistori-',
cal forces Which:constrain‘seaual behaviour, In general, if
‘We\wish to understand these forces (and, therefore,lone'fqrm
of behavioural intervention into the control of S.T.D,), then
we m ecognize that such behs 1s only minimally a
, | , N

‘ minantly a social phenomenon,
cursory examination of anthropology or historical sociology
amply illustrates that different cultures, at different times

in their evolution, have had disparate forms of sexual



v.dr? ‘taboos on adolescent sex VS, pubescent initlation rites,
restriction of the numbers of partners VS.'SOClallzed hedo— ,_“:
nism. Whlle our biological urge to have phyoical 1nt1macy -
and sexual intercourse canpot be denled the manner in which -

 we frame this urge, with customs, taboos evaluatxons, expecta-_v

R —— 4%tions~ané~seA£erth;—is*Alargeiy—A—eultuPalt —Furthermore, the —

N

sexual climate in which we are acculturated tends to become

our" "instinctual blanket" ﬁhich we wear as 1f 1t had been i

: 1ntr1nsic to our human “nature"

Using the above hypothesis as a grounding point thiS\

_ last part of this chapter will look at. some of the cultural
constraints that apply to the sexual behaviour of three commonly
identified "high risk" 'S.T.Ds groups: " prostituffes, homosexuals

~——and- hetfmsem&l Wiﬂger&. T T ****i‘ *f S *’* T

A, PROSTITUTION
- There are two possible—ways to 1ower the risk of S¢TeDs
- infection among prostitutes, The first way is the method cur—
rently being employed in areas where prostitution is legal
~ (such as Nevada) or whero it»is at least tolerated to the ex-
© tent that a %tacit tripartite agreement [exists] between pfosti—

68

tutes, police and public health authorities"°° as in some West

German cities,. This approach requires regular medical checkups

for the women, including clean "bills of health® to show their
Jjohns, and a heavy reliance on prophylactic antibiotic treatment,

To some extent this method is also employed in countries where
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5

44444444prostitu§ion isiiligggL*isither=throush street clinic serV1css

and jail visits by public health authorities or through physi-

.¢ians who maintain a practice by looking\after the medical

needs of call-girls or whole brothels. This method; however, o

'_iis far from perfect,
}_ First ‘}ts intent has more to do with protecting the-
 health of male johns than that of the women themselves. As

social worker, Edith Hooker, stated at the 1919 Intér—

national Conference on Women Physicians in New York, prostitutes

K spreads" but as "women that are bought by men", 69 She noted
that compulsory physical e:amination of prostitutes had been
introduced by men to protect men, Second “such examinations

today do not redress the more pervas}ve problem of 31ck; impov—-

liks-whoihustle,fast'trioks for quick money, Any-attemgt to
 remove the risks of S.T.D. andprostitution.viavs“behavioural_
techniqus requi;es perforce the elimination of prostitution or,
at least, 1its coutrol through legalized unions suoh as C.O.&.
| 0.T.E, (Cast Off Your Old Tired Ethics—a prostitutes' union).
To legalize or eliminate prostitution further‘requires an
uhderstanding that prostitution is not a sexual act but, -

'”ShouId not Be thought of as "f‘*i . from which venereaI disease

lgrishegHmeen:—Juskiestfélsghgligsi,ngneﬂazi§§§nsgsr§isnsithas,;ﬁi;”wﬁ

rather, an economic and political act, - For the woman concermed,

prostitution is a "profession" she often enters for monetary
reasons, usually because she simply has no money, It is the.
only occupation open to women ﬁith‘minimal job skills where



-

“big money can be earned. (Women s salaries in Canada are

=

_still only 53% those of men.7 ) Fora prostitute s john,

~sexual intercourse is not "erotic” in’ some shared sense (how

can it be when it is with a personallyndisinterested partner°).‘

Instead as feminists have argued and as some research is vali— 7 =

;eeeatinggﬁiileprestitutieneiseintimate}yelxnkedetoMthejsexist-feA%44*r*f=
position of men wishing to dominate‘or‘feel dominant over , ‘

)
women. The whole business is made.more palatable by our. society

B e o

which, with its commodity and profit fetishism, ‘has turned R ‘

sexual intimacy into & commodity that sells everything from

Q;ectors to refrigerators to golf élubs.71 7

B. HOMOSEXUALITY - ‘ | | | :
. Not all homosexuals are members of a high~risk 'group, and | :
‘verImmeetmbeﬂemphatieraboutftha€~£xiiilfwThere~isﬂWhoWEVer;me4cer—*t”*?*'”f“

tain minority of gay men who are very "gregarious“ and at a

greater risk of S T.D. infection than’ other'groups of sexually

aotire,persons. In the clinic, for example, it is not uncommon\

to see the same man several times a year. Why do certain gay -

men have so many different and anonymous sex partners° One

possible reason relatec to the fact ‘that homosexuals, like

2 womem, are an oppressed group in this society, (In 1977, for

example, the B,C., Knights*of Columbus ear-marked $150, 000 to

~ fight the gay rights movement; more recently there has been the

" Moral Majority, Renaissance, Anita Bryant- and the election of
Ronald Reagan,) For years and years gay men have been told ‘ é'
that sex between men was an nnforgiveaole sin ageinst God ,and ::

4
-

? ‘ = . l V - Il 4
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5°Ci°ty-[xivl Now they are rebelling, and- their rebellion 1s[}ﬁv )

in many ways, a political statement, (A slogan vanguarded by

'lesbiangactivistslis "The personal is political- the political

is personal", a slogan since piéked up by mAny progressive o
groups.) There is an attitude of coming out, of acknowledglng i

" necessitate anonymity among gays in the first place.

"Hey, I'm gay, I can have sex with other men .any time I want -

to, and to prove it I' going to have sex just as.often and with -

__Just as many,different,mgn as I can," A;géy;psychiétrist
friend of mine describes it;as a stage the ; Jay man goes through
after he first“comésfto grip with his homosexuality. Tt may

repeat, it may disappear and give way to more lasting relation—

~ships, it mdy even continue f°f5%g%?fétime- (1. am:raminded |

of lesbian writer Rita Mae Brown's*oﬁip:' "I'do" not regard

7promiscu1ty, monogamy and celibacy as mutually exclusive;")

"What is important to note here is that the behaviour is, in

part, a function of the homosexual's Oppression. To eradicete

the sexual behaviour that places gregarious gay men at the steam e

baths, one would logically have to begin by eliminating any

“anti-gay attitudes &QS discriminatory social policies that

[xY]
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' C. HETEROSEXUAL SWINGERS.

I3

Discos, - singles bars and (at least in New York) Plato's"

RetreatEXVi] serve much the sane social fun‘pion for the hetero—

_ saxual population that»steam baths do for the homosexualapapu-.a:
R “Iattbn:fikﬁid*thautrumﬁetAbiasts~offsﬁch~su¢cé§é£ﬁl#ea%grpriseswg~ek4AA§¢A
| “as PLAYBOY, Pm'motJSE, PLAYGIRL and the X= ed Seavue Theatre

in Blaine, wnshington, thegsexual revolution of the 1960's

|

presumably heralded -an era of libertinehhedonism unknown .

since Casanova'a time, Whethér\this was in fact true (some

. .research indiéétes that sexu&l'behavidur has changed dramatical-

ly72 73 while others ara ‘more cautious in assuming signiflcant

differences7b) there can be 11tt1e denying that the singles

t

‘world as eaptured:by'such writers as Judith Rossnar in Looking

~ for 5;..Gggdpag is a reality‘for_a large number of ‘adults,

To this should be added the'fact that almost one half of mar- .

riageskénd in divorce,-and less than 18% of‘Ame:iqgnrfamiliésiu_

. represent the stereotypic nérmlof_féther Qorking,'mothef ét

 home with the kids.’” The social institution which the mono-

gamy rule upholds (the patriarchai patrilineal nucleaf family

um4744mmnnihlﬁisgnartainlygrarglaaagshahlagthangmnatgpﬂoplﬁgha

u».:k‘g_‘m‘ s bscadorh et

I s e

0T ey

Sy e

been led to believe, and the forces that are rocking it are

- not going to muted by the banners of the Moral Majority

, A
lobbying for a return to the "barefoo

mill families of the 1950'a,

and pregnant" baby



,},behaviour (particularly amonst the "swingers" group) ‘would %w‘p o

The current upheaval in sex roles and relationships may -

well be a- factor in increasing!§hI D rates' but any attempt

to redress the epidemic through control of non—monogamous v'
g

R~ mrerope U VR R

require investigating all the factors which shape sexual ‘beha~- D

-
e

. viour at the present time, Itiwould mean examining sexual = S

f,notfbeingumet in othereareasmof lii?et It would msan,analyZingwﬂwlwffr ;

\ power.‘ ‘ o o ‘3 S :

: easily to the propaganda of S T D moralists. Perhaps s

| adtivity‘in'the disco clubs as%anvoutcome of social needs

[T KL,

how~we, as individuals nd collectively, as men and as women,

e k‘

use sex as one of the most important ways to gain a sense of

The sexual behaviour of individuals is not going to

control of the disease amongst the gregarious heterosexual or

s otk e Tt

homosexual population might be accomplished through . a campaign

by

promoting condom use and awareness of basic symptoms, or per—.

haps through selective screening programs.7§- But: such attempts |

are clearly not directed at influencing sexual choices so much

as. at the consequences of not acting in certain ways after ‘ L I

sexual choices have been made,

ntdest -

N T M T L L i e
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- D. THE CHINESE EXPERTMENT

The People's Republic of China is the only place in recent :

 history where S.T.D, rates have been, in part successfully

reduced through shifts in the sexual norm, Other aspects of

s g i ot AanT § 41 7

o -with specific instructions

China s S,T.D, campaign have included mobilization”‘f the bare—
foot docto;s extensive publication of 1ists of S.T.D, symptoms
tmentw~establishmentfef a-

research hospital, and the polit doctriffation that S,T.D,

belonged to ‘the ol corrupt eocial orde,'and must, as an act
of political revolution, be removed from the new order as

| quickly as possible.[XViij The changing sexual norm, howeyer,

' ‘must be credited. with a great deal of China s success in :

combatting sexually transmitted infections.

Since 19h9 China has undergone a dramatic change in its

sexual behaviours, metamorphising from its Shangai reputation o

of being the most-einful country in the worldrto a State that
most_pGOple’would regard as excéssiiely‘prudish; 'Yet'it‘is o
certainly not prudish to re~educate prostitutes, rather than.

"punish~them, nor to provide free abortion services, nor to

attempt, albeit.et times unsuccessfully, to eliminate the roots
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Cof a sexist society.[IViii] Sexual behaviour in China, in fact

-.. Chinese themselves.77 The Chinese accept the new sexual

"~"conditioning that has taken place since the Revolution as :f

’sexual urges ‘as being normal In China, in apposition to the

is regarded as prudish mere by outside observers than by the

natural just as we in the West accept  our acculturated

'West sex’ is not a commodity product with aSSaults the 1nd1v1dual
 at every wink of the eye; it is not elevated to a socially N .

~mystioal~placefin—afpersonis_life; it rsﬁnot,glorified;mﬂffw~;>4m*74~ss

'with sex than one would be in our society, .

b et i bl b

sanctified or commercialized, In the cultural milieuaof con=

temporary China, itrwould.only“he'“netural“ to be less obsessed
s 1

PR

The purpose of briefly mentioning the poSt-Reyolution |
Chinese experience with S T.D. control is simply to: illustrate

the massive social re—structuring that must accompany an

o approach emphasizing changes in sexual behaviour.- I realizezjy,

- that all the above discussiohe have. been somewhat oversimpli- ;

fied- I do not wish to make a thorough analysis of sexual be— |
haviour in the West as that ‘has been done successfully by sever—.
al writers,’7 88 1 think that it is sufficient to say that
any approach to the subjec\‘of S.Te. D, control favouring changes

‘which give rise to them. While this may be a dynamic process

in sexual behaviours must include perforce a radical re-structu=

a0

‘that is occurring at the present time, the reasons for such

behavioural transformations are pot based jon a fear of S,T,Ds

f




. for purely descriptive inaccuracies.le{

'infection. I am’ not saying that discuseions ‘and actions around

these bﬂoader sexual themes should be avoided. S T D litera- '
ture,.for example, should be screened for'sexism or unconSC1ous_4
kow-towing to moral conventions just as it should be checked

[xix]’ But to direct ones'

energies into a massive campaign aimed at altering sexual beh&wfﬁaj

 viour isvsurely futile, Furthermore, given the context of

sexual behaviour, and its often ambiguous relationship to-ﬁhe'

- overall S,T,D. epidemic, it would raise serious ethieal eriti=
cisms: We'd virtuallylwind.up‘advocatingfenly one type of sexu~

al activity for “public health" reasons which have never been

adequately prcven'to correlate to the "forbidden forms" of sex,’

If anything, usihg Se T;D as a basis for bolstering the sexual

ideology of monogamy seriously constrains any effort to control

the disease. It maintains the sexual double~standard which, ipjw*

turn, reinforces the stigma surrounding S,T,D, This impedes.

the ability of Control‘programs to attract people to S,T.D.
clinics, : It makes pecple reticent to supply adequate contact‘
information, It is,likelyione reason why physicians fail to

be discﬁssed in detail in the f. owing chapter), It is also

take ‘p'art in government Control ‘grograms (a point which will

“a probable factor in the inadequate research funding and
- F-3 !

.

Lo

A behavioural approach to the control of $;T.D. need‘not,

' however, be directed towards sexual behaviour, Instead, there

-

are spedfic forms of intervention and behaviour change on the

I

('S
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iparts of sé&ually active persons, physicians, government -

agencies and health educators which ultimately, can greatly
reduce ‘the S T.D. rates. These are. the subject of the next
‘chapter. To conclude this chapter, I,will simply state without
equivocation; The sooner we exorcise the last vestiges of )

" reproach from S T.D. (be they religious or “scientific")

the sooner we will be able to devise means of actually bringing

their incidence and potential for morbid consequences under

’***7;**1_39ﬁtr 2 i;***) — T - - = TRt : - . e
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 FOOTNOTES TO CHAPTER TWO

[i] Although the modern %erm theory is generally credited to -
19th century scientific investigators, particularly Louis
Pasteur arid Robert Koch, like most- scientific theories .
it had been conjectured centuries earlier. In 1546,
Fracastor, -author of the poem, "Syphilis, or the- French
- Disease", which gave the great Pox a lasting name, wrote
'a treatise on contagion which described infé&ction by :
. germs ("seminaria contagium"), which possessed a property
of producin§ "a precisely similar infection of one thing
by another,
cf, Theodor Rosebury
.Books, New York, 1975 Pe 3

1 feaotal T Lon By AR S e = 0%

bes and Morals, Ballantine -

[1i] The origin of .most of our “sexual morality also lies in
' the Bible,  Wayland Young, in a book titled Eros Denied, g
put forward the thesis %ﬁat "the relationship between | ‘ -
sex -and pregnancy was not well understood until only - -
several thousand years ago., When this discovery was
made in the Hebrew world, society was Jjust beginning to
develop into a atriarchal theocracy==a -state run by :
male priests, gurthermore, times then were pretty
tough for the Hebrews, as they struggled to make a go ‘ .
, 'of it in a desert whiie being continually harrassed by R
. Philistines, Babylonians, Egyptians and the. like, When .
the link between sex and pregnancy became clear, there :
was a way to control the population: big for wars, little
- for famines, All laws at this time were religious laws
80 the laws governing sexual behaviour also became. T :
religious edicts, Other societies that were not theocra- ' 3
tic at the time of the sex~pregnancy discovery organized B
"~ their sexual mores on different grounds, e.g., the
‘ kinship arrangements of several. Micronesian cultures,

[iii] Pope John Paul. II's recent statements on sexual- behav1our,
especially his references to men committing acts of lust .
if they merely think sexually of their wives, is a testa-—
ment to the tenacity of this belief, at least: .among the A
top-ranking clergy. The pro-fetalist movement is another-: o
5 ample, infthat—it—is—asaally—eonneetedexmp————;ue—%
an anti-contraception, anti-feminist sexual ¢onvention, ’
Its close connections to th : - 1. -
conservatism underscores the fact that control of -sexual \\(
behaviour has often been a directly political evént, S
designed to retain conventional structures pf power. Sexu-
al emancipation, for instance, is often feared by conser—
vatives because it could spawn a demand for other forms
of political emancipation, cf. F.X, Murphy, "Of Sex and

the Catholic Church", Atlantic, 247:2, Februaryél981.
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[iv] It should also be noted that not all witches or warlocks ..

were deemed such by dint of their sexual activities or
religious irreverance, Most witches, in fact, were
peasant women who were treating illness (includlng N.D,)
through traditional herbal remedies, This contradicted .
the disedase dogma of demons which the Church had -
‘adopted, and thus posed a threat to the male~domingted.
and highly theocratic- church/state sbructure that [
existed at the time, f

cf, Barbara Ehrenreich and Deirdre ngllsh Witchds, 4
Midwives and Nurses, The Feminist Press, SUNY, N.%, 1973
(vl The condom, in fact, “goes back much further than the :

18th century:

"A sheath worn over the penis can be found in hlstory

as far back as 1350 B,C.,, when Egyptian men wore
__decorative covers for their penises, The great Itallan

”;1 f? “anatomist, Fallopius, described the use of linen sheatﬁSfff”""WL
~ in 156h.f Protective deV1ces from animal intestines soon ’

followed., It was not until the 18th century that penile
sheaths were given the name "condom" and popularized by -
‘the libertines of the day as a means of "protection from
venereal disease and numerous bastard offspring,% .
Casanova (1725-1798) was among the first to popularize
the condom for its contraceptive use, With the advent
of vulcanized rubber in the 1840's came mass productlon
= .gf condoms, ., from synthetic materials.

. _Robert A, Hatcher efal;

C e Technolog 1 805 -
1981, Irvington Publishers, Y,, .

[vi] Some progress, however is being made, In 1978 I read
. this same passage in a lecture on the sociology of V.D.
to a class O?Q:ﬁzsing students, many of whom cried out
"Sounds just 1liRe’us!" and burst out laughing,

[vii] The poster sparked a humorous row in the B.C, Provincial
Legislature when Dr, Pat MgGeer, then a Liberal M,L.A.,
read the following ode:

Why stand you there red haired lass
- So fine a girl=—so full of. class
. Is it our hopes that makes us think
. - © You want to give some man a wink
- Are-you waiting for a date

. 0
Pusodh b .,1‘—*4:&“,,{,;“;;,,.-‘, B AR AL, 7 s o 2

Or have you a husband always late?

Kind Sir I'm waiting for a bus

Twas the Government that caused this fuss
I paused a minute to decide :

If I'd the money for a ride '

It takes so much you know ‘thése days

A girl must ponder means and ways

1
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My reputation began-to fall = ™
With modelling jobs as I recall .
But sir, I'm afraid you have got me wrong
And I'd be pleased if you'd move alopng °
We may meet again if the game you play
Leads to the Clinic where I work each day,
A less humorous response ‘was penned by a Mrs, Ede Anfield
columnist with the Comox. District Free Press, who may
have thought her March 6th, 1965 column on womens®
angered reaction to the poster ‘was witty,. but which
nonetheless reiterated two V,D, myths, as the following
___excerpts illustrate: "Who in the animal world pushes

- s___one of the great spreaders of V.D, Yow’would do well

the male on; it is the female,..it is the female who
is the most dangerous and the most cunning.....It would
'be more to the point if you [protesting {‘dames"] had- .
taken more notice of the rise in homosexuality which is

- to expend your energies in trying to find out why this
‘rise; you might ask yo selves, is there too much momism,
or is the male being r ted to a more and more :sub-
servient role .to the femal and therefore seeks the

- company of other males, in preference to the domlnant
female, " S

- Both the above pdSsages are taken from personél flles.“~

[v1il] Because this historical survey is closing in on the

present, I will now introduce a nomenclature in current

u ,7ﬂv3nerealudiseg5e, as a term, was first coined =~ =

_ to describe what was thought to be a single disease,’
As syphilis and gonorrhea became differentiated, V.D,

.was used to refer to both, By the end of World War :
Two, the World Health Organization identified 5 venereal
infactionss: - gonorrhea, syphilis, lymphogranuloma
venereum, chancroid and granuloma inguinale, The latter
three are rare except in tropical climates, Even now
these 5 diseases are the only ones covered in B,C. by
the "V.D, Suppression Act" of 1949, although in the
past few years increasing public abtention——a result
of improved diagnostic procedures——has been given to
a variety of other infections, These include monilia,
trichomoniasis, hemophilus, chlamydia, herpes, non-
gonococcal urethritls, infestations, warts, tlnea cruris

tranamission, ollectiVely they are now ref red to as
sexually transmitted (or. transmissible) diseag§es, I
prefer "transmissible" because it allows for on=sexual
as well as sexual means of transmission, A dekcription
of the more common S,T,D,'s—tHeir etiology, symptoms
and morbidity--is contained in Appendix I, Because
S.T.D. has not entirely supplanted use of the term V,D,,

e
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‘both these térms will be encountered in the rest of
this paper, depending on the topic I am addressing |
and how my references use the term, - : '

- [ix] A more recent incarnation of this belief can be found

‘ in the attempts to link S,T.D. risks to certain demo-
grapliic and socioeconomic classes, For example: S
"eseSyphilis occurs predominantly in homosexual males = -
--and in lower socioeconomic heterosexuals; gonorrhea also =

~ “~involves these groups but is relatively more common in

" teenagers and middle socioeconomic’ young people;
‘nonspecific -urethritis [N,G,U,] is moreé common than

syphilis or gonorrhea in male college students,,.”
(Gavin Hart, nggg%lz Transmitted Diseases, Carolina
Biological ﬁupp ompany, North Carolina, 1976, p,13)
As another example, a recent megybal journal ad
stated that a new antiblotic was effective against .
two of the most common sexually transmitted infections, =
On one page was a photo of a well~dressed businessman
sipping a cocktail in the company of a well-=dressed.
woman, The.disease: non—gonococcal urethritis, On
the opposite:-page was a photo of a sailor in a bar, e
his arm around -a literally "painted" lady, The disease: - -
gonorrhea, . The message is clear, Upper -classes are
afflicted with one disease, lower classes with another,

‘ , It is‘moot whether the studies which suppért such a
ny conclusion actually reflect differences in the distribu—

- tion of these diseases, or differences in diagnostic
and reporting procedures of treatment facilities which
cater to different classes, What is ‘certain is that
-some V,D, health professionals view these differences
in a somewhat moral and elitist light, For example, '
Hart's passage cited above continues: S -
"[S.T.D.] infection rate usually decreases gradually
as education increases, the most dramatic reduction
occurring among those¢ with tertiary or university

- education, This group is less promiscuous and accounts
for fewer cases of S,T.D.'s, . The better educated .
individual derives satisfaction from a wider variety of
nonsexual activities and also depends less on sexual
outlet in periods of stress, ' In selecting a sexual
partner h ' i ; en

a more stable relationship than his less~educated
counterpart, There is also a direct relationship

between education and fellatiq, masturbation, and
other sexual outlets associated with a reduced risk
of ihﬁ:ction.? (p.13) . I have also heard patients
si Lth relief when they are told that they have

N.G,U, because "at least it isn't the'clap!" Stigma=~ ' \¥j
tizationﬂgnd S.TeD,*s operate in subtle ways, .



éée%e~eeeé—-4~herpeseiﬁ£eebedepersonsuhaveebeen*es%&blished~insmanyu~**e~e~eoeea

the validit{ of their assumptions, and only a few of B '
- them (notably Lewin's Field Theory) take the social - ’
.context of behawiour into account, -~ 4 : 3
~-ef, C,S, Hall and G. Lindzey, Th%g; of Pﬁ gg %1&1.
;v;John Wiley Toronto, ; especlally pter .
6, "Lewin's Field Tﬁeory ’ and Chapter 15, "Personadlity
»vTﬁeery in Perspective”, , . j“A o :

"[xi] One instance may be the. control of;herpes a viral infec—
- tion for which there is no cure, “In the wave of media~

bbb o it ik et e b ke Mol

- sponsored alarmism surrounding this disease, clubs of

i

e

cities with the purpose of having members only engage
- sexually with other members, .thereby constraining the

spread of the disease, Some opinion exists that herpes
1s much more pervasive than it seems, and I personally "

o s b raledl

. approach to 5,T.D, control, but of the particular behaviour— |
] ’ a .

'd£Hib%;4b&urb~{ﬂee%r~elxﬁ}sew¢illAaumallae—rthaeEF4ﬂie~i3nfideﬁnse——-~ﬂ~mf~~4f%
of the disease or of its possible carcinogenic and :
teratogenic consequences, - Nonetheless,” the advocacy of :
certain sexual norms by these clubs is worth noting because
it clearly differs from that which we have so far encounter—
ed, It is not based on numbers of partners, frequency of S . |
sexual contact, whether contact is hetero— or homosexual,” = -~ -%
or even the personality make=up of individuals, Instead o
it is based upon the-nature of the organism that’is ) R |
responsible for the disease, and nothing more., , What )
I have been critical of to this point is pot a \behavioural

approach that s pervaded control programs to the o
present. : : B i

EETSTRTI

[xii] Dr, Jennifer James (Faculty of Medicine, University of
Washington, Seattle) has informed me that many of the
johns she interviews in her work on juvenile. prostitution
readily admit that they choose younger women because it
is easier to dominate them, Her studies, to the best
of my knowledge have yet to be published

Lo At b

[xiii] On a t,v, show three years ago, for instance,. I was
asked by a caller that since gays are well -known to
. be promiscuous, aren' t they really to blame for the
V.D, mess we're in? ! . ,

[xiv] Homosexuality has not always been a forbidden sexuality.
y for example, regarded homosexu-

‘ality as a normal sub—fiouping of behaviour, In fact,

. the current outery a st homosexuality has its roots -
in the formalized double standard of the post—Industrial
Victorian era, a scant 100 to 150.years ago.

The religious edict against homosexuality may have had
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its origin in the general control of sexuality within
the Hebrew theocracy, (see Footnote [ii]) Since
homosexuality did not have any relationship to procrea—
tion, and since early cultures were more comncerned with
controlling population than sexual activity per se,

the only consistent manner in which a theocracy could
control population via heterosexual contact was to
literally prohibit sexual contact for non—procreative
purposes, which would include homosexuality,

[xv] Earay-this,year (1981), Ontario police started cracking
down-on-the " e ek

house" policies of gay steambaths in Toronto, While
this may put a dent in the S,T.D., rate amongst these
men, it does so only by putting a dent in their
heads and lives as well.

"f'[xvi] Plato's Retreat caters to young, affluent couples who

upon paying a. substantial cover charge, can doff their
clothes and join their peer group in a swank lounge
featuring whirlpools, saunas, bars, dance floors and
mattresses all over the floors, The explicit intent

of going into the club is to have sex with as many :
other people insjde as one wishes, To be present 1nside
is to advertise that one wishes to engage in an orgy.

_ [xvii] This, of course ‘may be counterproductive in the long :
e run,r—fin -that-a- per%e&%h&develeps -an-S,T; Dy may be reti-—— — -

cent to go to a clinic for fear of being judged a
reactionary "capitalist roader"!

[xviii] The emancipation of women in China may be experiencing
setbacks, For what it's worth, a recent article in The
Vancouver Sun mentions that fewer women are now attending
Chinese Universities than in the past decade because
women are less intelligent than men by virtue of having
smaller brains, ("Chinese Find Men Smarter" The Vancouver
Sun, page A2, Friday, February 13th, 1981) o

| [xix] For instance, while the particular risks of S,T,D,

infection facing gay men have been fairly well addressed
in specialized pamphlets and“programs, gays have largely

But to exclude a discussion of homosexuality and SeTeDe

““A - On-ars

media campaigne (as we were advised to do with our
‘campaign) is to pass an implicit moral judgement by . :
default, i,e,, to communicate to the general public that
homosexuality is not something which can be openly
acknowledged, - B

PTRPRCEY TR T SER

b S s bl
g L N

i
N
~ X

F




CHAPTER THREE

FEREE

ExorciSing>Demons: Epidemiology ahd_S.T.D;'Conﬁrol ‘ o

“He who would do good to another must do =~ N
it in Minute Particulars, General Good =~~~ v . |
is the plea of the scoundrel, hypocrite S
.and flatterer; For Art and Science cannot I
exist but in minutely organized Particulars,

@

- 7% William Blaké, "Jerusalem", 1804




\ rathergggan aid attempts to curb the epidemic.. Their solution

/.

When confronted with a problem to solve, -the first approa¢h

is- usually to define it in such a'way as to create opportunitieS'

for ;ntervention and change.; In the preceding chapter I argued

B that the moralistic definitions of 5,T.D., while correct in

utheir_pestulateuthatuabseluteaandsuniversalsmonogamyeweuld
~ but eliminate these infections, nonetheless operated £0. thwart

by

A

was simpf} untenable and proffered for reasonslyhich I main-
tained were less concerned with 5,T,D.- that with enforcing
“certain seXual standards. In this chapter I will outline a
model derived from,epidemiological concepts, and will diSCuSS’

several possible control strategies, ,Z% .

1y

Epidemiology (epi-—upon- demos—-the peop1e° logia—-know—f}

1edge) has, like mang‘20th century subdivisions of the scienti-
" fic method, suffered 1ong and hard attempts at definition.f |

Descriptively, it is” the science which states ggngggh of a -

. phenamenon (usually infectious diseases[i}) .is occurring when,

' where and 39;_}535 (with respect to other whens wheres and to -

whoms) for the purpose of explaining,gnx,it occurs and wgag

formnlating should be done about it. ~The descriptive qualities -
of epidemiology, in fact havesometimes led people to dismiss s
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A

it as a purely quantitative venture.. Yet 1t has also been

TN

pointed out that "with some Justice epidemiology has been called .

a method rather than an independent science."82 Using quanti-

tative indices (and the epidemiologist's own sense of inductive -

intuition andeadventure) epidemiology is the art of creating
definitions of disease-phenomena which outline Ways in which
the. disease can be.curtailed, g

‘:?} T kot TR RS ‘ '

g

Disease is not simply~something that happens when a

foreign organism invades the body.[ii] Defined by the Merriamr

!

Wébster«Pocket Dictionary aS’"an alteration of’a‘living body
that impairs its functioning ’ disease is an outcome of the

interactions of foreign organism, host organism and’the environ-

ment in which infection takes place.n Although there may be B

different "strains" of any one disease organism, it is~generally

possible to outline how that organism surv1ves,in a host ’andeﬁ;mvri

thus anticipate ‘the- potential for damaging consequences to a -
host. Nc two hdsts, however, will necessarily respond‘in the

exact same manner to the presence of a disease organism.~f

Person A, for instance, ‘may contract disease 2 while person B,

exposed to the infection at’ the same time and perhaps even under

‘ similar environmental conditions, will not.‘ The individual

variables affecting susceptibility to infection-are so.numel

cxtily ‘am’g-rw\;‘% R0

ST v

P b bl

rous—rand include possible genetic predisposition, overall

-

‘health status, presence of other infectious organisms, and ‘so

on, each dependent in turn, on a number of possible environ—

mental factors such as poverty, nutrition level exposure to
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environmental pollutants, and so‘forth-that absolute cause-

i
T ‘

effect relationShips in,disease cannot be made, - When the )

: socioenvironmental context is added to the disease model the - }
analysis’tecomes even more complex, | . wo "*7 E
For example, black men seem to be infected with gonorrhea

- to a disproportionately greater degree than white men, while

" the latter seem to be infected with non-gonococcal urethritis
83

to a diSproportionately greater extent than the: former.
: Is this a result of racial/genetic differences in disease :
S immunityz, Orccould,this,he a result,of social factors affecte

s

ing different nutritional health‘end lifestyle experiences -_—

"that favour one.disease over the other? Or could it even re-

flect differences in the way'diagnoses are determined for,the

.two gronps9 In other words, is the racial difference 4in dis-

~‘ease incidencé a result of the disease organism's specificity,
© host susceptibility, or the environmen{(;f e., diagnostic and

reporting procedunes)? No definite answer to this particular

research puzzle has yet beenimade.rﬁzfggff ‘

-The above example clearly points out that v1rﬁually all
quantitative data which an epidemiologist uses to forecast

patterns and:deduce‘strategies am."soft" data, What is criti-

cal is not what is "right" (fact) from what 1s "wrong" (fal-

4=ﬂ———~*—*lacy)4—but—what*ierdorertheoretically*astute——methodologically—————————

h)
h £ ‘B‘*"
P ee‘ise—&ﬂd—EMJ. oSy

any particular set of data, Once en_explanAtion'is advancedh

'
e e

it must stand the test—of time and repeated tria}s; and be -

N " “y

i
W 5 ot 5T AR el s B




discarded or altered as necessary (My own experience with

| ~discarding a beloved assumption—-or at leaet admitting to '
'several confounds in my attempt to "pnove"-it—-will be discussed
when‘I describe the S.T.biycampaign and its outcome in'the :
next chapter,) . - ‘» .{Fa: - 5' o e :

| 7Strategies for intervention into the disease phenomenon-

. cannot, alas, accommodate all the varlahles simply beecause not

all the variables are known, For practical purposes it becomes

;necessary to,conceive of the disease o rganism, ‘the host and. the,mg;;;ﬁ

x.environment as somewhat discrete systems \ind to construct
_measures derived from examining how each of these systems bears
on the disease‘Siate, "the imgairment of a body" s functionlng "
| A1l S,T.D.'s share a. common vector of transm1s51on (although

not exclusively)'and:overlap torsome extent-in treatment meas~

7'ures, i.e.; use of antibiotics. A strategy for one disease - A
may thus apply to another. For the purpose of this c;apter,,Iﬁ“
‘will focus my discussion on gonorrhea alone for the following
}reasons.

1. 'Is'is-one~of‘the\"official" V.D.'s, and good T

records of reported incidence are‘available;

9'72., Its incidence remains high: 9,y§11reported.ca5es

7 e et LR R i b abeshT [l

in the United States in 1979

- 3e rUntreated, gonorrhea causes considerable morbidity,

7

especially in women, Estimates of the 1ncidence
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;of‘salpingitis (pelvie inflammatory disease,}cf
Appendix One) among women with gonococcal infec-

~-‘tions range from 12,9%%7 o 17#88 to:20$?9 and
;eometimes higher.. - ;
~In fairness to this last point, and as another illustration of

the quagmire of scientific investigation, there remains some

controversy over the precise role of gonorrhea in pelvic

1nf1ammatory disease. Research reports on the involvement of

, gonorrhea implicated in only a minority of cases.ggv This

 gonorrhea in all cases of P, I, D. vary from,20-80%90r;h4$ﬁ,,;mlllﬁllll”
8%92 to 90%9} | In general, most researchers argue that N |

gonorrhea accounts for a majority of P,I,D, cases resulting

from infection (in distinction to P,I,D, ‘consequent to IUD

use, abortion, trauma, etc.)' Another study, however, maintains

that causality should be reversed, with' non—gonococcal anaero— -

~bic organisms held responsible for the maJOPitY of P,I,D, and

latter study ie a good example of. the diffieulty in,making‘;W
"hard"® pronouncements. Its data is’ based on ehe presence or
absence of gonorrhea in the inflamed fallopianvtubes, rather
than on the presence or absence o{ gonorrhea in the endocervi-

cal canal, the technique used by researchers assigning a

‘infection, yet'it is still inconclusive. .Soecifically, many N\

fresearchers feel that a woman,suffering one acute attack of -

'.gonococcal P.I.D, is much more Sjjjgptible to recurrent ~



attack hadn't occurred, would nct by themselves have produced o

. . a P I.D, 95 The "confounding® study, then, while finding a

higher incidence of anaerobic PyI,Dy, might only be catching

the inflammation after the gonococci have disappeared and

allowed the anaerobes to “set up shop - The complex web of | W N
ause-effettAeveretangieSAaewmorewknowiedge“iseunco M%?i“%“Mttﬂfg
 (Or, as ‘my 80 year-old grandfather puts it "The more you,know;. | %

the less you know.“)
A, THE CURRENT EPIDEMIC

Accurate records of gonorrhea incidence have never, and

still do not, exist; excluding human error in making a diagn051s -

-in tho first place, only a minority of su ‘ cases ever . ;, T
= get reported to public health authorities and, hejce, recorded. o .
””*””*fm*(VhY“thiﬁ”ﬁ§1ﬂrand*itSfﬂQﬂﬁﬁTT”FCUntrUI’Eﬁj II*he*”fmrfrf ’’’’ -
| discussed later,) Relatively consistent figures on the reported | |
‘incidence of gonorrhea have been‘maintained_sincefat least 1940
_ in Canada and the United States, and‘theseiére reproduced in
chart and»table form in Appendibewo. ' , S
In general gonorrhea rates peaked shortly after the War,-.
possibly a result ‘of demobilization of the army, and declined

or inclined only‘&iightly during the 1950's and early 1960';.*

They began to climb steeply'aroundh1965.(surpaSSing the 1946
peak in 1971 in the u.S, 96 and in 1976 in Canada97) and have

- remained consistently high. The usual explanations for}the o

‘dramatic rise in the gonorrhea rate over the past fifteen



n ter:”'Iv criticized these explanations as b ‘ng shoddy, although

RES we caa accept one thesiS'as beéring on th rise in the rates. L

wu‘ It is probable thatsmore people were becoming'gékually active ‘ 2

with more partners and at unger ages than in previous years

ot et R e

o This is not however, t only-—indeed even primary-factor \

"*‘tt*“r*in“the*eteep lnCllne in aisease 1no1dence.

- B For example while a “rate" is suppgsed to reflect the

incidence of a disease holding the population base constant

(i e., x cases of disease/lOO 000 population) it cannot reflect
qualitative changes within the population base thaténight dis—
tort interpretations of the rate, Spe01fically, tie. mid-60"s

saw the&iirst sexual maturing of the post-War baby‘boom, Whlch

. . continued into the early 1970'8. }I am now going to’ engage in

“an exsrcise to illustrate what effect this phenomenon hason g
| interpretang the rise in the gonorrhea rate between 1968 and ‘ | , f
. " 1976. . N | . ‘

/ . ',°f' Below is a table for the years 1951 1956 1961 and 1966—
| 1976 inclusive, Calculations have been made for each year ' :
indicating. S o - ; : - I NS
*  The gonorrhea rate (annual Canadian incidence/lOO 000

population).gg

* The per centage of the total Canadian population
5 of 15_55 99,100,101

. betweén the a

T %111 nake the '

assumption ‘hat pérsons under 15 and over 55 do’ not . ;

bl rae

engage in sexual behavidur that would place them at anv



. - S great risk af gonococcal infection.

| * . The above per centage expressed as a rate, 'ﬁﬁé"j ‘
number of persons aged 15-55 per 100 OOO total populatdon.

?vb The gonorrhea rate adJusted for sh}fts in the population _

rate, 1.e., the gonorrhea rate/15—55 populatlon rate
times 1oo 000, - L '

S e B L, T T e e w

* The per centage of the total Canadlan popul%tlon between
- the ages of 15 and BA which constltutes ‘the greatest
T e T age-spe01fic risk group,. ThlS age group ‘is often -
presumed by health professionals V. D, control program
-directors and the society—at—large as engaging in |
‘sexual behaviours that would place them at a substantially ;%

greater riskoof gonococcal.infect;on than any other age

. gXeWP. .
TQSN* The above per centage expressed as a population rate.,
* The gonorrhea rate for this particular age group [111]
referred to as the gonorrhea rate',
L The gonorrhea: rate’ adjusted for shifts in the 15-3h
population raté
' y A\
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o o asy | ase [t [tk [ a6t | 1968 1969 [a7e | |1 (1213 | 1974|1975 | 1976 |

oosoqwfwﬁ. ﬂn+m o.a,u,,.ooo ﬂOﬁ Q%5 Q.q,..r. Quwc 1077.3 :,o.m : G..m“h ?,5_.0. 1476 Gm..ﬂ. Rﬂw A0S.® N.N...m gh .N..S.M
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Toessae 0 L " B e

t5-3% own mﬂocm\*v.wp’ mov 237 {293 | 279 289 | 215 | Jou 30.8 Mﬁ* 32 (AT | 3By || 2¢2 349|352

R g SO . . L o A

: ,m-ur_.wwmmﬂocﬂ\_oo.oooﬁom 2 700 ..B.wS ,..ﬁhoo .3.48 21,500 | 39,t00 | 30,800 3,400 | 32000 | 32,700 .w,u.*eo uﬁ.,u,-o 3, %60 | 35,200

N B | X | T 1 BRI

_ ‘Do%??wﬁ ate’ 833 1737 [73.37 1873 [Toa [88.3 |10+9 e 1427 |isuy| 1b6.8| 1727181 | 18061

Gonorchea 8..‘»\ 9&&#& to- [351.5 {2815 | 2627|304 |Io5 4 |243.4 Jeo.b| 3822 | ¥03.| [¥T1-2 9.4 || 505 | gL |S30.0

._vJ,w.u;. rate : . - " : : -1
‘u;mﬁm._u 1 Gonorrhea Wmam. Canada (1951,1956,1961,1966-1976) adjusted to two age groups




;Froﬁ‘this‘tabie we can observe that: -
* ‘The goporrhea rate increased by 111% between 1968 and
1976, (from 108.6 to 229,5). -
/*e.When adjustments are made to account for shifts in the .
ﬁ population rate of the 15-54 age group, the increase'
is reduced to 96% (from 205 to 400, 5).

e When“further“adjustments are made , aceounting Tor"
z | A
.. ¢  shifts in the population rate of the "high -risk" -( .
. '15-34 age group, and calculating their age-specificL

iy
o rate, the 1968—1976 adjusted rate increase becomes

: 81% (from 293,4 to 530 1), a full 30% lower than the

reported gonorrhea rate itself would indicate.
These calculations‘gbr age—specific rates provide

us with a different picture of disease incxdence than the

*”‘%*”*m”"‘gonorrhea*rate"al“e-prov1oes us, and offers us a first caution :
- .~ 1in using the gonorrhea rate to definitively pronouncevégef
-specific disease incidence, o ‘ |
| - .Even making adjustments to the gonorrhea rate to account
~ for increases in the sexually active "at risk“ population does
not alter the fact the gonorrhe; is more pervasive now than
it was fifteen years ago; Other conditions which existed |

during ‘the period of increaeing gonorrhea rates which may have

Aaffected their rapid rise, and which are unrelated to the 3 P's

~
postulate previously criticized include° -

- MOBILITY: As the phenomenon of transient youth increased in -
the late 60's and early 70's, so did the difficulty of contact
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*”“‘4‘*"‘“tracing‘and‘epidemioiogicsi‘treet‘ent (1.e.,'treatment of
named contacts without confirmation of infection.)9 This

_presumably led to increased numbers of persons rece1v1ng
treatment only after ample time had passed for the infection
to be‘transmitted to several others. It is further presumed e
,that transience vcoincided with an increase 1n'"short term | '

”rtW***t*mmserial*monogamy"t*a*svrttof*“sowing*the wild oats" by young
vmen and younggyomen alike. While neither assumption has

been empirically demonstratéd both contain a grain of loglc.”;ﬁ

INCREASING RESISTANCE TO ANTIBIOTIC TREATPFNT- Shortly after
the introduction of penicillin, gonorrhea rates plummeted,
This has been accounted for by the "fallout" effect of
Vwidespread use of antibiotics at a time when the therapeutic

dosage for gonorrhea was low enough that undetected cases were

‘wiped out as a "bonus" following antibiotic ‘treatment for
other ailments.lo3 The overall gonorrhea reservoir was lower
and resulted in lower rates of infection. As the gonococci
mustered resistance to penicillin, nullifying the fallout.
effect, rates began increasing. Larger doses of antiblotiés~ |
were needed to kill the organlsm, ~and people were once more

in a position of seeking treatment in the face of the deterring,

social stigma of having "one of those diseases",

~  ASYMPTOMATIC INFECTIONS: It is obvious that if one doesn't

know that one has a disease,'one won't seek treatment,. Clear .
documentation of’asymptomatic gonococcal infections didn't

occur until the eerly 70's, and it is presumed that their

Sy

-
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jrrrrfmr”‘heaith“attentionrwasrdirectedratrimproVIng epidemiolegiealeee~m’>

3

e

“prevalence incredsed during the 1960's and 1970's, —As asymp-

| tomatic'infections inCreased"'so did the time lag between

»

infection and eventual treatment. ThlS allowed more opportu-

»
nity for the disease to be spread and for the reservoir of

infected persons to rise, . 7 o f;,‘; . 0

R
}STRENUOUS CONTACT'TRACING’ As the rates increased, pﬁbiicf

work. This brought more people into clinics for’ treatment

contributing to higher rates. It is always V1tal to remember

‘that the gonorrhea rate only reflects the number’bf diagnosed

——

treatfd and reported cases. As Lundin etal - commented, "It is .

not known whether more patients with venereal disease are now

h

being treated or if more people are becoming infected.“loh
To some extent the higher the annual gonorrhea rate the
“lower the reservoir of “untreated people in the community-at-
large, | |

DE~STIGMATIZING S.T,D.: One of the effects of the so-called

sexual revolution was cracking the double standard and encoura-

ging open discussion of sexual matters, including S,T.D. In
this context S T.D., became less of a moral blight'and more of
an infectious condition reqﬁdring prompt treatment More

ﬁeople sought treatment and made efforts to ensure that their

partners were treated creating an 1ncrease in the rate.EIVJ

I am not arguing that these factors completely account
for the risé in gonorrhea incidence, At the bottom line no -

one cgn demonstrate precieely why the reported raté rose so

L.
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4rapfd1y—‘rhr&bevﬁacnors do argue for specific changes in f.
.‘the disease organism itself in certaln patterns of personal |
behavibu.r, ‘and in the larger soc:.al env1romnent. As: such they‘
depart . from the more generalized conclu51ons of the psycho—-
soc:.al theories and pemi“t us to move on to a preplse ¢ ‘Gl S
delineation of control strategles related to the organlem,
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 ILLUSTRATION |5 : A Model of Gonorrhea Prevalence
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Gonococci are very fragile organisms -which die quickly
when exposed to air (usually within 2 to 3 hours). Their trans-— :
’mission thereby requires physical contact. between an infected

person s mouth urethra, vagina or reetum, and an uninfected

nersen'ssmeuthfeurethrafevaginafoPArectume(anyeeombinataenewilifueaee"M
‘do). Of all the S.T.D. ss, gonorrhea is probably the one least ' (

likely to be picked up in any way other than genital oral ‘or.

anal intercourse. }

) There are,only'twoveffective Strategies that can be direct-
ed against the organisﬁ itself; The first woﬁld be the develop~’
ment of a vaccine (not yet accomplished);‘the'second is treat—

- ment with antibiotics (currently being practiced). . The success
. of the latter depends on —peepler—ei—ther——seeking—or——beingf—rdrawnf—r—';—r—w
into a medical system of diagnosis and treatment which in turn,
is affected by the size, ‘structure and effectiveness of the
medical system, « | B .
The organism also conspires againSt control measures, ' It
has a short incubation period (2-7 days) and thus becomes infec-

tious shortly after infecting a person, often before the indivi-

dual has developed symptoms alerting her/him to the presence of

“xdisease.

A recent study into the behaviour of gonococci has also
‘shed some light on future ways of dealing more effectively with

the organisms.105 The authors conclude that gonorrhea-+becomes

"
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, infectious only\after a certain number of organisms?are present

il sty e

at a particular site, e,g., the‘urethra in’males, the endocervi-"
~ cal canal in females. Ways of imﬁ§é%iﬁg detection and rapid
treatment of 1nfected persons could ‘reduce the chances of

. further disease transmission by killing the organisms before

Ry

they-have attained a sufficient population to become infectious.,

The authors further. conclude that a partial vaccine effective

6 cfu [colony forming units] Of | ;;

‘against "a challenge of 105 - 10
ER— ﬂ, gonorrhoea ‘may_ have promise in,themcontrolioi gonorrheaJ,Qii,iiii;,;
and add that such a vacc1ne is in the experimental stage with - o
chimpanzees. (It is also thoughtthat spermicidal contraceptive .
-foams may inhibit. the growth of gonococcal colonies in women.)
Another study suspected that only 22% of men exposed once

to an infected woman developed gonococcal urethritis.106

V(Urethritis is an inflammation of the urethra causing symp— o
toms of painful urination and a discharge‘of’pus,from the
penis, indicative of aniinfection.) Women, presumably, alsp ;
‘face different risks of infectivity when eiposed to an infected
male, depending, for instance, on the force of ejaculation
(which contains disease organisms) whether or not the male

ejaculates into t‘//Vagina and even how deep into the vagina

eﬂaeu}a%iane?éurssiﬁcethegonoeoeeifaVGT%heendﬁceTVica}
444canalf44Infbothemaleseandefemaleeie 1th" - [

or vagina—-its relative susceptibility to the "invading" organ-—

ismr—may be a factor‘in the probability of contracting an

infection when exposed to it, particularly with women,
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‘The ‘pH level of the vagina has been shown to favour or, disfav-'i

our the growth of certain organisms107

and it is conceivable
that methods could be devised to use this to the detriment of

the gonococci. v
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art Three:. The Host o , L St
« L - R
The boundaries between the host.and the disease o?ﬁ;nism~ f f‘h
blur, as the discussion of ‘host susceptibility in the last | A

paragraph above demonstrates. Mhat has historically been

" considered the host's role in a gonococcal infection are

-’Y“the centuries, it need not be so s there is no reason why

- ‘ — ‘ . , :
,th0se personal behaviourSVWhich either increase or decrease\‘\ = H

his/her risks of encountering an infection in the first place.

5~A1though*this ‘has led to a*general rounﬁ'ofﬁﬁictim;bleming over ﬁmcf’éﬁ

'5pecific individual behaviours\hhould be excluded in asse551ng

L

personal risk factors and S, T. ' The risk factors (and inter— .

vention strategi'es implicit in them) that will be COnsidered

rebtiinit bl o et

in this ‘section include. 7ﬁﬁﬁ_¥ﬁ¥fmm;mMﬁWi_;mfmmm;mimﬂ74Hi7;ﬁwiim,,;i;mii,
* number of partners
* nature of sexuel‘contact and the-phenomenonro' asympto—

matic infections S . ‘% ;

* contraceptive choice 3
* 'quality of interoersonal communication s o : §
o contact information ' . ' : . - :

A caveat is issued with these risks: they are not static.

| They have a. certain:predictife valne but as one venereologist

St ,,,,nm\»gv Tl

quipped "it may justly be stated that with very few exceptions
'all society is at risk at some time and that the dlfferences |
between those who "contract no infections in their life and . e

many of‘those who do S0 but once may be dictated.more by lucki‘
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a persoﬁ 1s to come in con—

A.. NUMBER OF P TNERS S A
Before any'disease can occur,\

§ i

tact with the i c tells us that,

given the virtually exclusive sexual vector o‘ gonorrhea's

fecting Orgaﬂ‘ism‘JSJ.mple lo

itad

transmission, the Jaore partners one has the grkater one s

\ SN
~who (improbably but possibly) may all be free of infection or. - *

,tainly higher in the former case and lower in the latter, but
7 it i\s still "relative" in the sense ‘i‘ depending on a number

.normatively expressed data, there is  the phenomenological

- confound* ****** 'ATBI‘SOTF mrhave “100- different partners irr aj\year"'.'s

chance of being cbnfronted with the disease, .ks With all *

bl cem i ]

4 wad

o,

B S e

a person may have only one partner in a year who @again 1mproba-."

bl but possibly) may have a dose, - The relative risk is cer—

fe-

- ~.
. 1
\

e —— S U

of other variables.r

»

For instance, assume that a sexually maturing population '

: of young teenagers has sex only with their uninfected peers.,ﬂ .

by humber of partners is irrelevant, in contrsft te young SRR R
°adults who have come into sexual contact with older, presumably b

, y _
infected partners. An interesting strategy caﬁ‘be constructed _ \

For as long as that trend continues, cheir risk as determined - -

"

- onjthis principle, based on the same technique of constraining ‘\ '7%

1refreshing twist, Rather than urging. monogagy, we can urge " "q

‘all personyﬂ starting sexual activity for the ﬁrst tixie in 1982 |

sexual behaviour as the old moral imperatives, but with a. ’ f

to only have’ sex with their peers, i.e., other person§~also

5o

TR F T e e  d S S SN
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- becoming sexually active for the first time, and henceforth

urge all sexually maturing persons to do likewise, This would

' eventually have the smge control impact as that of mpnogamy

(i e., it would slowly squeeze the disease out of existence as
»

the reservoir of infected persons in 1982 aged received treat-

~ment, or died) and would still allow for non—monogamous sexual

L

_ wlf
conventionS. lt would nonetneless'iall ior tne sgme reasons

that the monogamy rule has failed.i sexual chOICes are- based

‘upon numerous factors of which the risk of S T D is only

- - S

~ one and, given alternative preventive measures a fairly

minor one, - : ‘a. L S o P

‘In sum, reliance .on defining ris iiﬁiprimarily dependent _
a - fag;ﬂ N ° ’

on the number of different sex partners like any normative

statistical assessment may blind one ta other .important vari-

—

’ables. Some health prqfessionals;“ror example, “have constructed

elaborate binomial tables for botH{ men and women, expressing

exposures and the. probability of different :

~risk of infectionqi relation to the number of different part~ i
_ners, the numbero{?

partners being infected 109 while sound in numerical theory, jﬁ

" these caﬁggaated probabilities must be taken with several grains

) of salt viﬁi; some of.the risk factOrs discussed below.

B. NATURE OF SEXUAL CONTACT AND THE PHEN@MENQN OF

ASYMPTCMATIC INFECTIONS o .,ﬁ }
- % — ’
a3 have already touched upon the sbtion that the nature of,

sexual contact specifically whether or not it 1S -anonymous;

may_be more important 4 assessing'individual risk than the  °

\\
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_ i S 36 oc. h e l!ll)l'-ﬂ
asymptomatic gonococcal infections. I all infecx{o;;#:;oducedl
B £
toms then the. need to promote notification~of an infected

nperson's contac S wéuld not be great because _‘l}_ persons would

RV R ey AN BT U

~ be aWare ef the presence of disease. Publigiging the symptoms

and treatment locations would be SUfflClent to ensure prompt

N remedyiand,ieyentualliz aineductien,in the gonorrhea rate.‘

Any advantage of contact tracting would be minimal in such a

LS IO PO Y

situation.

~ The | problem, however, is that many-—perhaps even a maJoriJM*ff;m'
ty—-of infected persons do.not develop symptoms for several
weeks or months, and,a small minority may neyer‘develop Symp—
toms until. the disease has considerably progressed Besearch -
Jestimates of the extent of asymptomatic infections vary greatly.
l&iles with,gonorrhea are,considered,to,beiasymptomaticalky
\\ ‘infected at least 10% of the time110 with'some studies setting
the figm}'e as high as LO% and 68%, 1" A 15% estimate is the
jone currently accepted by thenDivision of.V.D. Control in
B‘ritish’ Columbia, \_f S | |
Females are presumed to have an even greaterArate of asymp- .
tomatic infections for anatomical reasons. ‘In the male,,the'
gonococci infect the urethra and, when symptomatic cause a

dysuria and a discharge. In females the gE:\BQQtl infect the :

endocervical canal There is no dysuria unless the urethra is ﬂf

&

A

~also infected, which is rare and likely~consequent to contamlnau,

tion from a gonococcal vaginal discharge sometime after“the

. o0 - N 7~ r o
" . . E .

R aTE T
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initial infection. A vaginal discharge probably occurs in. most

rapproximately 8

cases, but since vaginal secretions are co@mon in women and

" usually non-pathogenic, such a discharge (unless copious) would

"not necessarily alert. women to the. presence of a disease...x.
There is disagreement over how. many women are. truly asympto-

matic or minimally symptomatic; a commo ly accepted figure 1s - .
0% 112 113 ) ) . - . : e

A

is aware that she/he has a disease, In tﬁ?é situation, an

~ control of the disease; it also pfacesrpersons‘engaging in anony-

Treading softly on "soft" data then, we are left w1th »
estimates that as many as half of 411 infected persons. develop
insuffidient symptoms (at 1east’for the first “several weeks) to “;
alert them to the presence of disease. Gonorrhea can;therefore
be unwittingly spread to many other persons_before an individual
infected person's responsibility to'notify all his or her paz:"t--‘,,a
ners to the possibility of their having the disease becomes i
critical, |

When sexual behaviour occurs anonymously the contact

‘f,notificationpsystem breaks down, Not only does this confound

, \ , _ N
‘mous contact at a much greater risk of infection than those who'
do not, Assuming that most infected persons desire to protect .
their health and that of their partners, they will likely ensure ~

- - - - : \ 5 :
that their partners are notified if they*themsélves devélopﬁ* o

symptoms of infection. But to notify their partners they must
‘know their names, addresses and phone numbers;‘ In a social -

context where non-anonymous sexual contact 8> the rule rather :

Y



——ssﬂs—thsn—the‘exeeptienit‘ :
of undetected asymptomatic cases is much Lower’ “than’in-a v'?[. e
social context where anonymous contact_(which prevents:detection"

-~ of asymptomatic cases) is more frequent,

oy

07 L b ,:.‘.,’,.L',‘;‘mwa it L

‘A B.C, venereal disease poster from 1975 stated that one B
of the preventive measures people could take would be to -
Wﬁ;ﬁﬂe"Kncwf¥eur EartnersFF*4Un£ortunately, W1thontifurther_speciiicﬁ,iiim_ii&i;
— this statement still implies a moral 1mperat1ve.’ ifyou really
» know your partner (which takes time) you won't behave promis- .

\ "cuously and will therefore»be unliieiv'to get an S,T,.D, Thisw,‘:  Jd_,;i'
has_already been criticized as oversimplisticnand-not terriblv‘,.
useful, It is ndre_accurate to urge individuais to.always
know their)partner's name, address_and ‘phone nuhber, so that if
infection“occurs contact notification can be made, ?his approach
risrinteresting becausefit~isWbesedmless”uponwprimarv”prevention
(avoiding an S,T,D, in the first place) and more upon reducing
future risks by attempting to "drain" the asymptomatic reser— -

~ voir, Given the prevalence of gonprrhea, iong term prevention
strategies are probably more pragmatic than primery prevention R
*strategies, w1th the exception of encouraging disease prophyl— o f

axis via contraceptive choice. : e o

~ Another intervsntion strategy implicit 1n grappling with

g mmem memm o — e

Lasymptomatic infections isvthe prcmotion of reguiar S5, T. D,

- checkup¥, initially,venguarded‘by the gay community as a means
of cqmbatting the risks of multiple, anonymous contaéts, SeTe D

checkups are now being encoﬁraged_by meny control‘programs

o
&-ihl‘hﬁ”‘t e it w2
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‘e

(once every'fhree'months for "high=risk groups" [those'with

“mltiple anoriymous contacts] and annually for lower—risk
groups). Since women often have regular 1nternal examinatlons-

- or pap tests, ahd since some S TaDs* have non—sexual vectors |

i b el £ s Bl s s R

of transm1351on, the Division of V.D, Control in British

‘Columbia has recommended that routine S, T, D, cultures be

T T I S

. con51dered by both patients and phy51cians during such exams
}‘.as this.procedure adds only a few minutes to the office v;51t. ,
“ ,Finaliy, it is likely phaﬁthese first two host risks— '
‘number*%fepartners and‘anonymous contact—are intricately
‘dovetailed. The more pa?%ners a person\has, the more probable_'
it is that she or he does not know thelr full names addresses

b

, . and phone numbers.‘ This is certainly true of the gay steam

8

baths, where anonymous contact and multiple partners are fllp
” sides of ;he same coin._ Furtherhore, it is llkely that the :
heterosexual ngers. described in the previous chapter fdce
the same dual risk, It may be that the evidence suggestlve
of gonococcal infection risks increa51ng with the number of
7d1fferent partnersvreflects the problemmatics of asymptomatlc
infections and anonymous contact rather'tban any inherent stati-

N | stical risk in "promiscuity", .
NG CONTRACEPTIVE CHOICE , ' -

T

—u—Qfe~féeﬁﬂu——centreeeptive—method—iS—prebeblysshesene;behevieurelecheiese—e—ff——f

that can effect the greatest influence on risk of infection,

~ o

Specifically, proper use of the condom (i.,e,, such that there

"~ is no genital-genital or genital~anal contact without condom

l
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the risk of gonorrhea transmission.

protection at any time during 1ovemak1ng) can/groatly reduce_

114,115 It:isuauspecped

that vaginal birth control foam also offers some degree of

116

use a condom, If both condom and foam are used, the.risk.

i
| H
 prophylactic protection in>women,—whether~of not male partners Q>%_
3

of gonorrhea transmission is almost nil, and the couple also

hBS'contraceptlve protection almost equ&lling thg efféctlveness
of the pi11, %7

Since ‘the introduction of the Pill the American pattern w‘ : //

e Tt ET T S

of condom use has radically changed.»AIn 1960,;31.7% ofvcouples -

118,

used the condom ~°; by'1972Athis figure had(dropped £o 15%119 o

(A small survey conducted in Saskatchewan (N=738) 1nd1cated///

, that of the sexually active 15-19 year old age group, congoms

" were used by 23%rof the couples, élthough foam and ' conddms

;:that people naming many partners are leds likely to use a ™

together were used by only I%.lon "Other research indlcates'W” ’
condom than those persons naming only a few partners—.121

This shifting and, in the latter case, somewhat disconcerting
. pattern of condom use must certainly have had an impact in
rising gonorrhea rates.» If we return to the 3 P's postulate

for a moment, we may recall that the Pill was given as a factor

__in increasing gonorrhea rates, with its use explicitly correlated

Al

~ to promiscuity, the latter being the alleged cause of the higher

"raies.l'We can now clearly adduce that the Pill's influence on

the rate of gonorrhea had more to do with decreasing the use

- of prophlyactic qpnpraceptive methods than it had with increas—
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ing female sexual gregariousnass. ‘ |
The obvious control strategy utiliZing contraceptive

.éhoice as anVS.T.D. risk factor would be a massive promotion

of condom use, ' Such a'tampaign was carried out in Sweden a

122

‘feﬁ years ago with favourable results. Other, mere limited

Lii;i7w;Licampaigna;haxembeeninndertakeniinisuch;citiesiasiSaniEranciscai_i,

_(Pa;ticularly in the gay community), aithough no results of
tneir effectiveness have baen publishéd Public sentiment, ;.
unfortunatéiy, can impede such a campaign under the dodge that

\\““?f‘ it "encourages promiscuity . For example, a large billboard

in Vancouver showing three boxes of name~brand condoms with

the simple copy, "BefSafa Insteaa of Sorfy",,haaairked many
citizena into demanding its removal because of its boldnéss.‘

It would,be,useful in this situation for argavernment to aug-

ment the attempts of the condom manufacturing 1ndustry by

launching its own "legitnmizing" campaign on condom use, snch

a step, however, requires personal courage among polit1c1ans

that would have to outweigh political safety, something which

rarely occurs! = Nonetheless, 3,T,D. iiteratufé, posters,
education programs and clinics can all encourage éondom‘use,

eSpecially in conjunction with contraceptive foams, and

R TTINERI S e 1. e

L

especially among persons at greater risk due to frequent anony-

mous contact,
- While condoms, foam and perhaps, to a limited extent,
the diaphragm, may block disaase transmission, other contra-

- ceptive methods may actually éncourage infection, The jury‘is‘



g »
X

ho

Wnan~IUD, might_notlharelotherxise,occurredtlzho}gé There is .

Vstill out on the Pill but it is in on the IUD and the verdict

is 'guilty . IUD strings extruding through the cervical os Y

into the vagina act as "1adders" for foreign organlsmslz3 /// o

allowing them to rapidly enter the uterus and falloplan tubes

and set up a pelvic infection which, barrlng the presence of

also 'some concern that copper models of IUD' s, by altering the

pH level of the endocerv1x, may encourage the rapid growth of

~ some pathogens- €4 Ea'y ﬂemOQQilQS'vagina;is. ‘Women using

126 < " -
IUD's should therefore be educated ag\to their potentlally o

greater risk Cif not of infection'g I _se, then of a more raold

development of pelvic inflammatory disease,

- D. QUALITY OF INTERPERSONAL COMMUNICATION -

This risk factor likgdifferentendfundamentally more
.sodnd ﬁay of describing what the sexual moralists were after

in their model of 5,T,D, The duality of communicetion}between

 sexual partners as it relates to S¢TeDs risk-can be Summarized

in the following fashion.
Poor C ation
* The double—standard i.e., ‘dishonesty about a commlttment

to monogamy, This results in one person contracting an

infection and lying about it to hls/her spouse and/or the

clinic or physician, making early contact notification

and treatment diffi¢ult, It also makes many physicians
wary about reporting the cases they treat, in that the

age éroup they see is likely predominated by persons

vEdd - d
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b

,supposedly in a stable monogamous relationship. -

y '°Fear or embarrassment between partners can inhibit open
| discnssion(on the risks of S.T.D. infection, methods}of
h preVention,eand“sooon.f Again;'thfs conld result in per-'
~”petueting'the stigma-surrounding SiT D"s-énd‘limit the |
ease with which potentially infected partners are notified.

% The ideology of male superiority which ‘although under

some duress in recent years is still rampant Some men
‘coming,into Se T D, clinics are oositively livid with
Aanger at "that damn broad" who gave them a dose. ouch R
an attitude does nothing to-aid in getting that damn ‘
'broad in for examination -and treatment.

P

Good quality comnunication essentially reverses the above

~allowing for discussion of such things ‘as monogamy’ vs. non—

monogamy,,the use of barrier contraceptive methods if partners

regard one or both persons as "high risk"; questioning re: l‘
recent signs of infection or the'date of the last_S;T.D;
checkup with a new partner before love making, prompt notifica;
tion of potentially infected partners, checkups or symptomatio

diagnosis undertaken'simultanéously by both partners, and so on,

~This could everttually lead to a generally enlightened attitude —
--in %hmﬁha%%wem@wf%eiﬂf%

by S,T.D, clinic's admittedly necessary policyiof strict confi=~
dentiality) might disappear,



E, CONTACT NOTIFICATION
Although defects in the contact-tracing system are most
- pronounced in terms of the "environment"‘ i.e., physicians | E
and government clinics,vand will be discussed in the next

part, the individual "host" also play5 an important rele in

pf&%i&iﬁé goodmcontact information in Eﬁé”fi?éi*ﬁiaéé:"'ln
British Columhia we" are averaging only 0.7 named contacts for

27 which means that, at best only,_

each new case of gonanﬂnﬁi
70% of all infected persons are capable of prov1d1ng enouch
kinformation\to allow notification oi,only one potentially |
infected partner, ‘Since S,T.D, 's are not party to a dyadic
relationship——either one of two uninfected partners requires
a third infected contact to introduce the disease—~the current
rstate ofvcontact informationkonly allows us to reach perhaps -
1/3 of all potentially infected persons, " It is probable that
poor'contact'informetion is a-result of eithernanonymous expo--
sure, or poor (1. e., dishonest) relationship ‘communication 1ead-'
ing to the witholding of contact information, - ' \hdiel‘
A common belief among some health professionals is that |
Agay men, because of their penchant for steam baths and multiple

”contacts**proﬁuce“poorer‘contact—informati rn—than heterosexual
128 - -

' workers in the Vancouver V D, Clinic undertake, I found this

belief to be‘untrue. The following Table outlines the results,
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* B S .99
‘ Completei % Partialii % NonoI{i %

Heterosexual | : ‘ - |
(N=102) 37 - 36 15 15 50*% | L9
o J 7 Ty |

| Homosexnal | | *’QLQW”!W;HWW;M%;WQA" ,
(N=72) 28 39 | 21 29 [ *| 22
Total A S

(N=174) 1 65 137 0 36 | 21 73} 42

1: full name, address business or haome phone
ii: first name, plus business or home phone or address
iii: first name and/or description only

. * includes one patient who refused to name female contacts

who were family members
*# includes seven persons with anonymous steambath contacts
and one prostitute o e

TABLE 2: COMPARISON OF MALE HETEROSEXUAL AND HOMOSEXUAL

CONTACT INFORMATION, Vancouver Clinic, Sept, 1979

The next table, taken from the 1979 Annual Report of

~ Division of V.D. Control (Victoria 1980, p.19), alsd indicates

that homosexual males provide slightly better contact notifi-

cation than heterosexual males (specific to syphiliS"cases).




’
Table 3. ANALYSIS OF INFECTIOUS m<v:.r_m C NTACTSL,
" BRITISH norczw_b.,dmwm AND “ wm
W - 4 Named Contacts
Lmi Notifications N - , :
! | ' I :
| : Total ." ,_,www_ m Number m Perdnt
, : i - 1 g ‘ Cp o
W — humber | hotifi- | Treated | °f 1Ot
Category. Year i Number W me } cation ! . B
L 8 ] | ' o 1 i
- ” n L R T n
Homosexual PEERY 1978 {4 139 ° 229 P16 99 boh3.2
i C ‘ ) 1 1 X 1 . ~
W . 1979 ' 173 351 ! 2.0 . 164 ' L46.7
1 : | " L
. | ' 1 B
Heterosexual | . . . 1978.7 ! 66 1 ! 1.3 ' 35 ! 41.2
. . . ‘ . ' t 3 | ’
. SRR D Y £ SR (1] 127 ¢ 1.8 1 k2 v 33
, L | i i : '
Total : . . { . . . 1978 ! 205 31k ! 1.5 ! 134 ! 42.7
| 1 ] [} )
1979 | 243 378 Y16 t 206 ! Bh.5
| “ “ “ ;
- A, 1 . - A i e "

1. Contacts. 4mana by new cases of primary, mano:ammw and early latent syphilis, o~
excluding |58 no:nmn¢m in the Province who were named by umn_n:nm investigated
outside w+mnﬁmr Columbia in 1978 m:a 57 in 1979.

. ) | .
(source: Division of V,D, oosdwou... Annual Report 1979)

b
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" The basic strategy to improve the " quality of contact 1nfor-
mation would be to promote the fullest use of the proverbial
bleck,book and cénstantly utter the new "moral"™ dictum: " Know
»not’just;your‘partner, but also his or het nane, address and
phone number. A ,‘ o

Strategieseoutlinedeinethefdiscussion~ofAallethefaboxeeeeemgnom;
‘ risk factore can be applied via the maes‘media.and educational
;'prograns to tpe‘population—at—large,~or more eelectively to -
particular target groups. The former approach is outlined
and evaluated in Chapter Five; an example of the letter is
currently in operation in one of Vancouver s gay steambaths.

Initially undertaken by 3, E;A R CoHe (Society for Eduéation,

Action, Research and Counselling on Homosexuality), a relatively

2%

(R

non-political gay cmnwunlty group WhiGh—SanuQrS a drop=in 7
- S.TeDs screening clinic for gay men staffed by. gay nurses and

- physicians, this program attempts to publicize the FiSks of
‘S.T;D.'within the steambath itself, Pamphlets addressing S,T.D. /
risks and the gay man and cards giving S.T.De clinic locations °
and'bours are on display on the manager's counter, One evening
each week (nsually during peak hours of midnight to 3 a.m.)

a volunteer gay male nurse offers free screening tests for

syphilis and gonorrhea, There has also been talk with the

steambath owner on.installing a condom vending machine and
several large posters discussing proper condomduse, oral—-anal
sexual hygiene (a factor in reducing sexual transm1831on of

enteric infections) and the need to know one's partners' first
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—ve—e~*~e*xndicating"theirrlastrcheckup*tordisplaytonﬂtheir towéIs

‘names and phone numbers, S.E;A.R.C.H. is also persisting in

ﬂ{Mrestablishing an annual “Come Clean" week during which a cona»‘c,'

T, ,

certed effort to screen high-risk gay males would be made,\f;
with men who have either been £0und free’ ofsS.T.D. orsbeen‘;

effectively treated given an "I'm Clean" button with a date’

in the steambaths. Finally, there has@miso been a somewhat

facetious suggestion to develop ste

';ofiaddress books
and waterproof luminescent pens suitable for a busy night'
¢ note=taking,
F, CONFOUNDING RISK FACfBRS _
| It spould be noted that in my discu551on of risk factors
related to the host I did not include age, oceupation, marital

- status, c1ty'or’rural residency, or "repea ter“’categories )

frequently used to assess risk.129 I do not deny that when

considering the population as a whole these demographic group= '’

ings do provide us ‘with rough guide posts, Only to the extent
that one particular group engages in the specific risk behaViours
described above, hOWQVer, does it place members at a greater
risk of infection relative to another group, For example,

_a L5 year old married professional male with universitv educa~<

tion who engages surreptiously in frequent anonymous sexual

contact without using condoms is at enormously greater risk of
infection than a 2b year old single homosexual male with Grade>

10 education who has only 2 or 3 partners in a year and who uses

a condom untilvhe can trustehis partner enough about the presence

e “.‘.,mw‘+~‘e‘i<,u1w\u A O RN T

e e

i
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*vor‘absenge of hn'infection; The/S T, D, -canyas~of risk’\when B k ;

FE e

painted with a broad demographlc brush nevertheless places the - :
‘iformer at a. lower risk than the latter, . | o :
| . A practlcal example of how such demographic categories _ 4

Can'be.counterproductive whien used.unw1sely concerns risks"

= i “attribnted»to,agei‘;Statistics from V.D.'control'programs over

" the past decade indicate -that males aged 20-24 and females
aged 18=-22 constitute;the\greatest risk group by virtue of

P —

“m;,_ﬁbeing ozerreprx/enfedcinlthe incidence of reported cases of

( 1
p gonoqrhea.  The Table below from the 1979 Annual Report of : .
f the.Diyision of V.D. Control (Victoria, 1980, p.15) is repre-
sentative of most North American control records, | | L

Such data tends to be used to isolate the age—groups as

being a highly significant risk factor W1th the explanation

—— — [ ’ i

that men and women at a particulariage tend to haveimore

"casual" partners which has given rise to the belief ‘that
S.T.D. is primarily a phenomenon of youth, . '(This'fits very . i
- snugly with the prevailing sexual ideology of men»sow1ng their .
_ wild oats before settling down to morally uplifting mondgamy )
Such data has”also been used to justify SeTeDa promotion'and ’

WIS SERI SR AP S SR SR M TR 1Y

educational programs geared to the youth ‘market with at least
— ‘rthreercounterproductive4consequences———First——it ean—stigmatizme——————j—
- A%heiteeﬂageeandeyenﬂg—aéult—pepulatien——whiehmmayehinder—aS———————e———se

“much as help in promoting preventive measures, ‘- In particular,

goyernments may be viewed by many young adults as belng paterna- .

listic at best, and campaigns singling them out as the focus

AR et SR A SR
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"Table 4.

NEW NOTIFICATIONS OF VENEREAL INFECTION
BY AGE-GROUP, SEX, AND DIAGNOSIS,

BRITISH COLUMBIA, 1979
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of the S,TeD, epidemic may be discarded as righteous intrusion,

L3

Second the older population is reinforced in their quietlng

assumption that they are not at greatﬁrisk and need not be

v
concerned with preventive measures or with the new 1nforQ\tion

on such previously undiscussed Se¢TeDe's as herpes, trichomoni-

~

a51s and yeast. Third” 'such campaigns, by catering to a yeuth—

ful audience only, leave theﬂhelves open to critieisms from
the Moral Majority and their 11k for fostering promiscuity.,.
iEignreswonwageQSpeeificrin£ection rates can also be mie; :
leading, T have already discussed this problem in relation to
shifts?in the population rate of the 15~34 year old age gfoup,
Furthe%ﬁore,‘age-specific rates’reflect only reported cases, |
and there is ample eVidence that the majority of unreported
cases are those treated by physicians-—a p01nt whicn will be ‘
returned to in the next part. It is possible that the popula—
tion of S,T.D, patients going to a physician rather than a
clinic (where all cases are reported) might tend to be older,
VFirst older patients have had more time to establlsh a rela=
tionship with a physician other than their childhood "family" |
doctor whom most people would probably be reticent to go to for
S.T,D, treatment, Second, public health‘elinics (at least in

~ B,C,) became a truly visible and widespread phenomenon after

*‘“W“i"‘fthe‘War‘and‘the‘postiwar%beby*bbom:“PeUpiergruwing‘u

1950's and 1960's may be more ljkely to use public health
clinics than people growing up in earlier decades for whom

such facdlities were less commonplace.' Third, the S,T.D.

e sl R e
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education received by persons. over 35 is more likely to have

been.punitive thanfthat received by younger‘adults, leading
to a greatér desire fpr privacy'ﬁhen dealing with the problem,
a feature more endemic'ta physiciané' offices than to public
V.D, clinics, In.sum; the avallable data on age—épecific

disease incidence may reflect a bi@s in the two systems of

o A sl bl aRi s oa FL T

over the age of 35 are under-reported,
My sentiment as a health educator who first began to

tackle the problem of promoting preventive measures in 5,T, D,

control while still a member of the third-ranking age-specific

risk grodp (25-35) is that demogréphic categoiies of risk should .

only be discussed in relation to the specific risk factors

previously outlined in this part, They must be used with

among older colleagues énd~within much of the professional

¥

and public S,T.D., literature,

cautious discretion, something I have often found lacking =
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Part Four: The Environment

The‘envirOnment is the social context in which both dis—
ease'organism,and host meet, thrive and}are dealt with; its.
impact and intervention strategies the disease process are

both general and specifiec,

r“rr”“f*’*“”“**Iﬁ“a%generairseﬁse;*the*énvironment”cﬁnditioﬁs"thetspec;flo
| behaviours of the disease organism and the host, | In the former
case, the fact that S T D reseerch fundlng (on a per case
basis) is much' lower than funding accorded less moralistlcally
sensational diseases as multiple sclerosis, muscular dystrophy
and arthritis has an undoubted impact on the speed with which .
improved prophylaxis (especially the‘development of vaccines)
4,130

may be deveiope . In the latter case, the extent‘to which

'S,T.D. remains a "blight" of any kind, rather than a potentially

serious and very prevalent infectious disease, will impede
individual's willingness to change specific behaviours that
allow for prevention, rapid'treatment and comprehensive contact .
notification, Tho'issue of de-stigmatizing S.T.D, is inherent '
in the discussion of health promotion programs in the next
chapter; this particular part of my argument w1ll focus on an

environmental "specific"' the complex and in North America,

fairly botched System of contact notiflcation.

A, coNTAcT-NOTiFICATION

‘The necessity of " some method of drawing gonorrhea con~

tacts into treatment has already been alscussed So, also,

~
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nas the host?s résponsibility»in this regardz i, e., the need to
‘always know one's partners' names, addresses and phone.numbers;
The environment falters, in turn, on.at least two}counts. First,
while many~physicians and most control program Directors remain

, . unconvinced that contact notification has any value in actually
‘ 2131

~———-+ —curbing the epidemie~~~, there is nonetheless a general re—
search consensus that such notification is not only essential,
but even cost—effective in reducing the morbid sequalae of
132 .

undetected infections. Second, even after the host has

upheld hia/her end of the stick by providlng proper contact

information, the effectiveness of the medical system s role in
contact-tracing is only fair at best and respecting private

physicians, often entirely neglectedﬂ‘

rThe—control—pnqgram~in~use—in—British~Columbiaw(andwinfr~~~ -

modified forms elsewhere in North America) utilizes. “epldemlo-
logical workers" who actively trace people named by persons
with confirmed infections, (Two full time epid workers operate
,in the main B;C; provincial clinic in Vancouver, while communi-
.ty health'nursos handle-the‘job throughout the rest of the

. \ 5 .
- province,) The usual procedure is to interview a male patient

vmrafter he has been examined, eliciting the names and addresses

of his partners.A Femalés, unless diagnosed as positive‘cases;

are not interV1ewpd for contact information, even when they
have been diagnosed positive there is disagreement as to the
cost-effectiveness of tracing their male contacts.133 13L, 135

136 137 If a gonococcal infection is confirmed in the male



‘willing to contact his partners himself. If he agrees, he.

.llOrr

patient, contact information is taken on all pértneré\with‘

whom he has had sex within the preceding 30 days, a time period

based on the outside estimate ofcﬁhe_disease's incubation e

period, The'patient‘is then asked whether or not he would be

is given a few days "grace" in/which’to do so, If his partners

Loq. R

do not show up w1thin that period of tlme, the patient is
contacted by an epid worker to conflrm if he has, indeed
informed them,- If not (or if he has and -his partners are
simply not seeking treétment) the epid worker begins notifying
them directly.i By law, no information can be divulged to the

~ contacts concerning how their names were obtained or when an

aileged exposure to the disease took place, The epid worker
simply states: "You have been named as a contact to gonorrhea,
When can you come in for treatment?" If the person hasn't aé
yet sought treatment on his/herlown (unlikely if he or she had
an asymptomatic infpction) an appointment is'arranged, with
persistent phone calls, letters or visits if the appointments
are not kept, Under the British Columbia V,D, Suppression
Act, contacts are liable for flnes and/or 1mprlsonment if

they fail to seek treatment, The power of this Act has onl&

4

 been invoked once or twice, and most persons, when informed of

potential infection, are quick-~to avail themselves of treat-

[vi]

}ment

There is mounting criticism that such a contact—traclng

138

strategy "is an inefficient use of resources, " Two studies
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with a combined sample size of 2 127\pat1ents found that a

self-referral system was equal in effectiveness to the contact-
139,140

R

tracing system utilizing erid workers, ‘The self=-referral
method, which i3 also widely used throughout thé United Kingdom

of over 200 specialized S,T.D, clinics, involves a very brief

rrinterview (30 seconds to two mlnutes) with the primary patlent

providlng hlm/her with a number of referral cards equal to -

».the number of his/her potentially infected partners, The

primary patient}is*also given the following exhortation*

At least one, and perhaps all of these people are

infected witﬁ gonorrhea, but they probably don't know

it since. gonorrhea doesn't often cause symptoms,

It is your responsibility to see that each one of .

them is told to get treated, These cards will help,
{our partners come to this clinic,..treatment

w1l be free and confidential, We will not tell them

who you are, 141

The cards alert partners to the likelihood 0f infeCti0ﬁ“aﬂé*”“”i”"*”"“
indiéate where they can seek treatment, They are urged to

return the cards to the clinics so that a cross—check on

the system's effectiveness can be made, One of the studies

found that; while it may be disconcerting to control program

staff when only one or two contact referral cards turn up for

a pa;&ent originally given seven, the remaining five still

;E? The card served as a mdtivating factor

in getting the primary patient top inform his/her partners,

whether or not patient or partners placed - any impdrtance in
the cards themselves,
This self-referral system costs approximately 65¢ per_case,

versus a cost of $42,25 per case when an epid worker is 1nvolved
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in the tracing procedure.}h3' Although self-referral meshes
nicely with campaigns,urginé individuals to know their]pgftners'
names, addresses and phone numbers, and to‘always ensure ﬁhat
they aré ngtified of potential infectioné; it has not been

‘incorpbrated=intq>most North American control programs, It is

_not, for example, used in British Columbia, One possible rea~

son is that it removes the element of "control" from control

program workers themselves and places it on the infected per—
[vii] Yet, as both studies.on self-referral pointed out,
: . ‘

*xgeople do behave responsibly, and at least as many contacts

sSon,

who are traced by epid workers come in of their own accord,

To employ this system (indeed, even to conduct a local study

on its efficacy) would be simplé and inexpenxive, It would

also free up epid workers' time to trace those contacts lor
whom information is scanty, In particular, epid workers could
LPe used in more critical areas, such aé syphilisanotification}‘
or tracing of all contacts to penicillinase-producing N, gonor—
rhea, (cf, Appendix One for a description of this particular
strain of gonorrhea,) -
Despite the limitatiohs of a self-refefral system, it

should be undertaken if for no other reason than the current

[viiil]

Vﬂéshtacb-tracing system is terribly inadequate, In-

British Columbia, for example, we are averaging only O,7 named
contacts for each new case of gonorrhea, and are successful in
tracing and treating only 38% of these contacts,lhh While it -

is true that many named contacts have ﬁrobably sought treatment



’”akself:referralforfnonhac;gxracingusystem, In recent years
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independent of notificatidn; we are not reacliing as many as
87% of all potentially infected partners of reported cases
alone, Overcrowded facilities and inadeduate staffing are
obvious program deficiencies whigh éouldrbe corrected-and

improve both the quality of care and the efficiency of either

in B;C;'(1978—1986)fclinic,attendance has risen quite dramati-

cally taxirig already burdened services, The control sgrateéy

" should have been to increase services to meet the demand;

instead, the promotion program which had been largélyuresponsi—

ble for the attendance increase was aborted by the Director

' of the Division of V,D, Control specifically because the

patient load had become too great for the facilipies.[ix]

In February 1941, thewmain,clinic,in,Vancouverrmstillfexperi% e

encing a patient load almost 40% greater than in pre—promotion
jears, switched from a drop~in to an appoinﬁment system Although
contact diagnosis and treatment, follow~up visits and routine
S5,T,D. checkups may lend themselves to appointments, a sympto~-

matic individual will probably seek alternate care rather than

~wait even a day or\twb’for an appointment, (Alpernate care in

this situation would likely mean a private physician which, as

we will see in a moment, often exacerbates even further the

problem of contact notification,)
In sum, an expansion of clinical services (especially in
rural areés which, historically, have been poorly served by

V.D, control programs), improved clinic hours (most climics

WS NEIPNCET S
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currently the,limited weeknight and weekend operations, making
it difficult for working personsvto attend), increased staff,
introduction of self—referraljnotification procedures in
addition to "classical" contect*tracing, extensive promotion
and education campaigns and'inproved laboratory facilities[XJ

constitute just some of the meaeures that can be taken by .

PRETTRPINRIR

i

governments to improve the services they offer and, hence,

- reduce the risks of disease inherent in a sloppy medical

intervention system,
B, PHYSICIANS AS PATHOGENS

Physicians who do not report cases of S,T,D, which they
treat (as required by law) are, as a venereologist colleague

of mine quipped, "worse pathogens’than the organisms themselVes."

Such an indictment : is based upon the need for contact notlfi— ‘ ‘

cation which, when a physician-treated patient isn't reported

~.to public health workers or referred to a V.D, clinic, is

nipped in the bud

Between 70 and 80% of all gonorrhea cases in the United
States are treated by physicians, with only 15 to 20% of
physicians reporting their cases to public ‘health authorlties

and physician—initiated contact notification "variable" at

" best. ¥ Similar data does not exist for Canada, although in

British Columbiaiphyeicians treat L7% of all reported gonorrned
cases, and there is evidence of at least several hundred addi~

tional«caseanuhich they treat and do not report.u"6 [xi]

- Several theories.abound as to why physicians do not report

,
AR Ry o G0 S
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gonorrhea'cases. The most common argument advanced by doctors
themselves is that they must protect the confidentiality of
their patients.' But as I have cormented elsewhere:

Under the Hippocratic oath, the bond between phy5101an
and patient is both sacred and confidential,
Unfortunately, the oath pre~dates medical knowledge

| ' of the nature of infectious diseases and their o o
—Wss—s~m—~ﬂ~ssstr&nsmiesientssAsseeensasAthe~basis~o£ disease¢ -
transmission was understood, control measures of L
various kinds were undertaken,....W%hen physicians-

today invoke this particular clause of their oath -

they are reacting to the centuries of moral ' :
judgementsfthst—enshroudfand eegfound the problems - - -~ -
‘of V,D, control., How many phys cians, for example, :
have any reservations about reporting infectlous

diseases other than V,D,? 147

. pjr BSOS [T o€ o b i B S Bt b = L

Physicians, in truth, only seem reticent tpﬁreport gonor—
rhea, As Roberts has pointed out, one reason that syphilis _
rates are so low while gonorrhea rates remain extremely hlgh 1s_
N that—"m&nyrphy81c1ansmconssderftheﬁmedical~sign}£1canee~and~WW_ww~ww~vﬁm
CCOntrol of syphilis quite different from than of gonorrhea,"l‘i+8
2 In short, gonorrhea is not taken to be a particularly serlous |
illness, As the physician in charge of the V,D, dontrol program |
in Nova Scotia wrote dn 1979: ", .o.the fact thet;the long term
sequelae of,..gonorrhea are not usually severe (unlike sthilis)

and threaten few lives, it could be argued that gonorrhea should

not be separated out from the other minor infecgﬁbus diseases

in medlcine but should be left to the usual methods of. the pri-

vate phj,rsiczi.&m,"ll’9 This attitude may well be consequent to |
the great campaigns of the 1950'3 sponsored by government health
branches (notably that of Thomas Parran, Surgeon-General during

4150

this perio ) to purge the scourge of 5yphil}§\from the ‘land,: o
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morbidity of . untreated gonorrhea, and the disease is ‘still re-

h garded by many physicians as a fairly tr1v1al infection. ZIt?s

also probable that physicians, like other ordinary mortals
are subject to the same moral pregudices that have impeded

people from seeking treatment in the first basex and which may

_-which the patient only "brought upon" hﬁn— or herself

“as another contributing factor in physician non—reporting.

In either case, patriarchal prejudice cannot be ruled out

Women are less likely to be symptomatic:than men and benefit
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greater from contact-tracing,or notification, _MoSt gonorrhea»

patients presenting themselves to physicians are likely to‘bé.

‘male, Corea has argued that the sexist conditioning of men,

7Wand particularly ‘that of male phys101ans

[x11]

: their unwillingness to make patient reports that are mostly f

Abeneficial to aSymptomatically infected women,

4

| Other factors abetting the problem of physician non-
reporting also include' _
* - Insufficient payment to physicians for their time in
completing report forms. |

* Resentment at intrusion into their private practice"-

,_contributesito B

by government regulations.

1 LT

* General -ignorance of gonorrhea and its management.an:LJ
*" Fear of becoming embroiled in a marital dispute, (The

VZD Suppression Act of British Columbia however, prov1des

R R A s et B RS
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that records of V'D treatment are “exempt from production updgz’/;/

'subpoena,issued in any Court in a civil actidn. w152

I suspect
legislation in other provinces and states contain similar
A,fprovisions.)°l‘ o fﬁ S Agyp \ .o

LN | belief that contact notification plays little role in

At e w2k < bt G i e e
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This 1ast point is of particular interest since it can

i ﬁbe demonstrated that contact notification does have a dramatic

impact on the prevalence of gonorrhea. For example, in 1973
\the gonorrhea rate in the Untted Kingdom was 126 cases per

1100, 000 population.lsl’ ‘In Britain there are 230 S,T.D. clin-

155 which sequoﬂ of all gonorrhea patients; of the remaining'
10% seen first, by physicians, 90% are referred to S,T.D. clinicsre

”since*there is no financiai benefit'fcr*a phy31cian to see
these patients.ls6 [xiv]. Thus, some 99% of all gonorrhea cases
are -seen’ in a specialized public clinic where contact follow
up 1nvolves both a selfbreferral and an extensive contact— :
‘traC1ng network.157 The reported gonorrhea rate in the U. .
is considered to be close to the actual rate, a .

In the same year (1973) in the: United States, the reported

gonorrhea rate was LOA/IOO 000 158 It is generally regarded

- that four—fifthe of gonorrhea cases in the United States g0

,unreported159 giving us an estimated U Se vrate exceeding
1600/100, 000, over 12 time the UK, rate! In Canada in 1973,

the gonorrhea rate fell between the Ue S and U.K, extremes at

_205/100,000160,‘although the four western provinces (considered

7’
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to have better reporting procedures) recorded rates from 357
to h33/100 000, 161 The B,C, rate was 381, which we could 1
conservativelyAtreble to‘get a more accurate measure of-the
actual disease incidence, ‘

There are three major differences in gonorrhes control dis—l

tinguishing the UK, system from the North American system.

First almost all cases are treated by speciallzed clinics
attached to hospitals, allowing rapid access to laboratory

~facilities (cfs footnote [x]) and integration into the contact -

'notificatidn'systemB, Second, because physicians are salaried
rather than working on a fee?for—service basis, there is no
economic incentive for them to treat S,T.D.'s, and the problem
of physician non-reporting is side-stepped, Third, there is

a,constant S T.D health education program dlrected towards

attracting people into the specialized CllnlcS. While the
situation in the U,K, is still regarded as imperfect, it is
considered as beingjmuch more efficient than the control‘
programs existing in North America.162 [xv]
C. COUNTER~STRATEGIES )

While‘the British system offers a more efTective'control

program than the onercurrently operating in Canada Smith has

7 pointed out that "mﬁﬁﬁf%ﬁverress...iswmmtré
,,,,, 4444471 - IJ thod 1 hict ] 13
imbursed for their services, simple transplantation to the Cana-
dian scene is not pOSSihle."163 In British Columbia several

. strategies have been attempted to redress the problem of *
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physieiaaAnen-repertiggAwithintheconstraintééfagixﬁrdknx-*;f.A
- service médical syStem, withouﬁ‘too much success, These, apd |
other ideas which have been considered but never acted upon,
“are discu§sed'below.
1, Physician Edggatign

: " To legitimizé the control progrém's effort to improve
fphyéieianhraportingrwanmartiglefwasvpublishedﬁinmthewﬁtcfu;uWﬁ_*%AW_fd;
MEDICAL’JOURNAL in 1978, entitled:"A New Control.beg;am for

the Elimination of the Gonorrhea Epidemic in;Britisﬁ_Columbia,"

The tifle wés aﬂﬁdiiEiCAi miéhsﬁefirthe afticlejsimp,i dealt
with theexisting.controifsystem and exhorted thsic;ans‘to
involve themselves in it. The article's summary waéTﬁhe least
_apologeticallyFworaed section, and outlined in point form
the/gonorrhea problem: o | ‘

~FACT: Every time a*person-is treated.for gonorrhea .
at least one or two other persons "out there" are
also infected,
FACT: Many of these persons will have Tew, if any
early signs of infection, Women are hit the hardest
Over 85 per cent of infected females -have no noticeable
symptoms in the first several weeks, From geven to
20 per cent of males are also asymptomatic,
FACT: Over 30 per cent of infected females do not
receive treatment until pelvic inflammatory disease
has developed, Up to 30 per cent of women infected
with PID will become sterile,
FACT: Thorough reporting, contact-tracing and epidemlo—
logic treatment can reduce the gonorrhea epidemic ten-
fold,
*‘FﬁGT*“Every“physician—mus%—balaﬂee—his—ef—her —refusal ——
to participate in a concerted control program against
~ his or her own role in:
1; furthering the gonorrhea epidemic, and
2) allowing unnamed and untreated contacts to suffer
serious physical damage concommitant to a gonococcal
infection. 164

(Note: the figures quoted above are\overestimations, based on
poor data of a few years ago.)
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A one-shot effort such as a magazine article would obvious~

"1y have little effect,'yet any efforts on my part to promote

PRI R R

physician involvement with the B,C, control program were stymied
by the simple fact that I was not a doctor, Most of the effort
to educate physicians has been made by the doctor;with the

V D clinic in Vancouver usually con51sting of short informa-

tion sessions at various hOSpitals during medical rounds,
The brevity of these talks the difficulty of the clinic physi-
ctan leaving his respensibilities at the clinie, and the fact - frr~W7,;
that. most doctors attending medical rounds on the subgect of
S.T.D, are likely already "converted" to the control program
constrains the effectiveness of this effort to reach privéteiv
physic1ans. |

The clinic physician also supervises S.T. D training for
medical students and interns in the V, D, clinrc 1tsel£rieéa1n o
this is limited by the clinic physician's other respon51b111t1es,
and by the fact that a specialized clinical eﬁperience in 3,T.D.
diagnosis and management does not necessarily translate to the
specific problems of a private practice, 9

In 1980 the Division of V,D, ‘Cohtrol published its first

thorough manual on the diagnosis, treatment and management of

- S.T.D.'s for use by physicians, k‘wholerappendixrof‘theﬁmnnmﬂfrrrrrrf

'w334directed4torsimplifying*therlaboratory—and—reporting—proee-————————
dure in .an attempt to engender more physician support in the
control_program. The manual was "malltdropped“ to almost all

private physicians in the province (excluding those’specialistsf
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~ unlikely to see patiénts on a general practice basis), and

has been quite wgilvreceived. Nonethelesé,‘phySicians in B.C.

(1like physicians elsewhere inICanada) are presently epgaged in

a political and very significant struggle with government health

ministries over fee schedules; there is some concern that the

. current éyétem'of‘meqical insurance could be substantially

7 eroded before the outcome of this struggle is determined,

In this context, any promotion by the government to encourage

physician support and government programs is sure to be under—

s

‘ cut by the strained relationship” between the two parties,

Furthermore, none of the education strategies outlined above
can, by themselves, guarantee any improvement in physician
reporting,

2, The Nurse Epidemiologist

Althbugh'éIIfébﬁﬂhﬂiﬁ?”ﬁéﬁltﬁ”hurses,eﬁﬁloyéﬁgﬁ?vfﬁé"Miﬁf;;m;"""'W

, stry of Health have a mandate to support the V.D., control pro—

~ gram, the Division of V,D, Control also fundsAfdll.or'part-time

nurses in eleven B.C. communities, ‘excluding the Vancouver
area which is serviced by the province's largest V,D, clini_c.165
The intent of this particular program is "to provide the private

physician with one simple, reliable and efficient manner in

;ypich to execute hjg/or her function in the control program,

The pﬁblic ealth nurse iesponsible for V.D, in each

"specific community, in effect, is there to serve both
the communi{ty and the private physician in her role o
as a direct| link between physicians and the V,D, control
Frogram,... [Her role] is to make her services available
to physicfans] with respect to interviewing, contact-
tracing apgd/or epidemiological treatment. of named

[to primary cases seen by physicians], 166
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presence of a nurse epidemiologist~working in a commﬁnity‘
actually increases‘physician reporting., - One proolem that some»
nurse epid workers have experienced is a medical elitism prevent—
ing them from working directly with physic1ans. The latter, it

seems, would prefer to relate to one of their own kind, in

fmfvee——ﬂ—bhisueasefthe ‘Mediecal Health- foicerrof a-health districet,————

Another probable constraint, identified by the Koba study in
“the United Sthtesl67,lis that physicians may prefer to have
épidfﬁaiké}s';éspéﬁsibiewhiééciiy to themselves rather then ﬁo
public health authorities so that their control over patient
~ care end confidentiality.remainS'inﬁact. In such a situation

simple statistical reporting to public health authotrities could

be substituted for the’current practice of detailed case—

-reporting. - The latter would be—redundant since-the- physiCIan- o e

controlled epid worker would ensure contact notification and
the statistical reporting to authorities would still permit
surveillance of disease trends, Smith has,ergued that physi;
cians wonld not be hesitant to cooperate in statistical report—
ing as they are with case—reporting.168

‘Consideration‘was‘given to selecting?a‘B o communi£y~and

providing a grant to the local :medical association to6 hire their

own nurse epid worker. Shifts in statistical reporting for

-

this community would have been compared to prior casetreporting
figures, and to communities where a ‘nurse epid worker was

employed by the government or where neither situation existed
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'Thisrfgéearch proposal was h;#er acted upon,
3, Self-Referral Kits
In the spring of 1981 the Division of V, D, -Control pub—

- lished pamphlets on S,T,D, designed to inform patients with a
partibular disease on the medical, therapeutic, preventive and

epidémiological aspects of their infection, These could be

- distributed to physicians who see S.T.D. patients in conjunctlon

with self-referral cards for thqir contacts, The physician
could report each positive case she or he treats, plus the
number of potentially infected contacts, i.e., statisfical
rather than\case—reporting.. If the self-referral forms were
assigned a number corresponding to each physician, some cross—
éheéking on such a system's reliability co&ld be designed, In
the absence of complete case—reportlng by most phy31c1ans,
”thls system may prove very ‘useful,

L4, Payment for Physician Reports

It is sometimes thought by V.D. control program workers

that many physicians do not report because there is no fee
schedule covering the cost of the time it takes to fill in a
report form, - The Division of V,D, Control has discussed

implementing -a payment schedule for report forms on a trial

At one point during the two and a half year health promo-
- tion program, I deleted reference to "physicians" as a diagnostic

and treatment resourcé and publicized only the goverhmént VoD,
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Aciiﬁicé{“”While it is doubtful that this had any'impact‘in

channelling patients away from doctors and to the clinics, it
did spark criticism from the B.C, Collége of Physicians and
Surgeons, which argued that our promotion of clinic services

(the staff of which included a physician on. salary with the

_governmeht) contravened their regulations on professional

’*éaﬁéffiéﬁﬂg"fTﬁéir argument was shown to be legally specious,

¢

and they retreated from their position as soon as we resumed

/ﬂadvertising private pﬁysicians as well .as government clinics,

Until the government supplies sufficient clinical services and
staff there is little to\béjgainéd in efforts to bypass thé
private practicioner} furthermore, many persons would likely
choose to be seen by their‘oﬁn doctor rather than by a clinic,
and the government has no ethical or legal right to force
a choice upon the“pUBlié;""; - ' féi
Nevertheless, ‘the politics of physician-government relations
may well confound attempts'to increase government clinic services
in the near future. For example, despite the fact that a majo->
rity of private physicians do not manage gonorrhea in an epi~
demiologicalli’sound fashion, a letter drafted by the assistant
Deputy Minister respons%bla for the ‘British Columbia vV.D.

~ control program (in requnséfko the criti01sms ‘made by the

7 College of Physicians and Burgeons) stated in part that "It is

our policy that we first ‘promote the private physician as the

source of medical care,” and secondly promote any other facilities

that may be available,"1®9 That Health Ministry officials in
\\ e '
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.apesiaienteﬁaetivelylebby£er}rapidexpansiene£gevernmenz'
clinical services are nhysicians themselves, ‘and that physicians
continue to be paid on a fee—for—service basis may both conspire

to 1mpede the development of a network of S,T, D Cllﬂle as

permanent medical institutions in this province,

6, Prosecution | |

,,,_SeztioneThreeeofmhh34¥,D,¢SupprﬁSsionmActmstatesﬁthet;_ve_ﬁﬁ;fem;

EBvery physician and every superintendent and other
responsible head of a place of detention shall maintain

- a record of all persons suffering from venereal disease
coming under his treatment or supervision, and shall
report on a prescribed form by name every such person,
stating the disease from which he is suffering in the
manner prescribed by regulations,

and in Section Five, subsection three, further states that:
A physician who fails to report as required by this
section is guilty of an offence and liable§ on summary
”

conviction, to a penalty of not less than 5 and not
more than &1 .170 '

Although the Division of.V.D, Control has a "blacklist" of

physicians who have treated gonorrhea patlentu and not submltted

a case-report (even after several phone calls from V,D, control

program staff), no effort has been made to prosecute any of

them, While it has Been argued that this Section of the Act

is unenforceable and, hence, prosecution should not be undertaken,

it is more likely that control program officials, as phy01c1ans

~themselves, - are—remiss~%e~%ake—a—£ellew~membef—e£—%heirf"sel£——————————

Aregulatinggfprofessionftogcourtfggltgisgpossiblegthatgpposecugggggggggf

ting certain of the worst offenders may drive S T.D. treatment
underground" i,e,, physicians would no longer use government -

laboratories and would either obtain their‘diagnostic confirma=
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-~ - - tionfrom a private lab or base thelr diagnoses on less accurate

clinical symptomology. On the other hand, prosecution, if only
one part of a'lérger program to draw physicians into the control
system, may wotk as an example that the government "means busi-
ness" in its efforts to curb the gonorrhea epidemic,
LOtﬁer strategies that sould be incorporated into such a
gA\vlpregz"am«‘inciudg:ff«ﬁ~ ;4

gkt O b Heee = b

el e v oL T

* Payment to physiciahs for case-reporting,
»* Use of self-referral kits in both physician and clinic

officeé:f

* Experimentation with grants ég local meaical associations
for retaining their own epid workers, |
i Increased physician education,
Radical expansion of government services and laborétory
- facilities to,demonstra;ewthe,goye:nmgnpfsmcgmmibﬁmeap",;",
to its responsibilities in an effective control program,
» A massive caﬁpaign directed not only to the host and
the specifics of his/her behaviour, but also to physicians,
emphasizing the seriousness of gonorrhea and\identifyiqg

their ethical, epidemiological and legal responsibiiities
in the control of S,T,D,

In sum, it is my opinion that, to this point in time, most

control program activity not involved in the~provision‘of:v

limited clinical and epidemiological services has been devoted
to promoting changes in the host's behaviour, largely ignoring

the massive changeé that need to be made in the way in which

{bmbantirn 41 AL A
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the "environment" résponds,to'ipdividﬁal\gases of disease,
Indeed, using the United Kiggdoh system as a coﬁtrast; it is
n§t an exaggeration to say that up to 90% of the incidence of
S.T.D, (Specificaiiy, but not~exc1usive1y, gbnqrrhea) o?cﬁrs
in large measure because of the medical sjstem's ihefficient

intervention into disease control, .

i of
-
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Epidemiological models have recently been used in assessing
a broad range of other phenocmena which have been simulta=-
neously -labelled "social problems" and "illnesses", for -
example, sexual abuse, alcoholism, drug abuse, poverty o
and so on, T sense a grave danger in this in that it ° |
intimates applying a symptomatically-grounded cause~

*effect "medical model"™ to phenomena which appear mote . .

fundamentally linked to individual responses to societal

there is the proverbial risk of merely addressing the
symptoms and ignoring the cause, I left my work with

the B.C. Alcohol and Drug Commission in 1976 for prec1sely
that reason,

-

It is curious. how. military ar§on has permeated our
concepts of disease, "Foreign" qrganisms "invade" and
"attack™; people develop "resistance"\u51n% the body's
"defense" system; there are '"shots" which "kill" the
enemy cell--note here how "cell™ has crossed over from
biology to political struggle, An entire V,D, film
(VeDy=~—Counterattack!) uses the metaphor of war, It is
possible that the either/or antagonism between two sides
in a war (either good or bad, conqueror or vanquished)

‘has inhibited Western medicine from adopting a more
‘holisitic model of disease, Allopathic medicine, for ...

example, tends to address itself ?uité narrowly to
werigis intervention®"-=the heat. of the battle——and,,
equipped with drugs, high technology and elaborate i
techniques, roots out and destroys the suspected cause

of disease symptoms, Only recently have Western practici-
oners of allopathic medie¢ine—i,e,, medical doctors and
their suppart staff of nurses, therapists, etc,—begun
to examine more comprehensive models of disease interven—
t}on and prevention.

c

L tobson Square Media Centre, Vancouver, B.Ce
Ue.B. C. Continuing Education Department Fall 1980

- [411) Reported incidence by _used in calculati

- —age—greﬁps
this rate were taken from SETEDZ ngadaE 1976, Bureau
;Aﬁﬁ4———uf4——*—tdLEpidemiolegyT—Healthf awa, ——

_acculturation and pressures, _In other words, .

1976; Table 2, page 9,  This table concerns reported
cases and .rates by age for 1975 and 1976 only, 4s I

‘have been undble to obtain similar breakdowns for all the
years in-question, I am using an average of these &wo
years as a norm, Although speC1fic age—case data by
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eparate year might alter the Ta age 81 ‘
do-not believe it would chAnge its basic "shape", i,e.,

‘1injalidate my point,. In B,C,, for example, the 15—3h

age group accounted for 77% of reportéd gonorrhea cases
in{1968, and 83% in. 1976 ‘a difference of only 5%,

,(Dnvi51on of V,D, Contro ggg% % ggrts, Mlnlstry of - '
Hea,tn, Victoria ‘ an respectively,) o .

0'
Finally, the 197%-1976 a e—case ‘table from which I o
calcilated the gonorrhea rate' lumps the 30=39 age
“wnder one category., To obtain the number of cases
: ~age group 30-34, I have simply divided the
total 30-3%- case number by half, again an imprecise

procedure butaa_e which does not 1mp11c1tly confound my
thesis, Lo v

This last factor would«logically,cut into the impaot
that mobility and asymptomatic infections would have

"~ had on incre351ng the gonorrhea rates, My defense is =

‘that .I am not trying to prove why rates have c¢onsistently .
rises, but merely identify some of the factors which
may have contributed to such a rise,

Criticism has been mounting agalnst what is percelved as

an overwhelming "Pill-pushing" bias on the part of

-private ph{siplans and many government sponsored famlly

bplanning clinics, There is considerable evidence that

the Pill has many serious side effects (Hatcher etal :
Coptraceptive Tec logy 1980-1981, Irvington PuBIIEﬁers,
New York, -2> and 3 -,,3 and that, with proper

B instruction,’tﬁe diaphragm or foam and condoms may be

- as effective in preventing Eregnancy as the Pill,

They would also substantially reduce S.T,D, risks (i.e.,

* use of foam and condoms),

©[vil

<f, Hatcher etg;, pp.5—7, and Judith Bruce and S, Bruce
Schearer, C racep apd Common Sense: '
ds

-4

Meth e .gs_.e_eo 'op ation Council, New York, 1979,
PP. or discussions on "professionai" biases and :
oral contraceptive prescriptions; and

Samuel Epstein, The P%lé&igs of Cancer, Vlntage Books,
New York, 1979, PPe or a disctussion on the

health and carcinogenic risks of oral contraceptlon.

Differences arise as to whether or not contacts particu—
4and4$reated

.y females, should be diagnosed first
,only if a confirmed case exists, Due to the poor‘reliabi-

o-.rrrlityroflaboratoryLestsforfemales( ~

=

false negative rate), the B,C, program treats all female
contacts without disease confirmation,
cf, Franklyn Judson and Frederick Wolf, "Tracing ‘and

- Treating Contacts of Gonorrhea Papients in a Clinic for

9335 (&

Sexuallgozransmitted Diseases", Public Health Reports.
463) Sept ~0ct, 1978- and -
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vP E, Dans and F,N, Judson "Tﬁe"Eetablishment’of a Venereal
_Disease Clinic: II, An Apprais%l ‘of Current Diagnostic :
- Methods in Uncomplicated Urogenital and Rectal Gonorrhea",

- Jo 1 of ‘

E;S.O; Smith, “An Overview of Venereal Disease Programs in
Britain, West Germany Denmark and Sweden, with Implica=-
tions for Canada", n f the Pan Amerlcan Health

,Orgagizatigg, Xzl (321- , . .

[v11] The fact that S. TeDe patients are always offered the 3
eﬂe;;euweee~L—Mop%ienuefehavingeepid~werkers~not}£yfthe}r contaets implies — -
SN that, as far the control program strategy is concerned
these patients are likely too irresponsible to ensure
. contact notification themselves, While this may be true
S it is also probable that the control program creates a
el ,,self—fulfilling prophecy, What makes this even more-
' puzzling is.the manner in which National Health and.
‘ . Welfare, in its famous document, A New Perspective on
the’ Health of Canadians (Ottawa, 19755, described
' : : rsypEiIIs and gonorrhea as self-imposed risks resulting.
o : from irresponsible promiscuous behaviour and carelessness
(page 17). It would seem more appropriate to define
individual responsibility and S,T.D, control as the simole
matter of always ensuring prompt contact nOtlflcatlonv

[v111] Koba researchers under contract to the U,S, Denartment
. __of Health,Edueation ‘and Welfare, proposed still another — -~
- alternative to contact-tracing, Corea (gop_cit) summarizes
. it thus: .
“The doctor or. -paramedic asks the gonorrhea patients how
many contacts they have had and explains how vital it is
. that they inform those contacts of their exposure to V,D,.
Then the medic gives them Gonorrhea Patient Informatlon
packets for themselves and an appropriate number of Gonor—
rhea Information Kits, The patients give one kit to each.
‘contact, The contacts read about,the implications for
getting a cure, To guard ggainst an allergic reaction to
the standard treatment, thzy then call a special publlc
health department number and answer a health officer's
| _ .~ questions about their medical histories, The officer gives
3 . the contacts authorization numbers which are coded prescrip—.
— e uions—for—the~druggist5*44The4contacts‘takerthe‘numherejtxr‘*“**‘*
oy " a distribution center and pickuup their treatment, along -
= with information on folle i
T strategy eliminatés the need for contact—tracing" it con~ .
' tains several risks, First, there is potentially fatal
‘problem of missing an antibiotic allergy, Second, women
- with P,I,D, probably require longer treatment, and without
- diagriosis (1.e., a bimanual exam%rP I,D, may be overlooked,

' "Third, it does not allow for 10sis of other concommi-
_ . ‘tant infections which may require a. ternate forms of .

“n




_ treatment, Also, it differs from the self-referral 133
system only in bypa551ng actual examination and.dlagn051s
which I do not think should be bypassed even if it may
increase control program costs,

[ix] Admittedly, the Ministry of Health as a whole was in
the midst of a politically imposed "freeze" at this '
time, making it virtually impossible to expand facilitles
or staff

[x] Government laboratories in B,C, are highly centralized

- which, given the geo%raphy of the province, makes it
extremely difficult for outlying areas to get specimens
to the labs that are still viable, Furthermore, the
labs suffer the same short-staffing problems as the V,D
clinics, and in one recent policy. shift the labs decided

. __to_read-only one of two slide=smears submitted for.female .
patients, The result of this time-saving strategy would
have led to a substantial increase in missed (i.e,,
false-negative) cases of gonorrhea and trichomoniasis,
After discussions between the Division of V,D, Control. and
the Division of Laboratories, the policy reverted to °
readings of both slides, ,

[xi] This evidence constitutes positive cases of gonorrhea

reported by the provincial laboratory to the Division of
V.D, Control, the lab tests of which were requested by
private physicians who, when asked to supply a patient
report, refused to do so._ As many physicians use private
.rather than provincial laboratories, 'and many more are

. suspected of not using laboratories at all, the evidence
.we- have of physician non—reporting is the proverblal tlp
of the iceberg, - - _ R -

[xii] On this point, see also P, Susan Stephenson and I
Gillian A, Walker "Psychotropic Drugs and Women", '

Bioethics Quart g;ix, 2:1, Spring 1980; and . '
Diana Scully, Men Who ng&ggl WOgen s Healths: The Mlsedu~
cation of Obstetr clap-Gypecolopgists, Houghton-Mi 1lin,
Boston, . ' o ‘ _ '

[xiif] This may correlate to the historlcal "undertreatment' of
women for this disease,. Over a century ago it was disco-
vered that pelvic inflammation in women: could be caused

by infections such as gonmorrhea, but this knowledge Sllpped

like quicksilver through the texts of medical opinion,
__As one medical historian wrote "It was realized that

gonorrhea might effect women, but it was not regarded as
important," Personal experiences of women friends and

reports from different V,D, clinics have led me to conclude
that the same attitudes and ignorance per51st among some
physicians today,.

 c¢f, Gena Corea, The Hidden Malpractice, Jove Publications,
‘New York, 1979, pter ©, "Venereal Disease",

(ot SRR 1<l Fyr SRR A AR SO T T o




,;15A,mw,

>

[xiv]"Under the provisions of the National Health Service,

every person must register with the general practicioner
of his choice; the general practicioner then receives

_an annual fee for each patient on his list,"

E.S.0, Smith, op,cite, Pe326

Denmark, Sweden and, to a lesser extent, West Germany
also operate control programs similar to the one in

~ the U.K,

o
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CHAPTER FOUR

Health Promotion and_the.Gonococdus |

s« « Knowledge advances by steps and not by leaps,
Macauley, Essays and Biographies, 1830
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art One: _Introd

Various surveys have been conducted measuring the extent of
knowledge on S,T, D '8, particularly among the high-risk
. _groups,~ ' 171,172, 173 While diﬁlex:ing as to the best mediumior

supplying information (i.e., ‘schools, pamphlets, radio, news-

papers, television, billboards, ete, ) they all agree that most

'people are aware of the potential severity of S,T.D, infections
but lack knowledge on the specifics of symptomology, asympto—
matic infections, prevention and treatment locations,
Promotional programs elsewhere have been undertaken and
'evalnated‘and while again differing as to the most effective
,”medium, have demonstrated that promotion/educationallactivltles
1ncrcased demand for services, 174,175, 176 177 The Polish
campaign,'é'multi-faceted eight year undertaking, was also
partially credited with an 85% reduction in the'syphilis rate
and a 30% reduction in the gonorrhea rate,
The health'promotion campaign undertakon in British
Columbia between September, 1977 and January, 1980 had two

'prim;t§ objectives: increasing clinic attendance and decrea51ng

the incidence of gonorrhea. It was hypothesized that the former

would logically result in the latter, The results certainly
verify the first objective, but are, at best, equivocal about

‘the second one, . ‘ ; ,



137

'1

In September of 1977, the Division of V.D., Control began S
its firstzradio advertising;campaign in an attempt to reduce .
the prevalence of the most common sexuelly transmitted infec-

- L RS
“tions, with specific emphasis placed on gonorrhea, Radio ads.

, were placed on a variety of selected stations for the month,

and initial response was so favourable that ads were again
broadcast in November, 1977, and Februarx/March 1978, ‘A"' -
Preliminary evaluations of the effectiveness of the commercials ~
led to a decision to undertake a massive advertising campaign
for at least the next three years, | ”
Dhring‘1978, ads Were‘broadcast throughout therprOVince‘
‘ during the months of June through Sepoember. Large. 1 by'3' : .
meter posters were placed on the sides of buses servicing therﬁ -
- Greater Vancouver district, an area which contains almost half
of the total population of British Columbia.f In 1979 it th'
further decided that adnertising Should'be maintained on a
continuai basis for_the entire year, beginning in April (the
first month of the 1§79/1930 fiscal year) and continuing until
‘ the end of March, 1980, The canpaign, for budgepary'reasons
_— —mmmﬂmwmp%d%%nﬁ%%'—mf—i——s—
Aii;m;,_ihgs4noivyeL4been;resnmedii4Raﬂio_adsiﬂereihroadcastionieighziiiiiiiiiiii,
) strategically‘located stations in the major populationpcentres
for,the nine months of the cempaignf a totallofp37lradio’stétions 5
were used during the summertime "blitz® of June through‘Augusc,

and large bus posters were. again purchased for a period of

Al

bt b e e o 3
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~ four months (Jnly through October) while smaller inside bus
cards advertising the hours and location of the nain Vancouver
V,.D, Ciinic.ran for six months (June through December).
Throughout the campaign, smaller ads, press releases and

1nterviews with health officials were also plated in newopape“s

&™and magazines, and government health consultanté gave over

‘GO'réaio and’ZS*tglev1olon "promotional"™ 1nterviews. _
The cost of the campaign from September, 1977 to January,

1980, ‘was $192, 112,35, 1If the costs of staff salaries, pamphlet

and poster production, travel expenses and the 11ke are also

‘included the total g¢ost would have been closer to $300, OOO

In addiﬁion, approximately $100, OOO of free advertising was

donated by the commercial radio stations involved in the |

campaign in the form of publio oervicelannouncements.

A, STRATEGY S T - - 'f' S
j From theubeginning we have been clear that the epidemic

of gonorrhea was;ggt the reéult of the so~called increase in

promiscuity or “casunl" sex, and the the major behavioural prob-

lem of the "host" is multiple, anonymoué sexual contact without

'the”pfophylactio use of,condoms and/or foam, In fact, the stigmé

,attachéd to V,D, (the'"just punishment" for fooling around out-—

has very-much impeded control and health promotion programs in

the past.178 | | |
,our approach was grounded on an assnmption that it is °

perfectly normal to contract a V,D, én&, given thegepidemio

levels of the disease, it is more vital to prevent physical
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- damage and/or ‘needless tran$n1551on of the 1nfectlon than‘to -
vrevent infection in the Ixrst nl,ce. In order to so, we con-
structed advertlolng composed of the follow1ng succinct points:
1] EVERY SEXUALLY ACTIVE PERSON IS5 POTENTIALLY AT RISK OF

CONTRACTING V. D, S

We chose not to "focus" on teenage or young adult populations'
for seve};iﬁgcasoncﬁWn;n§iof'whlch have already been discussed ST
on pages 104-108,
2] " v.D, IS EPIDEﬁlc,AND YOu SHQSLD~KNQN:THE SYMPTOMS
Besides providing updated pamphlets and poster 1nformat10n, and
supporting and expanding school~awarene55'programs[ll], we also
set up a V.D, Information Line, This line——which can be dialed
toll-free from anywhere ix the province, and which operates |
2, hours a day—-proG}des three-minute recorded message on
the symntoms and preventionrof gono??hea androther common
sexually transmitted discases. Proper use of the condom is
also emphasized, as‘is the need for routiﬁg V.D; checkups, noti-
fication of partners, and the use of the localhealthfunit as
a cource for additionai information, We use‘tWO’voices on the

message.—-one male, the other female—both to break up the poten—

tial monotone and to indicate the concerns that are specificfto

’eéch sex,

ﬂ'ffT‘Wr1T"TBPEEIILEY‘GUNORRHEK“IS*OFTEN‘VTTﬁOUT‘EKREY‘“TM?ﬁﬂﬁ?*******
SO HAVING AN ANNUAL OR MORE FREQUENT V.D. CHECKUP IS A

. GOOD IDEA TO CONSIDER

Financially, the province i8s not in a position to recommend
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7;§Q£i5é,9creening for VvD, oﬁ all persohé.'rf£ is, hoﬁéver,

both pfactiéalnand ethical to diécusé~it in thgrcontexﬁfof the
non-monogamous sgxually active persdﬁ; One éd, addreésed speci-
fically to thé,problems that women face, iécludes an invitation
to women to ask for a gonorrhea'cﬁlture When7they have their’ '

Pap tests or routine 1nternal exams, .This is further supported

by theifollowing advice we give to ohysic1ans in our new
"Sexually Transmitted Diseases: A Manual for Phy81cians",
which reads, "wWhen a QomgnriS—sexually active with—moperthan r€~mrf
one partner, the physician may choose to offer a gonococcal
culture during routine intérnal examinations or when Pap tests
are taken, w179 | } |
L} AS RESPONSIBLE SEXUALLY ACTIVE ADULTS WE MUST DO ALL
WE CAN TO ENSURE THAT IF WE CONTRACT A CASE OF Ve D.,
OUR PARTNER OR PARTNERS ARE NOTIFIED SO THEY, TOO, CAN
SEE]{ DJAGNOSIS AND TREATMENT
The rationale for urging cOntactwnotification has already beén
"“discussed (pages 91-95, 118-119), We referféd to this particular
host behaviour as a practical responsibility rather than a ‘

"moral" responsibility for the simple reason that; if all

infected or suspect contacts,were'treated, gonorrhea would

”m”"bGCUm641€SS'pTEVHiBﬂt‘“With‘agﬁreatinT?ﬁﬁﬁﬁiﬁﬁﬁﬁfﬁﬂ}iﬂﬁf““fﬁ“*“;“*

N L
e = 1ﬁdiVi§paiﬂbeeaming—re—iﬂ%ee%eé—i ) ey OT, : S

of a pop classisagf the layvback 6O'Q° Don‘t‘giveba dose to

e
the one yﬁu love most, give her some marmalade give her some

toast, Asive her a partridge in a pear tree but the dose that
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you give her_mightfoome back to me,

“The degree to which each of these basic;”unitsﬁ was
stressed varied from commerciaI‘to commeroial, and sample
copy of seveyal ads is produced in parf,ﬁour_of thio—chapter.“‘“
Shofter,commeroials (30 second length) tended to be nsgd to

promote théVinformation line-and the need for regular checkups

7 whilo 60 second commercials lent themselves to discu531ons'of

the more difficult concepts of sexual responsibility, We did
attempt in one very short=lived campalgn to actually dlSCUoS

symptoms on the air, but 'the possibility for controversy made

=

~senior government officials back off, 'In retrospect, it was

iagreed'that generalsconcepts were the best things to»promote

in advertising providing that the "hard stuff" was taken
care of in another fashion, ie®,, the V,D, Information Line,

Throughout the design andeexecution of the campaign,iwe B

always kept in mind our two premises for the V,D, epidemic:
the reservoir of asymptomatic cases and the absence of good

contact notification and treatment, We hypothesized that the

- way around these obstacles was to: - DR h
1]  Alert people to the epidemic status, signsﬁan&ég;nptoms

of disease, and services avail&ble,

2] Increase the number of people attending clinics espociaily

with their partners"

6%

3] Increase the number of potentiaily in{fifed pefsons ooming
into clinies for checkups; and’ - < -
L] Create a health?oriented'atmosphefe with reSpect tO>V.D-g':

.
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so ‘that the stigma of infection would no 1onger prevent

people from ensuring that their partners were notified
Special emphasis was placed on utilizing government operated
V.D, clinics rather than private phy31C1ans, in a half—hearted .
~attempt to overcome the difficulty of phy3101an non—reportlng.,

(see pages 115-128) In the long run, Je expect that making

' V D, a common-place subject will loosen up ‘apy of the fe?h I
and misglvings physicians and society as a whole have wit
'respectato~taking—respon51bilitywformen_iniegtgd;pereon's

partners.leo; I : S . | -



N “~Pag§ Thgee: Evaluation

The campaign evaluation has been broken down into several

RIS ] IngE s PR e

; categories. demand for information, clinic attendance, gonorrhea
<:;# ‘ rate and a radio station survey., 4 |
* A, INFORMATION R \ R 2

There are two measures of information demand' requests
for pamphlets and Information Line use, From September 1977
to April 1980, over 100,000 pamphlets were,distributédgr A third =
edition of the most popular pamphlet (a 36 page'pamphlet titled
~"STD: A manual on sexually transmissible diseases") in a press
run of 50 OOO copies will go into E fourth edition before _the
end of Apr11,71981. In addition, approx1mately 15, 000 posters
have also been distributed since September, 1977, Admittedly,

. the demand for thiswinformationfnaswteenrinitiatEd byfnéalth
professionals for use in claSSrooms, clinics, pamphlet racks
and so on, | |

A more‘accurate'measure of the campaign's'impact on infor= —-
mation demand has been the number of calls received by ‘the V,D. |
Information Line. During the campaign period (Sept . X, 1977 to
January 3lst, 1980) the number of calls totalled 147,239, Dur=

,miﬁii9%4@ammmmeri%@¢mpmmm¢xﬁwwﬁgww4%%ﬂmmwmw

o

— complaints were recei ! > Li ‘
busy and people were unable to'get;through for several days at
a time, A second automatic answering device was installed to |

handle the load, Calls continued to come in during 1980, despite

- S =



the cessation of advertising.r By thisftime tens oflthousandsr

of pamphlets and posters had been distributed to schools. health '

- units, clinics and other government offices advertising ‘the

Informatlon Line number, Total calls received from February
lst 1980 to December 31st 1980 numbered 189,293, for a daily
average from Sep#,1977 to Dec.l98© of 154 calls, ‘

Tow

Demand for information was dirsctly related to the extent
of advertising, as the following Graph and Table 1ndicate.
(ﬁg&g Months*of aﬁFErtISIng are indicated“on the Graph With™
a black dot, Equal amounts of money were not spent in the'
various months of ads, as the Table 1ndicates. Those months

-

with greatest Information Line ‘use were also those months W1th

greatest advertising expenditures. ‘Note also that during Oct—

~ober and November of71978 the only advertising was on busboardsim:rﬁgg

which reached a substantially smaller audience, as reflected in
the declining Information Line use in those months. In July
1979 a second device was added ,accounting for the enormous
increase in calls received Finally, in January 1980 the :
machines were out of order. accounting for the very low number ﬁ

of calls received that month.) v.'l'

¢
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YEAR 5 MONTH CALLS REC'D ) ADVERTISING %'
I a sgm&mbER'_ 6,62 3,819 .00 :
N 1977 L .ocToBER - C 2,340 -
- y NONEMBER 5,992 - \~o,8‘1’-'+.oo i
- DECEMBER 333 . i
JANUARY - 1,189 ¥
- FEBRUARY 5038 o B
. " L MARcH L ETER L T T3 4855 - ki
i APRIL 3,927 : 3
, _MAY 3,516 ) ' 3
S JuNE 8 201 lodi.00 L
,q.—,g{' - Ny | b 470 __4,032.00 =
AvausT - | 1. 5! J6,57%.00 - 28
SEPTEMBE A, . 4817 " 10,200.00
- DCYOBER 308 S
NN EMBER 3,753 o 4, 13366
VeCEMBER 3,762
JAoARY " J.aso
I - TEBRLARY 3388 o
CTNARLHA EXLL _ '
APRIL - . %387 Ibb.65 "
- MAY £, 496 2845.00 *
1979 Jone S T L4692 "
_ _ JuLy j0,221 VL2265 18 ¥
AV GOST 10,293 17, 168 00 "
SEPTEMBER IEL 13,852.15 *
OCTOBER - 1,285 3,45 00 °*
NOVEMBER 5980 1, 6b5.00 "
o DECEMBER o 1Y Y,o0a.921" _
JANVARY (416) 5,06 U 00 ° L
. ~_FEBRUARY 1,615 K
MARC & 2,873 :
APRIL 3,739 \
MmAY 3,444 ‘
-JUNE 4,043
1980 JULY 1,870
' AVGUST 3.65%
MBER 3,329
SCTOBER 3,953
NDVEMBER 1, %o
VELEMBER | - $¥.260
189,293 17 029, 09*
TABLE‘S :

~ V.D. Information Line calls by month and year

also indicating dollars of advertis ing spem&

* For internal administrative reasons, $25,083.46 of
1979's campaign costs were defrayed to the 1980 fiscal
Thus, 1979 advertising figures in this table

are slightly inaccurate, and the total budget was
actually $192,112.55. .

. budget.

o
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Considering both pamphlets, posters and Information Line o ;

calls as the total ‘demand for information, some 350, 000 units

of S.T.D. information have been distributed’ in the past 3%

b ot b A T

R RS

'7years. If the costs,of total advert151ng (excluding Minfra-
~structure" costs such as salaries printing, phone bills, etc.)

are applied to information demand, each call to the Information

Line cost $1. 15, when pamphlets are included ‘the per unit cost
of promoting S, T D information becomes only 55¢, Evenrif
_infrastructural costs are included (see page 137), the per unit
cost would still be only approximately $1, 00, :
Origins of both Information Line use and pamphlet requests
_reflect the population distribution of the province, indicatingv‘“
'that the campaign has been effective in reaching sparsely
populated_;ggions as well as metropolltan -areas, Approximately
‘Ji26% of all Information Line calls, for ‘example, originate from

i

areas outs;de the Greater Vancouver free—dialling‘area.
A query'as to'the length?ofvthe recorded'message (37min—~
~utes) was- raised by some colleagues, who Specifically questioned],
whether or not people would actually listen to the entire mes~ o
sage. An analysis of talls coming into- the Information Line o
using toll=charge invoices was conducted in May, 1980 US1ng |
~~~mw—wssaerandem—sampleeteehniques—3—557——eai15—were~examinedete—see A
lllllllllhoullonglthemcallerlstayedlonlthelline,lllﬁilstayedlonlthe;l1nelllllll

for one minuté or less, 11% for two minutes or less L1% for -

the full three minutes, ‘and 32% listened to the message more

than once before hanging up, | o, T - -l
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B, CLINIC | ATTENDANCE - | _ ]

Although word of mouth and incomplete data indicated that ﬁ ?
all provincial V, D. clinics recorded attendance increases during !
thelmonths of advertising, the onlyucomplete data comes from %
the main V,D, clinic in Vancouver. This clinic, however, §

handles almost 30% of all reported cases of gonorrhea in’ the'

181 and thusiconstitutes a substantial sample

entire province
group, _ ,
s Clinic,attendanceLpatternsminethewthreew&earseppiormto=thewm e

campaign were strikingly similar, as the Table below indicates:

]

Yearr‘ * VMale Attend. Female Attend. ‘Total é
1975 | 13,846 lﬁc,ew A18,‘é{9’}'
1976 13,915 |, 574 | 18, 489
1977 13,613 | 4,188 f_ 17, 801

Table 6: Vancouver_Clinic Attendance, 1975-1977 .
The corresponding figures for the two years of the campaign

(1978 and 1979). as well as tor the year iolloﬂinglthelcampaignlllll

are given belows

T A . SRR N b S b i 51 r&'ﬁiw*ﬁb‘—ﬁ‘»‘-’ L o AR AR R R T A w b bt h ed
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Yea% a_\j | MaleAttend; Female‘Attehd;\ Total
19’78 R 14,719 b, 841 ) 1, 5;601
19.79,.» o 18,221 ' L e;,63'o-\ 21, 851

. Table 7:77Vanccuver Clinic Attendance, 1978-1980-

It is evident from these figures that the campaign had a demon—
strable impact ‘on increasing clinic attendance that has per51s-
' ted well beyond the termination of the radio ads themselves.
A comparison}of the year preceding the campaign (1977) and»“'
__the year ofgmaximum advertising (1979l,yielde ajh%risein'
male attendance a 58% rise in female attendance and a LO%
rise in net (male .and female)'attendance.‘ Presuming that the o
differences in attendance rates between 1977 and 1978-~1980
were largely the result of the promotion campaign, a total
of 15,102 nevaatients were seen byithe clinic who might not
- otherwise have attended, for an advertising“coet of $12,72 per

patient,

‘Belowlis a draph and Table showing.total clinic attendance

by month° months of advertieing are indicated by a black circle.
The Table further separates clinic attendance by sex, A "cllnic
attendance control" has been constructed by averaging attendance

.Vduring the three years prior to the campaign."
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,' ,Table 8. Vancouver Ve D, Clinlc Attendance Total and by C3ex

"'.-fsl

Control and Sept,1977 through Jan.1980 ,

MONTH | MALE ATTENDANCE[ FEmAE ATENDANCE [ TOTAL ATTENDANCE
adverh’s o S
::\\ qc;ai'ed Seot. — — S‘PT" | - . Tl Sept. ‘o : o
L A e e s T o {,L
Sept® 1203 J.‘qu(ul-) Y19 | M9 | - lvaz | ";qrﬂ (L)
Ock In8o | 125 fan| 376 | 382 [¢2)| 155¢ 1547 1 @O
Nov.* |\a75 |88 | 73| 368 | 386 [T 3 | 15T [T |
Dee. | nas | e | w7 | 323 ] 33 | @D 1uyy s | 29
o Ton. a8 | sy |8y 357 | 352 | ¥ | w35 | g9 |0 3]
Feo. * | noa | o2 8.9 | 284 | 30 [(B4)| 138L | ‘(322 |+8
Marth® | 1023 | Jjoss [(30)] "37) | 34285 | 1394 | 1397 [0
Apc | o6 | 1082 22| 35 m5§7 GR.2)0 aad g (L)
May | '3 | 1087 |24 | 357 34%_&_{ 8| w7o | w27
o [Swel ] ey (67 ] wsp| wo3 3T ib1s | sy |83
BN F WV RFTTR frery LTl e | wes | AN jear | akes [Q.O)
Avgt ]3| 1360 129.5| sso | we7 [23-0] 2180 | 1707 | 208
[ Seet m | 1536 | 1a%0 [241) 4gs| 449 | 158 | Qoil | [k4] |RR.0
| et * 13% | 185 | 9.5 i | 382 x| 75 597 | 16
Nev.* | 1owq | 188 QDI w3y | 336 | 37| 488 | (Fyy (55
Dec: | 1ae]| 1074 136|doy | 33) Al bRt | o5 |15y
Jan. | MPEL 087 DAL #es | 353 | 320 1909 1 \5’31“,_024.0‘
|Feo. | nT2 | 1012 158 42 3o | 37| s8¢ | 1322 1.3
March | 1218 | ,os5|250] S| 342|491, w29 | 1397 | 3lo
Apf. * \31¢ 1082 | Q1.8 Wl 359 |28 1759 | (w4 | 220)
May * | 1479 | 1087 | 36 §s1| 344 | Lo.§ 203/ 143 | 4300
Jone © | 1569 nwy | 372] s32 | wo3|dao| Lo 1547 | 358
Juiy ¥ 1T (1220 | H0.3 630 yys | 4.6 K42 |  lkes | 0.7
Ava. * [ 187 | ik [48.2] 09| 47| s8¢ 2517 1707 | 56.9
Septt | 1sag | 1230 |29.9] sw¢] w19 48] 249z ot | 329
| oer T g | s [sa| by | 382 T38| 2542 5797 [59-2|
Moy ¥ \793 l;lgg 50 blo 384 43.n~ "z&?_zf_hwﬁ\g_?l‘!" 527
Dec. * | 117 | 1074|189 Sto | 33) | 54:1 1187 (Hos | 212
Jan.* | 1160| ng7|wes 638 352 8.3 2398 | 539|553

-t decreases ndicated by parentheses
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" in which male attendance, dropped while female attendance rose.

The Table reveals an interesting anomaly in November, 1978,

During this month advertising conqisted only of the. large

exterior busboards, The sexual difference in attendance might = -

et e B et o s e

reflect the fact that women are much more likely to 'be bus

passengers than men, and hence would notice the out31de busboards -

a
«

to a greater extent than mern, fMen‘are*mcreriikely*tc*arlve
cars and to listen to radios.
‘Finally, as an addendum to Cllnlc attendance data a volun—

- - = . =L

tary survey was administered to patlents at the Vv,D, clinic

- in July, August and Sepgember, 1979, Forty per’ cent of all

clinic patients responded (N=1812), and 95% of these indicated .

that they had heard the campaign, Of those, 51% said that it

had an impact on their atténding the clinic, Curiously, 27% of

- Ehé’ﬁeréaﬁsTWHb’§Aid%tHFY”Hidﬁfﬁ"Héﬁfa*éﬁY”éﬁvéfﬁigfﬁgﬂstiii7’mwﬁ*hﬁ”mjf

__are many factors which could allow for a lower rate Whl e,

indicated that the ads had had an impact on their attendlng the

clinic, Such are the foibles of pen and paper questionnalre

_GONORRHEA RATE , I e
‘ ate, by itself;‘is not a terribly useful

incidence, ’Aartne_ratel

figure in measuring actual di

measures only the number of reported cases in a year, there

the same time, actually increasing the prevalence of gonprrhe?

Such factors include: reduced clinic attendance, réd ed confact
notification, and reduced cooperation from physicians, Oply

when a whole cluster of figures are interpreted togethen can

kY
ki
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‘any estimate of the prevalence of gonorrhea be made,
' Below is a Table indicating the shifts in gonorrhea rates
for the United States,’ Canada, anderitish Columbia, In

’ 1978, B.C. recorded a substantial decline in its rate,

Table 9: Shifts in Gonorrhea Rate in the U,S,, Canada and B.C. -
. 1975-1978 ,

Canadals.3
T L

Year U.'S.A‘.‘18-"2

1975—1976 .52% decline|3.1% incline 2{1% decline

19761977 | ",98% decline|1,5% decline [l.i% decline

1977-1978 | 1,03% incline|4.5% decline* |8,5% decline

cabhen

* excluding British Columbia \ata ‘thls decline becomes 3 l»% .

Two other provinces (Saskatchewan and Manitoba) demonstrated -
rate declines between 1977 and 1978 Equal to or~greater than.
the decline in B,C,, although only in B,C, did the decline
occur simultaneously with an increase in‘clinic attendance,

My purpose in examining the rate was to maintain the

'validity\o{ my‘second hypothesis: that increasing clinic

~attendance w?uld eventually lower the gonorrhea rate by "drain=—

- ing" the asymptomatic reservoir, Because rate is not a good

indicator by itself, I speculated that tying it to clinic
| activity (specifically attendance figures and the‘ratio of

positive gonorrhea cases to attendance) might be more useful,



I set u? five hypothetical 31tuations and commented on what
they might imply about gonorrhea prevalence. _

1]1‘ When there is no increase in. clinie atigndance and no
-'increase “in the ratio of + G's (positive cases of gonorrhea)4
. the incidence of disease has remained the same.

2]‘, Nhere there is a decrease in clinic attendance and an

,mj " e it 0 7 )

el it

identica} rate of decline in the ratio of + G's, the

incidence of disease has remained the same, '.?a

3] When there is an increase in clinic att,endan,ce,,,,,,,and a

-

“parallel or,greater increaserin the ratio of + G's,.the
~ ""reservoir" of asymptomatic infections is being reached

and will shortly begir to- "draln"‘

L] Where there 15 an increase in clinic attendance and a

decrease in the ratio of + G's, there has been a decrease

the incidencerof disease 1, e., the reservoir is being:

14

drained,

5] Where there is a'decreaee in clinic and'anfincrease in
the ratio of + G's, the 1ncidence of disease has actuallyf
increased, 1i,e,, theareservoir of asymptomatic infeckions
is higher than previously. -

I went to great pains to substantiate this argument inclu—

dingfanfefiertéto—ereateﬁa—!thee—'7 L ;

cases to clinic attendance, then divided this ratio by clinic Jgﬂw

constant, I did this by calculating the ratio of gonorrhea

attendance to reduce the variability of attendance.[iii] The

1
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disease, I admit that this calculation is of dubious value ap

”beSt, but for interest' sa!e I have tabulated the results for
the years of ‘the campaign (1978 and 1979) and for the "eontrol"
(average of 1975 = 1977). (See Table 10 page 155)
, ~ While these figures support my thesis in a limited way, |
D R 7 m*rthﬁ¥stmﬁmmthm~ leads to de‘creas:‘rrrgrr;r%r%/\
o " prevalence- of gonorrhea (manifest by a. declining value in the. |
- equation: number of + G's/number of Clinlc attendance divided-
| by cliniciattendance)ﬁ lgacknowledge that they are much too
tenuous and "manipulated" to validate it.  Furthermore, finrthe
absence of performing the same calculations on "cqntrol prov1nces"
where no campaign has occurred and where demographic matChes K‘i
could be’ ‘made, the data is more an example: of the lengths some
- pecple (1, e,, the author)" wi]:l, go to in order to’ support a - **
hunch. » H
T Finally, .the gonorrhea rate did not respond in 1979 accord~ ’
ing to my prediction. Rather'than continuing to decline Jit e
rose 3.5%.185 There is also preliminary data indicating-another
rate increase in 1980,  Clinic attendance continues to remain

high, however, which means that the hypothesis contrary to mine~—

that the incidence of gonorrhea in B,C, 1is increasing—nis not

necessarily valid either. While I cannot support my second

hypothesis I am still convinced of its logic.‘ Furthermore ¥y
the vast differences between North American and United Kingdom .

gonorrhea rates is indicative of, if nothing more, our abilities
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Table 10:

.156"

Relative Pervasiveness of Gonorrhea- (+G‘5/attend

“divided by attendance), Male and Female

atients

— Yancouver-Clinic——Septa 1977=Jans 1980 and econtral
J(. | MALE PATIENTS Fémmye PATIENTS
o Chemicnce|[% eerattendance | I cases 17 per attendance |
Mo .y . i ey 3 )
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years,

‘D, STATION SURVEY

‘to the program. directors, “with the results tabulated-

to reduce our rate ria,incressediclinic,attendance'and better
cdntact notification;“ UltimatelY§‘itiis possible thatithe

rise, in gonorrhea rates now occurring in British Columbia lS

| the first stage in "draining the reservoir (my hypothetical

'situation number 3 on page 153) and that, ﬁ"d Cllnlc attendance

£

'continued to rise/with a sustained advertiSing campaign, we -

may have seen a drop in the gonorrhea rate after a few more . |

A short survey of 13 radio stations involVed in the first

two months of our advertising campaign (September and.November,

1977) was conducted in November, 1977, partially due to contro-
versy over explicit references to symptoms in the first'part

of the:November campaign, ‘The following‘questions were.sent

S -  YES NO
1. a) Did your station run the ads’ ; 11 2
b] Does the mass media have a public _ 9 5
service responsibility in issues
such as V,D,? ‘
c] Did you personally like the ads? 10 | =3

* The objections raised by he two stations which refused to

air the paid-for spots centered on their wanting a sterner

approach to the subject, tinged with"a desire to haregtheir

own creative deoartment script the ads, We had used the creatiye

department of a competitive station in scripting the first two

a setsvof radio commercials and found that it led to station

R e S



: rivalryf—gln—later»eampaigns—weeesed—&'nneutral”radragency"v"“v**

with most .of the commercial scripting,done first by myself
although not before a run—in with a flashy and 'expensive ...

creative house (described in the next part).v

e

2. a] Did you expect controversy in ‘?—L’6n s
~ - running the ads9l“ - : =
b] Were there any complaints made o 1 I%iv’.
A Aetoeyourﬂstation? RIS . =
cl Were there any compllments made N 7}7‘, - L

to your station?

3;,Wla1, Would you .run ads,makinggreﬁerence, é;;resmﬂf;gﬁgeﬁﬁiw;;f;
to symptoms° : v

b] Do you think suchﬁads are necessary? L 6
¢c] Do you think there would be L6
. negative public reaction to such
ads? '

The second questfon above illustrates that most stations

,expected controversy, - while—oaly one—statienrreportedeafSingle~Aemﬂ~~

negative comment and several others reported several positive
comments, Question three makes it obvious that my 1ntention .

with the survey was to justify more expliC1t ads, and T wanted

Mammunition" to fire'before reluctant senior Ministry off1c1als..p

‘The reaction was mixed, however, and the decision was made to

avoid referring to symptoms over the radio,

In géneral, the response was favourable to the concept of

x

V.D, advertising, and in later campaigns utilizing'some’ho‘

~stations we never received a negative comment, In fact, many

stations involved in the campaign werekusually'eager to broad=

cast talkshows and interviews on the subject, and to generate



! as much publicity as possible. Their interest was not simply

- pecuniary, our agency estimated that we received at least

’ncne public service broadcast (psa) for every two slots

s

‘we' purchased Station recordS*further indicate thatwthese
;unm_e ireeuspctaineremaired in prime time and not buried at 3 a. m.»

i ' ’ o
Many,stations‘also continued broadcasting_the ads_as public-

' ServiceAannouncements long after»the paid campaignfended

: ? Finally, broadcast time was carefully selected with most :

, of the time purchased between 7 pem, and 1 a,m, when the under . ]
35- age—group was most likely td be listening.' Ads were placed i
, . o i
on "top LO", MOR (middle- of the road, easy listening), and ;

> FM stations'in an effort toireach both younger and older at~~

,”risk,andiences,iasAnell_ssitheiparents of‘teenagers,andvyoung PR
adults, o . o - o |
E, SUMMARY ' - | t d,,, Ef,j ;Llrﬂ ‘£ . N ‘;-.f*e’ %m;
A The above data clearly documents that the health promotion-
campaign had a substantial impact on information demand and N
V.D, clinic attendance. Whether or not this strategy 111
-reduce the incidence of ~gonorrhea has yet t0 beigrov

E Ultimately, because gonorrhea and - many other sexually transmit-

ted diseases are pandemic, i will take an international effort

-  of the same scale as the WHO smallpox eradication ‘program to

finally "pass the pox" into oblivion.,

et e
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.A RADIO ADb

» .

‘The first set of radio ads (three 60 second commerC1als ':'

,“and three 30 second commercials). were produced by an MOR

:}’\g’("ﬂ LT s . e * ’
I , .

radio station with an ear to breaking into the "top hO"

Méaew_eJIheygwereanotausedainatheiformnprnducedifor severalrreasons°"'

Sid e Biiitsiads

first they were entirely focussed on the teenage population,

the problem.atics of which I have already discussed; second, . év

thelr "top LO" over—orchestrated approach attempted to make -

the problem "hip while the actual copy betrayed a residual e' B
attitude of "heaviness"; third senior Minlstry officials
decided against having musical accompaniment to V D, ads S | o
in general although this was not fully acted upon until :
- -the April 1979 flight of ads; fourth, the standard treatment
 for gonorrhea is a stat oral dose of pills, and not a "shot"  * s
as. referred to in the,ads-a,reference which,many V.De workers'
'thought might scare people off ' The ad copy,rhowever is }

fproduced below to serve as an,example of how not to publici"e

- : * ° < &

the problem!

ONE (60 second) o o E .

‘[loud brassy disco track in background ‘top 40 d,js voicé over)

There's a new dance going aroundathat nobody wants to learh
the steps to, It's the V,D, boogie, You may know it as

gonorrhea, It attacks the sexuailxractive; infects 2%»of our

®
' o
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‘popuiation\everyryearrandrsome—donlt—even—know—itf——Now;get%ing\———~—~e—
V.D, 18 no sin, but not doing anything about 1t is Just stupid

¢ - The only way to stop it is ‘to recognize its symptoms and take(

ki, i spebagp L ok

the cure, ;[refrain] VoD, 's 1nltownvdon't pass it‘around take'

S

St b e Vi oot b
it

&

~~ the cure pdﬁ Ve D d0wn. VHere's what'to 1ookdfor. TWO to five

days after contact ‘men may experience a discharge and a burning.

w ;Av

A sensaeionfwhen*urin&%ingf~aMostewemenwunﬁortunately~s“o no

symptoms at all “You're safest togcheck”witn'yohr doctor or

@"’T'ﬂpublic health clinic. Fear not. Treatment is free and‘confiéfu

‘dential, so don't try and treat yourself. With professional

treatment the cure is just a shot away, [refrain] Ve D. s in

;own don't pass it around, take the cure put VoD, down.'

Learnrabout V.D. today, so it won't boogie with you tomorrow,
- , . é

- TWO (60 second) -

ﬁi [soft flute in background serious voice over]~
. Each year thousands and thousands of the people we love receive
~an unwanted present In fact, this unwelcome philanthropy has
become epidemic. No one's 1mmune to this partlcular surprise ;
package. Any sexuallyractive young adult can wake up to find j
they've.oeen gifted, so to speak, The catch is, most peopie

never know they have received, so like a sinister chain letter

the giving spreads, And there's no way you can return this

gifte You can only destroy it or pass it on, What 1s this
unwanted presentés Venereal disease gonorrhea and syphilis.

It's not shameful, V,D, is simply a disease and nobody can

@
. - .
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ﬁ\\.'f,‘ﬂ; sym vmptoms... Tf vou"L": - _‘ :

i ul e

have your suspicions, visit your public health clinic for free

and confidential treatment.f Nobody wants.to be a giver or a

_receiver so 1f you ve received an unwanted present take it

to the complaint department, Don't pass_itﬁon;,;'

e (60 second)

e AR s s i

st

ST AT SR

FUSRIE

‘[same soundtrack and announcer as ONE}

/Of all diseases, only v.D —-gonorrhea

and syphills—-can embarrass _

you to death, These plucky little ‘germs have their act So- tom

gether that not only do. most victims not necognize the symptoms

\
but they re so ashamed" about how they

got the disease that they

never take the cure, [refrain] V,D,'s in town don't pass it

around' take thé cure put V,D, down.

"proudfof itselfl now that it!sfswelled

V.D, can be Justifiably :
into,a fullefledged

epidemic. It's biggest strength is that of all disease only

Vo Do is considered a sin, So we shut

can't happen here, Wishing on a star’

our .eyes and pretend it

can't help, V.D, can

happen to you too, even if you're no longer young_athheart.

Learn about V.D, and remember, the cure is just a shot away,

If you have your suspicions, don't try to treat yourself, See

your doctor oripublic health office today, Medicine is free

and treatment is absolutely_confidential. Learn about V,D.

After all, nobody's immune, [refrain] V.D.'s in town don't

pass it around, take the cure put V.D,

embarrass you to death,

down, Don't let V,D,




"FQUR (30 second)

0163

'[same soundtrack and announcer as ONE]

| pass 1t around take the cure put V.D, down, Each year thous— A

ands of Britlsh Columblans get a 1itt1e unwanted help from ;f

-

V.D, is nothlng to-clap about. [refraln] V.D,'s initoﬁn¥don't

Y

their friends, Learn V,D. symptoms thenvpake the}cure-at your -

- FIVE (30 second) .

,,f“,all,theminformapion;igumrgggirﬁp, That's the toll-free V.D,
“hotline, Zenith 401k, Then. see your public health clinic for

treatment,

~ local public health clinic, It's free angugggPletely confident~ %‘

ial, -

["Hotllne, hotline.;.A'pop song in background] -

Phone the V,D, hotline when you want infbrmation about symptoms: v'ff”?

" and treatmgnﬁ. Toll-free from anywhere in'the province} Dial

operator and ask for Zenith 4014, A recorded v01ce prOV1des

SIX (30 second)

[disco music in background] -

When you need information, call the V.D hotline. 4Zenith 401k, -
Zenith LOlh. The V.D, hotline, Toll-free from anywhe;e in the /f L

province, - For information on V,D, symptoms and treatment dial ;

V D} hotline. Zenith LO14,

operator and ask for Zenith hOlb. If you want treatment it's

free and confidential at your local public health clinic, ,Tneﬁ

!




We ended up using scripts FIVE and SIX without making changes,

,and rewrote script TWO to remove references to philanthropy ’

”sinister" "shame" and so forth and to generalize it to all o

vsexually transmissible infections by deleting references to

T

gonorrhea and syphilis.';,

. By November we were a little more on track with the concept

of advert131ng we wished to create. Two sixty second ads were

o B e et

Werl ey oo

_1atter is produced below:

SEVEN (60 second)

'scripted (one directed towards women, one towards men). The

{country and western soundtrack background copy half "sung"

and half read]

VOCAL: Take care of the oneseiou love, and take care of your

health ANNOUNCER°' Especially your sexual health, With over

become V.D.,conscious, VOGAL:V Don't p01nt your finger, don't .
shake your head, it can happen to you. ANN{,And”just'might,
VOCAL;'.Sad out_itis true so know what to look for and know
what to. do.t ANN: And do it, today;. If you notice any change

_around your sex organs, any sores or discharge any swelling
or tenderness, or any pain when urinating, espeC1ally if you ve Y

lhad sex. with a new partner in the 1ast month, you should see

o P b

your doctor or public health clinic for free ‘and confidential

e s

v. D tests and treatment. For more information on V,D, symptoms
call the toll-free V.D. information 1ine Zenith LO1k, LIt's

time each of us learmed to be concerned and to take care of

I R S A
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_ing symptoms on the air, and as a result we were forced to

sw1tch to a'more sedate non-mu51cal format. ' Before adoptlng

\”3such a policy, however, pressure from,certain Vancouver radlo

stations directed us to one of the two major "creatlve" houses

in the Lower Malnland The result was ~ four ads, two 60 second

and two. 30 second eommerolals, which would have cost us over

ten thousand dollars just to.produce, Furthermore, the ads

tried tolcapitslize on "hipness" even more than the first set

fof "top LO" ads which were not used and were des1gned to

‘be sung in a "Bee Gee's" style vocal,vwith I supporting voices

f(neverrused)'are produoed4below:

and a 16»piece beckup‘tahd; ' The two 60 Second'commerCials

EIGHT

Woman: You' re a man_and maybe As_swrg;;_;””,ﬁwm;”ﬁﬁﬁws;wf,anﬂ;msﬁfwﬁ,

We could be friends and lovers, o ‘
But if you don't look after yourself
You ain't gettin' under my coVers
We're grown -up people

.And honey, it's my rule

You gotta take care of YOUe..

g 'Cause baby, I don't want it

e
,

I don't want it,

- T EEEL T, o SR T " fadine gy

‘ Baby,‘I don't want it T - ' | .

‘%I don t want it,




Bridge: Nobody wents it.

166

' But sexually transmitted disease

still spreads,  Your Provincial Ministry of Health urges you'
to get regular S.T. D checkups,

- cian or through your local health unit.

They re free from your phy81—‘

line for informatlon on symptOms and preventlon.,l

Woman: Baby, I don't want

I don't want it,

it -

Call the S T D hot—

EDRINTRPIIE_ SRR

Baby, I don't want
I don't want it,

NINE
F*iM?ﬁ; Lady yeu'earned your

ﬁijhoosing 1s now your

it

freedoﬁ

bright

So if you re.gonz//make more. than small talk RS

. ,Make sure it's gon

” Maybe we won't happen

na be alright.' i

But just in case we do

I'm takin®. care of me, babe

You can Eeke care of you

'Cause baby,'I don't want it

IJdpn't want it,

Baby, I don't want it

I don"t want it

““““Bridgef‘*ae above in EIGHT
Man: Baby, I don't want it

T don't want‘it.4
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aby, I don't want it

_ I don't want it,

~ In the\Spring‘of 1978 we first began to announce our

basic three—part message-' Imow VD, symptoms have regular,

checkups, and always ensure contact notification. ~ The follow1ngo

~ads set the tone for the rest of the campaign,

TEN (60 second)

Venereal\disease is epidemic‘in B. C,, and every sexually active

- ﬁersah'IE’éE”?iék”bf‘iﬁ?é&éiah. If V D,'s not treated proﬁﬁfly

it can be crippling. There are three simple things you can

" do to protect yourself, First, learn about V,D, symptoms and |
~fprevention.n Call the toll—free v.D, Information line today.

Just dial operator and ask for Zenith LO14, If you notice any

"ﬂsigns, See. your ‘local health unit or. doctor immediately. :

;‘Second have annual V D, checkups, " because sometimes there

just aren't any early signs of infection. V. .,checkups are

l free and confidential through your local health unit, Third

4if you have V,D,, always make-sure that your partners are

notified,: as they may also be infected So do these three .

simple things-—learn‘V.D. signs and prevention, have regular

V.D, checkups, and ensure that your partners are treated——and

& ik B b e B o ]
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help takexthe risks out of being close,

L

ELEVEN (60 seconds)

- Each year over- 50 000 British Columbians are infected W1th

. .
T i
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venereal disease, Every sexually active person is a potential -

ftarget for a v,D, 1nfection.y One thing we can all do to reduce

our risks if we do- get Ve D., is to get prompt treatment our—

selves, and to always ensure'uhat out partners are told that B
they might be 1nfected It is especially 1mportant that men

do this, ‘since they are more likely to have V,D, sfmptoms than

_Women. Usually women don't find out they ‘have a venereal .

'disease until they are told by their ‘male partners or are/ o

“TWELVE (60 seconds)

»

notified by a.V, D clinlc. All testing, treatment and, notifr-;r

"cations are free and absqutely “confidential through your locaI

health unit, Take V,D, seriously, for yourself and others,

Have a V,D, checkup today, For more information, call.the 24

... hour V,D, information.1line by dialing 874-2331,

Womanz Women, this is a message for you, It's aboukigonorrﬁea,'f

Gonorrhea isrstill-%miepidemic,,and‘uprto_SO% of usﬁkill'hayefﬁ

no early symptoms, Over 15% of us’infec§ed with gonorrhea*%nd\

up with a serious inflammation of our entire réproduCtive'system,

before we are treated, It's not a pretty picture, but'here's_;

exactly what we '’ need to do: First, have V D, checkups at least

once a year, or more often if we frequently change partners.

We can get these through a V,D, clinicvor from our physician or

gynecologist.»'lt's a good idea to ask our doctors for them

specifically at the same time ‘we have our pap tests taken‘

Second, ask our lovers to be responsibie. ‘Men are more likely



s

,to have symptoms of gonorrhea, and if these signs appear'we

_should be told ‘80 that we can. seek treatment ourselves._'Third
call the V.D, information 1ine at 872—1238 for information on .
all sexually transmitted infections. V.D,..checkups, "’ pamphlets%
- and furtherlassistance can all be obtalned through our nearest
"lpublic health unit. Thousands of women each year in B.C. suffer

- serious compllcatlons from undetected gonorrhea. It's up to us

L
P e Rl Bt

Ais

to change,that, to guarantee our ownxhealth.

-

e THIRTEE&%}& seconds)wm——r—f—— - B e e

Woman. People are taking their health seriously these days,
and one thing that's especially important for all sexually '
active people is an annual V.D, chéckup. V.D, is ep1dem1c in
B C., and over half the people who are 1nfected Just don't

have any symptoms. So have a V D, checkup ‘today. They'ret~

fred and confidential through yOur local health unit. [1oca1 R

‘clinic tag] o R

'FOURTEEN (3>0'seconds)” e e

Venereal disease is a fact of 1ife for every sexually active
person. It infects over 50,000 people in B. C each year, To-
protect yourself from the serious damages of untreated V. D‘

T call thé V. D, Iﬁiormatibn‘Iine‘toﬁay*“dust‘dfaif87&-66tt444

prevention. That's 874=0611, And for free and confidential:

treatment, see your local health unit, ' R

3
b
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Several different radio ads were used throughout.the

remainder of the campaign, variously stressing the need fOr é
checkups, knowledge of symptoms and contact notification. In gl
addition, several shorter ads were used to continue promoting é
. use of theyInformationﬂLinef» A representatiyesselection of ﬁ_
these ads are produced below, . o ?
FIFTEEN (60 seconds) o | f
[newsroom noises in backgr und] T R rg;

Bulletin. Gonorrhea rates continue to skyrocket...

,iFlaSh-' Thousands of young,women suffer acute complications e

of gonorrhea infections... ’ - -
Item: V,D, a seriousrproblem. infecting'over 50,000 people
- each year in BeCeses e | "
Announcer. Okay, you've heard it all before, the»great war

on the gonorrhea epidemic. ‘But here15~something you probablyfgg;{fai

didn't know. We re starting to win. it, starting to inchmaown T

those statistics...and thanks to all those people in B. C ‘who
went in for V D, checkups last year - to make sure they didn'
have the disease. And thanks, too, to those people who cared
enough about their lovers to make sure that wHen they‘got a
sexually transmitted infection, their lovers were brought in
for treatment too.; Because of their coneern for their own )

——————————— ——sexual health, and meﬁeﬂeme%%h%enesm%lwedﬁthemj\
_——a little less gonorrhea now than there was a year ago.

e e Erly o R L H06 s B L s ot ‘—4(‘ e oan sl
X . . i -

ot el i i
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> But there's still an epidemic because not everyone's doing

their bit in the battle, Ask yourselfvthis—-when,was the last

5
T i s Rt s T



“‘f*“‘~—$im5—¥Qu¥hAd—a;I;D*iﬂhﬂckub. or reaily-thought seriousiy about

~call. the V,D, information line at 872-1238, For free and.

1m

5 . . : . - R
- . - =

the subject? For information on V,D, Symptoms and prevention,

¥ i !
- PR mere: BAT TRl EELEIEIS

confidential V.D, checkups, see your local health unit.
if you're not part of the solution, then you just might ng

the problem'

STXTEEN (60 seconds)
[1ight bardic music in background] ; .

"In the spring a livelier iris changes on the burnish'd dove

In the spring a young ‘man's fancy 1ightly turns to thoughts of
1ove..."- ' ‘
Announcer: But before your thoughts‘become"EEtiOns,nthere's a

few other things all men, whether young or old, should consider.

Likeogonorrhea, an,infectigus disease passed between two persons ,gf
during,sexual intercourse.‘ Up to 20% of men and over 80% of : '
_women won't have early signs of this disease, Worse yet

some women do not get treated untll there is a real risk of

- serious physical’damage.v So let's be’responsibleé-let's have

av, D. checlup ourselves, to make sure we don't have the dis- p

- ‘ease, And if we do’ get it, let's make certain that the women

in our lives find out, too.

Gonorrhea may not seem a very poetic subJect but it.is a fact

/ of 1ife. For more information on free V, D. checkups, and what

. health unit.

we can>a11 do to end the gonorrhea epidemic, contact your local

B
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4——ASEVEN¥EEN—{éG—seeonds}—s ,

. "How do I love thee? Let me count the ways...gonorrhea
herﬁes,vmonilia and trich, syphilis, crabs, scabies and
warts, NGU and chlamydla t00ees " |

Announcers: Quiteva mouthful, And a lot of these sexually - ‘a,_,“i

-

. transmitted diseases are epidemic espe01ally gonorrhea a o  %

AemueeeeAwpotentiallyseripplingminfemuunhﬂaENeneworserasomelmenquuLallllllllai,

. many women have few if any early- signs of these diseasss._f ' J,” L

Frightening° "Not really, oécause all you really need to know
! .

are-three 'simple things:

First, if you. think you have a sexually transmitted dlsease,
‘see your V D clinic right away.' Second “have V, D. checkups
regularly, to make sure you don' t have a disease without : 3

having symptoms. Finally, if you dorget an infection, make

f~v+m3W7~fwsure ysurApartners—findaeut—se—the¥rean—get treated too, —
| If everyone did this, there' d be no epidemic.. So when you re
counting the—ways you love- your partners, include aV,D,. ,, ,f_," o ”%
. checkup...for the both of you, I s a nice way of saying | .
,"I.love\you." | | o |

For information on VQD. stptomsband prevention, call the 2L
hour toll—free‘V.D;'information line by dialing operator and

asking for Zenith LOIA. - | T

EIGHTEEN (30‘seconds)
[sounds of birds and bees in background]

Seems like everytime the subject of sex comes up, out comes

L M T



o~ q_ l

an

the old story of the birds ‘and the’ bees. But there's one

thing‘that birds d bees nefer get and that's nereal

diseage. 7 t the inside infofmatlon n ‘how y an take -
- the riskstsﬂéﬁ:f being close call the 2h hour toll—free V D

. \Vrinformat;on line, Dlal operator and ask for Zenlth hOla.

‘\ . N . . “,‘v . . . - PR
/.. 5 That's op tonrozgniphgkglki;;;AAAAAMM#;
. i A:;_ : e . l ) - v . :‘
And for more information and free V,D, checkups, phone your

et .
W .
. A

local héalth unit,;

. NINETEEN (30 seconds) . |
[fingers tapp1ng on desk, telephone rlngsf,.lThls is the V.D,
- information 1ine a(ehort message about...“]

_ See‘

,_it's_as simple as that, Just pick up your telephone

7. __'dial. 872:1238emand youﬁre-connected»to‘the V,D, information
- B .

line @ message that- let's you know how to survive the current

. " V.D, epidemic. So call-it”today., That's 872~1238, And call .-

i it enytime you*want; It's there,?h he S a day, and 1t s

~completely confldential 872L1?28 ‘For moﬂF 1nformat10n and Lt

o«

free V.D. checkups phone your local public health unit,

o

‘-




B. IN%ORMATION“ﬁINE‘ P i}iv S S V”‘l. ¢
" The recorded message/of7the V.b. Information Line was
@hangedwthreeﬁtimes during the period of the campaign in an
effort to‘improVe the quality of\information and,]foliOWEng e ;
gthe‘survey‘of callers, proVide'as’much'essential'information }

in the first minute as possible; Below is the.text of the

most recent message,- ' a T \
o ' ) ) - o ' -

. > T ® )
_‘Man: . This is the V,D, information- line, a_ short message. about ° {

» . some common diseases that are passed on during sexual contact
The first thing you should know about VeDe is that frequently

there aren't any symptoms. Gonorrhea is the most common V D,

and up to 20% of men and 80% of women have no noticeable slgns

of disease during the first several weeks., Men who have
”isymptoms will notice a'bufﬁiﬁé sensation%ﬁhen they urinate and
'may have a discharge of pus from the tip of the penis, »Women
/ who have symptoms may notice an unusual discharge from the J
‘{tw-vagina and perhaps pai:\;hen urihating,

Woman: Left untreated, gonorrhea can cause permanent‘sterility,t
(”arthritis and’ even heart disease in both men and women. +In

women ig}ean guickly inflame the whole reproductive system a.

f,,,,,f‘r S csnditi}om , sqaeivie&nflammaterpdiseasej%temsfoi%

—~

~ aches or pains in the Iower back dr_abdomen; nausea and slight“

. ?
‘fever” and pain during intercourse » ‘Pelvie 1nflammatory dis=

ease is always a serious condition and should be diagnosed

7

. |
v N \‘,
. [ ' :

B 4



and treat immediately. -

Man: Symp ms of other sexually transm1351b1e diseases include'
"sores around the sex organs—~wh1ch may be painful or painless—-
”itchiness swelling or tenderness around the, sex organs pain

during intercourse, or any unusual change in menstruation

urination or bowel movements. If any of these 51gns appear

I
£y

~from any lovemaking until yOur symptoms have been diagnosed by,

b i e T

especially 11 youunave hadvsewiith*a‘new partner in the prev1ous

, month, you could have an infection and should have it checked

out immediately by a V D clinic or a phys101an. Always refraln

Y

.a qualified medical person.

‘WOman:A Diagnosis and treatment are free and confiden‘?al to -,

everyone thirteen and older in any V.D.'clinic in the province,

Ce .

To find the location of the V,D. clinic nearest +0 you, é%ntact

your local-public health unit, You do not need your parents or -

permission to attendda V.D. clinic and no. one will
ever find out you have been to a clinic unless you decide to

tell them yourself

‘Man: There a few simple things you can{dojto reduce the risks

of physicalvdamage caused by V.D. <The most"effective way .is to

properly use a condom, or safe,

_Woman: A woman should also use vaginal foam at the same time.

‘as this may help in préventing disease infection,

Man: Because frequentlv'there won't be any symptoms of'a V.D,
infection; have'regular checkups. Every sexually active.person

should have a V,D, checkup at least once a year or more often



7'i£ she‘or he frequentlydchanges‘sex paf;ners; V.D.‘checkups ,_j}
are frée from your'iocal”V.D.-clinic and'take onl " few -
mingpes. | | .
;5 Wdﬁéﬁ; Flnally, whenever you get a V.D, infection aiﬁays{makc
sure -all. your partners are notifled because they could- have

‘the disease and are probably not aware-o£~;t. You can tell

b it sl dbarsdrsnelres b4

““them yourself or can give their namééwécwgrvdﬁr clinic and
clinic stéff will contact them, By law, Clinlc staff cannot
tell the. peqple they contact ‘who_ gave them their names, stA:ﬁé, ,,,,,,, L
everyth;ng you say at a V,D. clinlc 1s-conf1dentigl. .

. Man: If we all do our part by watching out for V;D symptons*‘

o having regular V.D. checkups and always making sure o”)partners

“are checked out whenever we get a v. D., this epldemic will

quickly disappeacr. |

Wbman. Thanks for calling therv D. informatlon line and we N
wish you a*healthy 1life, ., ; -

N

[tag giving the lotation, hours and phone number of the main

Vancouver V.D. Clinic]




C.  POSTERS

o “Attached are black and White reductions of several>of‘

*

the poeters which.were used in the campaignb arranged 1n
chronological order of production.

‘The first poster was an unsuccessful attempt to be

»,u;.@»;.}.h_.m S :

et it e

ittt

"litera " and have some fun with the notlon of sin and
ry

stigma. ‘While the graphic lent itself to frequent pilfering

from- §phool halls, it was felt by some - community health nursesﬁ:;”

S to have too ambigudus a message for a high school" audlence.'
- . The second poster attempted to 1ntroduce an entirely
new terminology (S.T.D, ) completeawith a graphic that, at’
first glance, appears to have 1itt1e to do with V,D, " The
/%ay community in Vancouver loved the’ poster, choosing,to‘
interpret "g.T.D.'s in town" as "STUDS in town“;:;khile some
Medical Health Officers felt the new terminology was too

reminiscent of a certain motor oil addltive-' It was later

-

¥ " N .
R vor

the quantlty of copy.

-

felt that the poster, despite its bold caption,'contained,too-

much information for'the-medium, and later posters honed;down-

‘The third poster attempted to emphasize that any sexually

Y e

;,L;li”i,ﬂactive,person_was_at riskmofginfectionrAregardlessfei—age
4444igg4up4tiQn4orlsexallIhe4lQnrth4post4r4pointedloutlthelneedllll

for responsible contact notification, while the last poster is

-~ -

self—explanatory, o ';'. L L S

DT <



- .

.

...but doing
~ hothing about -
B itis just
\ stupid !

VENEREAL DISEASE S EPIDEMIC AND ANY SEXUALLY ACTHVE PERSON
CAN GET {T. IF YOU NOTICE ANY SORES OR PAIN AND TENDERNESS
AROUNDO YOUR SEX ORGANS, IF YOU HAVE A DISCHARGE, (A “"DRIP"),
OR IF IT HURTS WHEN YOU URINATE, YOU COULD HAVE VD, AND LEFT
UNTMEATED IT CAN DO SERIOUS DAMAGE. 50 HAVE A VD CHECK-UP
TOOAY; IT'S FMEE ANO ABSQLUTELY CONFIDENTIAL.

For more information on symptoms and prevention contact your neamt heaith unit or call
the VD HOTLINE -Dial operator and ask for Zenith 4014. In Greater Vancouver dial 874-06M1

A . . . , .
Illustration ‘1z Having V,U, 1s 1o sin!

N
B



“sexually tr-mrnirw’b!o disesss’ — sny diseass which can be passed on from person to person during mtin"uta séxual contact.

- - - - - PN - —_— | t—

GONORRHEA IS THE MOST COMMON ’ v » ’
STD IN CANADA IT IS A OANGEROUS @
_ ILLNESS AND, LEFT UNTREATED, rpncn ot _ _ o

ol

Nt g

AND OTHER SERIOUS DAMAGE. IT'S e
ALSO AN EPIDEMIC. AND SOMETIMES N
+ - YOUCANHAVE TRISOISEASERND —~
NOT EVEN KNOW IT UNTIL IT'S TOO
LATE AND THE DAMAGE HAS BEEN

" DONE. SO HAVE AN STD CHECK UP € : . ‘ . Iy
v ; ) aor nore intormauen o om N a0 contac [$1V]
TODAY, JUST TO BE SURE. CHECK UPS ’ ' ‘, nen lyc‘npt"‘"s RN o e ter your
ARE FREE AND CONFIDENTIAL nearest hesith unitor el ¢ T COTLIMNE Dinl uperator and

THROUGH YOUR LOCAL HEALTH UNIT 33k fOr Zenith 4014 b outer Vaocouver il IR
. > N

.

= ) .
P
.

Tllustration 10: S.T.D,'s in Town | e
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‘VMM‘-“-U‘N ("‘él“m
fections that a1y wiiuplly Bctive perIon can gL
Proveat youriel! sod the ool you lowe . .

For 24 hour Information on VD

- IN GREATER VANCOUVER
\ Dial 872-1238
ANYWHERE ELSE IN BC. .

Dial'0’

AND ASK FOR

Zenith 4014

i
—@mdmmmwotmnh \
)
- D,

Illusitrat;ion \l: Put Yourself In The Pitture

.

- -~ . - ;
Mt g S e e - A



e

we“i“en’t alone
e

/ so dor’t be alone

when you get it treated

.Sexually transmissibie disea.'.'.es< ("VD") atways Line. In vancouver [l Outside Vancouver
involve more than just one person. So if you're  Zenith 4014. -
treated for VD. make sure your partners are, too.

* Treatment is free and confidential through your ~_Province of British Colui'nbla.
local health unit. | ‘&) Ministry of Health
© ~—For more infdrmation call-the VD information ==/
. Y
\ . .
Y ' ) -
Illu{st‘fra-tion 173 You weren't alone whoen#yon rol- it.,, .

i

.



RECORDED INFORMATION ON THE MOST COMMON
SEXUALLY TRANSMISSIBLE DISEASES 24 HOURS A DAY

. v

OUTSIDE VANCOUVER
DIAL O
AND ASK FOR
ZENITH 4014

A

FOR FREE AND CONFIDENTIAL TREATMENT SEE YOUR LOCAL HEALTH CLINIC N

I1llustration 1%: The V,D, Information {ine
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The 1ast poster was’ also produced as a small ‘flck—on
fﬁecal Volunteer staff “rom the gay Screenlnb cllnlc operated
b¥ S.E,A.R. Ce Hy undertook to place over 500 of these decals
vln‘the washrooms‘of‘all the pubs- in the Géea€Er Vancouver
area, with thevpermissiop”of the owners, Below is a Qample;”

of the deoals used. c,; o

RECORDE D INFORMA HE MOST COMMON
SEALALLY TRANSMISS CASES 24 HOURS A DAY

- e
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D. BUSBOARDS ‘- S

- [ ) ‘ . P
o : N

The two outside ) sboardev(l by 3 meters)'were simply?too
S~ v ' e
T%rge to have reduced. : The first busboard used had the following

! . ’ : . - L I
' e

"/copY- o | UL LT |
V.D. ‘WOULD YOU RNOW IF. YOU HAD 1 :“9- — g
For*confidential information, call the V D, Informatlon Linerﬂ . :
872—1e38 \47 . . SR iy o
It was decided in _the follOW1ng yearcthat*this particuiar - i'a ~
board eontr&:irned too mueh 1nfom&t‘rlork %?he COPY Was- sh?rtened e ,;‘
to read- | | ‘ v |

 V.D, CONFIDENTIAL INFORMATION 872—1238 |
This latter busboard used white: copy on a ‘dark red background
. and was v151ble literally blocks,away from the bus. 'It“ . iF*

spawued mo e media comments in the Greater Vancouver area, than

[V S S [ N

any other V D media presentation.
‘Q A copy of the inside buscard advertising Vancouver clinic

" hours ‘and location, as well as the Information Line, is reduced

on the following page, ;
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TInside buscard

- L3N

@Q_n_n Hours: .-

;zQéész&<w
Tuesdayto .:..c..mag

wo a.m. - Nwo
8:30 a.m. - -4:00 p.m.

o EERE E o:ram::o_nrm
. 2 (Wi T . Clinic,
- S E_ A .Nm 2mm.~. ._O.w—s_ ><®.~ Vanc

vB‘

ckups

ouver

Srfiiph Cohemlin
Mrimiry

@ . |

e R R Straey 1000 am - 1:00 pm.




FOOTNQTFS O cmprrm FOUR R

[1] ~Part Two is adapted Trom’ "The Control of Sexually Trans—
missible Diseases in British Columbia, Canada:: An
“ﬁé ‘Outline and Evaluation of a Three Year Promotion Campaign®
written by myself in October 197 Health Promotion
Programs, BeCy Ministry of Healt pver publlshed S
‘ As\guch, it” may seem repetitive i_ places, e

' v.

[ii] From the 1979‘Annual Report of the Division of V. D Contrdl‘
-"This past year saw the development of new nurse—educatlon
and teacher-education programs, A number of- different

. . -
)
i ]
2 (

.auaiﬁéhops were design@&»by the three members of. our -

...~health education group dealing with subjects related to
-contraception, sexually transmitted diseases, sexuallty,
school programs and imptroved diagnosis and treatment,
Approximately fifty workshops were presented-in nine _

. different health units o over 600 nurses, teach‘x\ ) B
physicians, social workers, counsellors and school ﬁoard :
officials.' In the 'same year, the-health education e
group was directly responsible for classroom presentations

-before a combined- total of approximattly 2000 students,

[111] This calculation was designed. in consultation with a -
- senior research officer with the Vltal R@gistry of the
B, C. Mlnistry of Health ‘

Eikd
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' ted infections have been bedding down
€.
with humank!hd for . at least the past 20 mllienla. Throughout

this time a vast array of socioenv1ronmental forces and

, structures have warped attempts to control their 1nC1dence.

>~s—445 rrrrr AIgneraneeeeienaturalisticﬁexplaaations of"dlssase may b

ﬁciteE;Ps the first confound, although the relatlonship of

: break

a mor{i‘"traitgacket from Wthh these diseases have yet to

' disease'to demons ané\of venereal disease to sex has created ‘

mplete%% free;- The hgé;ory of V D, control has been
largely one of "blaming the victim" and- using the reality

.c..,\,
of disease 1nfection as a means to enforce certain codes of

" sexual behaV1our. gﬁs suc ultimate-control.of V.D, is also

»dependent'on~redressingwthoserseeial—iastitutiensmand practices . . -

¢

which impose upon sexual behaviour ih a more general sense,

'i.e;;”sexism/patriarchy, especially as it.affects sex role

?

_of-controi bf.perpetuating‘political and econoﬁic ineQuality ‘

el ‘ionships and,medical practice;fo

owen

Control of sexual behaviour is merely one aspect of social

control so, by extensipn, all institutions which impose'forms

must be dismantled for being»potential barriers to disease

Dl i bt e v 08 D

i eradication. _The example‘gf post—Revolutionary China 1n§1cated

the extent to which V,D, control 9an become part of‘ﬁ£MH551ve

-

sociopolitlcal transformation.fr

/Ef

Yet while struggle on these broader issues should not be

~



LA

‘government control programs.'

‘ .189: ’

l"r

i@;mﬁﬁu% %ﬂﬁﬂ%rare—a%number—ef maehrmefe~£eeusSed—step34ﬁ¥H#k

can be taken to curb—the epldemlc.' U51ng an epidemlologlcal

[

nmodei of the relatlonshlp betwéen disease organlﬁm hcst

LR

behaviour and,the environmental context,~1t waS’demonstrated'

}that'specific changes (especially in the last two categories)

-

could ‘reduce disease 1n01dence by as much as tenfold, V‘Itu

r~vwas—furthereargued—that—the—greatest lmpedlmentAtoeinltlat;ng

r
those changes lay in the env1ronmental context, spe01f1cally

» with4the structure of medlcal practlce and the nature of

L3

: This returns ‘the matter? fu“speCifiee"‘back to the
problematt; of struggle w1th'the broader issues of patriarchy

and political/economic ineqnality. It is my belief that as

r

"progress is made in inching towards the- goal of disease eradi-

cation by slowly acting on the specifics of host behaviour -
.- -

and environmental context, the brdader:iSEues will also be

drawn sharper into focus and challenged. For,,as Theodor

Rosebury has stat&&

If by some chance we could vaccinate against V,D,
we might forget all the dther troublesome areas
of the problem, If not...w shall need to return:

'A,i’

to [thel} social heart of the question and see "whether -~

anything can be done about it, 86 x
1

. -

S
;//
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'APPENDIX ONE: The Medical Reality of Gonorrhea

~

. .

T

The following pages are taken from the book
11 ible D

writted and produced under my direction
vbyﬁthe Divisxon of -V, D Gontrol in the summer of'
19 .

é\
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~=— — -Gonorrhea is a- r:pm‘ta*b’rt dlscast which infects xpprmmmly 35, 000 pcrsonnﬁﬂ € cach Bt

- year. - ;. : o

. ’»ETIOLOGY._ . The causative agcnt is Neissera gonorrbm a gram ncgatnvc Lndncy-shapcdg BRI

- diplococcus. - - I

i) "This organism is adaptcd to moist mucous membranes and is- thcrcforc specific atO«

. \ the pharynx, urethra, cervix and anal canal in it§ initial stages of infection. . - » o
. ., 1)  Transmission is through intimate scxual contact which is almost ahways sexual §
' v intetcourse.’ . S _:

_iii) Sexual child abuse or incest must be considered in the cases of gonocogeal infection
in children over the age of 1; prior to age 1, contammatcd fomites may be respons-

; ible for transmission. - :

. "= iv). N.gonorrhea is frcqucntI) accompamcd by other sexually transmitted diseases. -

e —————y¥y—Incubation period: 2=9 days: v ' ;
' 2 ~vi)_ ffransmission to the neonate may occur . during delivery (gonococcal opthalmxa :
nconatorum). ‘ - _ . . , ' ) :

AND SYMPTOMS:

~ 85% of women do not report symptoms of gonorrhea, Many women will,
, * - however, reveal a history of mild symptoms which they may have dlsmlsscd :
- -~ asinsignificant or unrelated to gonorrhea. i A

' ~ i) urethritis — Patients may complam of urc‘cm_} frcqucncv or : -
et , discomfort on urination. L o o
P 1i) cervicitis — Often symptom free. = = 7= = : '
' — mucopurulent dishcarge from cervical os

- /3 . ‘ . = ccgvlcal friability and cdema - | '; :
: ' ‘ : TV aginal discharge without accompanying vaginitis.. . .~ o ’}
_ -+ =™ Initial symproms, if present, will usually disagpear after. 2-4 weeks. The in-
o " fcct.icxn may persist resulting in the complications discussed-later in this section.
i . . - _ : ! ’ ‘
A " ‘Men: - - Approximately 5-15% of men are asymptomatic; the remainder have obvious B
é - . symptoms which may be ignored or which may cause them to seek treatment. ) '
“ ‘ i) urethritis — This is the main symptom of a gonoceccal infection.
) Initially, a mild tingling sensation durjng urination is
- \ ,. " noticed. . Two to four days later dysurxa usually becomes
7 severe.
ii) urethral discharge — If present, the discharge is often thlck ‘yellow-and ,
. ‘purulent. .
’ Untreated, the symptoms usually subside 2 3 wecks after their onset.- The in- -—

fectious process will continue, resulting in transmission of the infection to
sexual partners and the potential dcvelopmcnt of the complncanons discussed
‘later in this section. :

A Y

.
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anal mfcctrons by contamination from mfcctcd vagma] discharge. _
i) Anal infections are ‘usually asymptomztnc ‘examination may- rcvcal shghr chscha.rgc -

CRN
and swclhng of thc mucosa of thc anal canal . , %
Phnryngeal infections: - - ' : %
i) 'Dral-gcmtal sex may result in a pharyngeal infection. ) - 3
__ii) " Infections of the pharynx are often asymptomatic; it is ‘therefore advrsablc to obtain 7 g '
a careful history of sexual pracnccs to dctcrmmc the possrbxhry of a phgryngcal 4
mfcctnon : . 1
clinical examination, supportcd by thc laboratory examination of the discharge by smear . ? ;
“and/or culture. ~ ‘ L .o
i) Slide smear should be donc of the male urethril dxschargc -
ii) A swab for culture should also be taken for a conflrmator) dxagnosrs and whcn
) ' -there is no dlscnqﬂiﬂﬁﬁﬁ?ﬁcmc male ¢ervix and prepared E
for smear and culture. Fol‘}owmg this, a bimanual pelvic exam should be done E
- routinely to rule out the presence of pclvnc inflammarory disease. '
m)" A swab for culture may be taken from the urethra whcn rhcrc is urcthrms durmg
‘pregnancy and post-hysterectomy. : ' -
iv) “A swab for culture may be raken from the recrum and/or pharvmr whcn C\pOSUI’C ' S
Zat thiese sites is suspected or reported. : : N
v) A test of cure should be done not less than 72 hours follomna r.r;atmcnr . The test. ©
' of cure should be a- culturc from the mfcctcd area. - o : Ca
" 7 DIFFERENTIAL DF\CNﬁSI? T. vaginalis (by vagmal smear), N. gonorrbea, H. Lagman?'”* : f/

and C. albicans infections (by culture of vaglnal swab) can be snmu]tancousl) diagnosed. - :
If the examiner finds a debatable symptomatic picture she/he should rcqucsr that all four
. causati¥e organisms be looked for in the laboratory
If urethritis or PID is suspected but has non%éél dlagnostlcall) differentiated from
ne. chlamydral) PID, the patient should be trecated with tetracycline prior to- lab-

L3

Men: 1) s the mfcctlon moves from the anterior to the posterior urcthra mﬂammatory
- reactions may occur in the urcthral glands. , T R
fi)  Prostatitis may occurs-
i)  Infrequently, epididimytis followed by scarring may occur. rcsultmg in per-
X manent sterility? - k&

iv)  Inrare cases, urethral strictures may result due to scar retraction.

Women: i) _ Pelvié¢ inflimmatory disease occurs in 10-30% of all women with an un-
treated gonococcal infection.  Diagnosis of PID is based upon a history
of exposure and any or all of the following symptoms: lower abdominal

pain, d)smcnorrhca dyspareunia, abdominal tramping or tcndcrncss :
abnormal vaginal bleeding or lower back pain. 1
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ii) A bimanual examination manifesting bilateral tenderness or pain upon .
. 2T - . . . . . 3y . )

s',

~oratory diagnosis by culture may be incffective if the orginism has left
the cervical area. Treatment should not be dclaycd for lab confirmation
" as stqnllty is a definite risk of PID.- :
Dn mmated Gonococcd lnfeobon (DGl) , S
) Arthrms and dcrmatms are the most-common manifestations of DGI, R
1i) Knees, anklcs and wrists are-the usual sites of arthritis.
_1it) - Skin lcsnons are most commonly fotind on thc distal cxtrcmltrcs

b et ol kbt

Con]unchntn

-— [Tach [ NouiIq o - ONn- &n mptv_stom N on atell helo a 10 hou
) k

1) In a.dﬁln,_ggmgccgjmmngn vitis is usua llx uyluzf auto-ino culgnsm of :h: -
cyes with a fmgcr contaminated with genital sccretions,
n) nghly contagnous viz hands, fomites, etc. ‘

Neonah‘l con]uncnwhn (Ophthalmn neonltorum. Gonococcd opthalmia) . .
_.i) _Transmitted to the inf{nt during passage through the birth canal. I
") In B.C., all neonates age prophylactically treated at birth, as rcqmrcd by Taw: :

i) Dizgnosis may be mafe by smear and culture from conjunctiva or gastric aspirate.

TREATMENT: ,

iL It is advisable to immediately trcat all contacts of persons wnth1 confumcd dm.g-
nosis of gonon'hca pnor to ccc:vmg test results.

~ i)~ For contacts or confirmed cases of N. gononbea the - rccommcndcd trcatment

bchcdu°lc is as follows: : '

P

I ——Ampu;ﬂim% Lgmmxw——e—r—f—;—f | o o | ) c
- A, B s . . E - o ) } N
T - OR - . Each with v
- Amoxicillin 3.0 gm stat , : Probenccid X
’ : 1.0 gm stat
OR | . |
! A' Aqucous Procaine penicillin G S.O0MUIM- T

LTS

' .iii) In male patients, when a diagnosis of NGU has not been differentiated from gono- .
coccal urcthritis, tetracycline is effective treatmént for both conditions.

Tetracycline 500 n{g quid x 7 days
iv) For any patient allergic to penicillin, tctracycline should be prescribed as above.

after meals. -
If the patier rerienc va cLEOIR in e hile on rracvelin wy,

should take the drug with meals and avoid dairy products and antacids. : :
Patients should be advised to avoid direct sunlight. Photosensitivity may result

in a severe sunburn. Patients should be instructed to > report any skin dlscomfort
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STD cuacx.ur o | :
L BB The nurse or doctor will ask you about your recent sexual actmty Thts m#ommmﬂ ‘

is important so that she or he can determine the cause and date of possible transmission. .
(All the organisms have a different incubation period). It is important to find out if
you have had oral or anal sex because gonococcal infcmons in these areas are oftcr\
7 . asymptomatic (without symptoms). '
« 2., The doctor or nurse will take a blood sample for a sypliiﬁﬁea——m/
3. The doctor or nurse will thendo 2 dxjfcrcm examination for men and women.
) Women will have a pelvic examination. Tests are taken from the cervix and the

W ... vagina where an infection may, be presént.  In order to do this & speculun is.
used. Thxs proccdure is not pamful but may be shghtly uncoqurtab}e
- -b) Men v 2 s

- of infection. Tbc doctor or nurse uses.a Q‘up 10 takc a samp]c from thc opcn-
: of the ‘pcms rectum or from the throat. - L
4. If gonorrhea is suspected it is important to find out thc names of your contact or
~ contacts. Confidentiality is always maintained. _Confidentialify gans that poone can’ .~
reveal your name, the date or place of contact, or an) other information about )ou to f]\
tRe people whom you name as contacts. :
You will have one to two days to contact \pur partncr(s) If you do not, or do
‘not wish to, the health unit will contact them for you, JFespecting vour confxdcnuahty o
5. Slides ddeumenting “an STH check-up can'-be @bta/ed from thc Division of V.D. SR

< R, e T
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e i) acute — that is, sudden onset w;th/ev/crc pain in thc lowcr stomzch fcvcr and

Wha(-rt' - ' A SRR U o

PID is-an increasingly common- and - serious discase of sef :
initials stand for Pelvic Inflammatory Disease, whith means an’ inf
“pelvis usuilly: affcctmg a woman’s fallopian tubes, It can be:

1on (gcrms) m thc

T

T vagmatdxsc’nazgror

ii) chir 35-severe pal 1 ;
m) ncurrent - that is, sxgns of infection. gomg away and commg back more thzm once.
. )

‘What causes |t’ ) ' %

etxvc women. - The

% Usually what. happcns first is_the vggma or cervix_gets mfcctcd thh germs.. These R

germs may go.away or stay just in the cervix; but they may also climb from the cervix.
(opening of the womb) into the uterus and tubes. Then these germs cause an infection deep
‘inside the tubes, and that is the PID. Gonorrhea germs will climb up into the uterus if the.
discase isn't detected or treated ﬁr mptly; so may other germs, such as chlamydia. Some
very rare causes of PID are tuberculosis and wopical parasites, but these usually infect
the pelvic area through the blood stream instead of through the cervix.
Also, some medical’ procedures such as insertion of intrauterine devices (IUD s), thera-
peutic abortions, or D & C's, all involve pushing something through the cervix and this.
_ may result in infection of the uterus and tubes, 1UD’s are a special problem because even,
_after they are inserted their strings come down through the opening of the uterus and may

be a path for gerrms, like gonorrhea, to climb up and cause PID.
Unforrunately the acutal reason that a particular women has PID is often never found
out. For example, even if the woman has gonorrhea germs, some of which have climbed

- up-and caused the PID, the remaining germs in ther cervix may have died off so thatthe. . -

tests for gonorthea may be negative. Gonorrhea often has no symptoms in women until ©

the PID sets in.. There may be other germs entirely which have caused the PID.

Why is it iricreuing? :

A tough question . . More pcoplc have intercourse with more pcoplc thcsc days. Not
so many people use safcs, which do prevent spread of discase if used propcr]y There is'a-
gonorrhea epidemic wcrywherc in North America. Morc women are using 1UD’s. ‘Birth

~control pillggnay make it easier for germs to grow in the vagina. But essentially no one -

knows for sure why there is a sudden increase in the amount of PID.
. S - 4

T

How do I know I have it?

cct the uterus and tubes, ]ust as tonsillitis
is an infection of the tonsils. - Infections are pamful they may create pus and cause swelling

~ of the_tissues involved; they will cause upsets in how thc infected areas work; and, they will -

-upset the body in gcneral causing fever and chills, nausca headaches and so on.” A woman

with PID may first notice a vaginal discharge (“'pus ") with itching and a smell or odour. B
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" She will have ° pam usually cramps in the lowcr gbdomcn and may rtally have a tot qf pain

' decp inside when havmg intercourse {sex), or just wall\mg around. Her stomach may feel.

full and bloated. Her periods may havc unusual crampxng, unusual amounts of blccdmg.
and be of unusual length, : .

If a woman has some or all of. thcsc comphmts she needs to be cummcd as soon as

‘possiblé to ‘see if the cause isPID or, if net, what is the cause. The examination should™
include both a vaginal examination with a speculum (5o the examiner can look inside and
talee 2 specimen of the pus, 1f there is pus); and an internal exam where the examiner uses’
~ her/his fingers to fecl the uterus and tubes to see if they are swollen and. -painful. The

examination may be uncomfortable if there is an infection, but it is a:bso]utelx necessary.

bk Lo s

You should ensure that you receive this complete examination.

The treatment for the acute form of PID is Jlarge doses of ‘bed rest and anub:ohcs S

It is important to take all the annbxoucs as directed to make sure that all the gcrms are

kxllt:d Anubxotlcs alone cannot hcal your body The body n:cds all thc hclp it canget .

and good nutrition, cspecmlly vitamins and protmm to hclp healing. If an 1UD is in plac:C"

it should be removed, especially if the infection won't go away. With ear}) treatment,

the PID can be complctdy cured. The Iatcr {hc treatment, ‘the ‘more serious the nllncss -

may become. . - e T R .
. ‘la ) ‘. V A . . B L g . )
Dangers of PlD : T T
l)Thc infection may get bad cnough to rcq‘lnrc treatment +n hospml T

2) With inadequate treatment or somf:nmcs ucn with adcquat( treatrment, the symp-

toms may come back - sometimes several nmcw in-a ‘ear. Each time suspmous symptoms
——recur : 4

ket 5o

s | o e g
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ngs

must be worked out on an mdw:dual b{lSlS dq)cndmg on how hcalth\ the wpman is or how .

severe 1s the attack.
3) Each atrack of scute P]D increases ‘the chance “of pcrmanent damagc (scamng) of

 the tubes. The rubés may become so scarred that thc) arcTéYiH’Y blocked, the woman's

eggs (ova) can't get through-them, and therefore she is sterile. The tubes may become
parﬂy blocked or twisted so that a fertilized egg may get stuck there, causing a pregnancy
s in the tube (“ectopic. ptegnancy™). Tubal prcgnancnes ~requite emergency surgery to"

. remove the tube. Tubal pregnznc#es are many times morc comrign in - women who have

had PID.

‘ 4) Rarclv the- Jubc(s) become lelcn nnd full o‘f pus that it (thcy) havc to be sur-

gically rcmovcd

-

Y

Prevenhon

Sl s e

TR P R

" There is no sure way to prcvcm PID, but some thmgs are hetpful N
1) Safes (condoms) — an old-fashioned way to prevent disease which may bc 2 good

e TBETE QLB It Bl sk |1

‘idea if you or your partner slctp with-other people. Hc may claim that it’s notas much
_fun but you won't get sick, and it's your body.

2) Examinations, whenever you're worried: If ybu have several sexuoal partncrs. it’s a.

good idea to get checked for gonorthea. routmcly whether or not you- have any symptoms, -

since there is an epidemic of gonorrhea. There are now more and more males who may
have gonorrhca without sy mptoms. Early trestment is always much casier than late treac-

ment. R \

. ;o T~
~



3) AII of t:hc abovc mcasurcs cspccnally apply if you havc an IUD ln fact 1f yau havc'

had PID once, 2n 1UD may not be for you.” 4
4) If‘  you have,gonorrhca (man or woman) tis your rcsponsxbdtty to make surc all
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APPENDIX TWO: 'Selected’Data on’ Sexually | 3
- - “Transmissible Diseases - - | A :
a‘ﬁ\N\\\ Data has been taﬁbn ffdm the following sources: e :

- British Columbia—D

o

" United States—Center for Disease Contrel bid and

on of V.D, Control %%B!él_522§§§'
inistry of Health ctoria, 0
»Canada—-Bureau of Epidamiology §g¥u§;%xﬁlzrnﬁglgg__ .
: ”D;§ea§e§ %89 da, 1976, National Healt
o eliare,
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Wablefa NEW NOTIFICATIONS OF GONORRHCEA AND RATES PER 100,000 :
~ :> ’ POPULATION BY. HEALTH JURISDICTION OF REPORTING ARGENCY, . .
' A BRITISH COLUMBIA, 1978 AND 1979 :
) - ‘ o Number.. Rate . %
o Health" Jurisdiction ‘ —es : - Sy :
’ | | | \ 1978 | 1979 | 1978 ‘i 19}/
v J N ) i . ° iy
Health Units & Nursing District 3,867 1 3,843 | 252,9 | 247.4
! . " : t
East Kootenay . . 94 53 145.5 E 79.4
Selkirk . B 3 67 123.6 | 237.3
- West Kootenay . . . . . . « v o o e o . .| 5201 42 120.1 ! 96.2- . -
] T 'ﬁ”ﬂaffﬁ'Uﬁiﬁiﬁiﬁuﬁfﬁiffm?ff7f77"7"7”f"?7l”fwfufff167“"f"qjgﬁfl' 203.7 ‘1583 47
South Okanmagan . . . . . . . ¢+ o« . .. 233 ¢+ 350 179.2 ! 266.8
South Central . . . . . . . . . . .. .. 48¢ ' 27 . 487.5 1 270.1
Upper Fraser Valley . . . . . . . . . . . . 140 "1 160 152.2 ' 173.1
Central Fraser . .- .. . . . : 207 -+ 218 187.3 -1 192.6
Boundary .. . 246 1307 120.9 ! i49.2
Simon Fraser . . . . . . . . .. 332 v A4 252.5 ! 307.3
Coast-Garibaldi 93 97 202.2 | 209.3
Central Vancouver lsland ) 2 ' 259 200.1 ! 173.6°
. L Upper Island o 208™~ 199 286.9 ! 267.3
Cariboo, . 223 ' 248 b11,4 1 451.5 )
Skeena - . 3“2 1 330 483.7 ' 459.1 :
4~ Peace-River . .- i v, oricacie o emeer o b 167 L4690 L3614 - -
Northern Interior . Ly v 515 458.3 1 476.7 E
; Ocean Fqlls Nursing Dnstrbct 21 bosl9 512.2 } 370.1
\ . [
.Greater Vancouver Hetropolltan % ‘ - % :
Board d?fHealth Area . 4,348 ' hl765 569.1 ! 617.4 <
( B
Burnaby . . . . . . . . .. .. 168 1 166 125.4 1 121.8
North Shore . . . . . . . . .. 129 ¢ 185 94.9 1 133.2 ~
Ri chmond e 110 1101 128.7 ' 115.7
Vancouver City (Incl U.E.L.) 3,941 ¢ 4,313 964.7 11,053.7 .
N . i i ¥
Capital Regional District \\f . .
R Commun ity Health Services \ 784 ' 836 333.9 ! 349.5 ®
N 1 , |
Remainder of the Provincel! . . . . . . . .- 4 E 10- | 181.8 E 389.6
. . - o ] i
- Not Stated, Not Krown, or Not ) N
Altocated tb_a Schoel District . I i 7 (2) ¢+ (2)
5 « i
‘ ° i i
.Grand Total . 9,004 | 9,461 355.9 | 368.6 ..
i 1
1. See Footnote 2 to Table 7. " -

2. Rates not calculated, as the required population bases not available.

1979)

(source: Division of V,D. Control,

Annual'ReportL
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Table-7. FEMALE NAHED/CONTACTS T0 HALE NEW NOTIFICATIONS OF GONORRHQEA,
BY HEALTH JURISDICTION OF REPORTING’ AGENCY SHOWING NUMBER OF CONTACTS
PER NOTIFICATION AND PERCENTAGE GF CONTACTS TREATED; "
» BRITISH COLUMBIA, 1979 .

-2

m—yp ’
, i Male New ¥ ' Female Named Contacts
" » Notifi atlons —— : : -
Health Jurisdiction Reported n | =~ z\fo Per |. Numbera: Per-
Health Juris-| Number |Néw Noti-! Treated | centage
diction o ' fication | *) Treated
L 1 i i
B ] P ] N 1 !
Health Uhlts 3 Nursing Districe .| 2,398 1,786 ) - 0.7 ' <ho§ v27.9
L e - ) — ' S
East Kootenay e e e e e e e 39 . ,ZOw' i 0.5 H 2 ' 10.0
Selkirk . . . . .. «.....| = ho 27 0 0.7 b 12 1 bbb
West Kootenay . . .. . . . . . 27 18 YoQ.7 R 33.3
North Okanhagan . . .. . . . . . . 66 60 v 0.9 V=20 133.3
South Okanagap . ., . . . . . . .| 192 | 154 1 08, Lo 1 26.0
South Central . .\ . . . . . .{. 170 e 4 0.9 L Vo281
Upper Fraser Valley . . . . . . 96 | 67 y 0.7 ! 22 ', 32.8
Central Fraser . . . . . . . . . 115 75 o070 25 t33.3
' CBoundary . . . ... ... 164 | 66 ' 0.4 ! 2. ' 18.2 -,
Simon Fraser . . . . . . . .. .| 221 181 f0.8 ! 47 1 26.0
Coast-Garibaldi , . . . . . . . 63 | 45 , 0.7 ! 13 28.9
Central Vancouver Island . . . . 184 ¢ - 137 0.7 ! 24, ' 17,5
Upper lIsland . . . . . . . . . . 153 | 94 0.6 ! 21 '22.3
Cariboo .7~ . . . . . . .. . 168 ¢ 122V otr by ' 3601
Skeena . . . . . . . . . . ... 235 180 : 0.8 ! 67 V3702
Peace River . . . . . . . . .. 1h2 120 . 0.8 ! 20 yo1607
Northern Interior . . C . 309 257 v 0.8 7} 81 ‘315
Ocsgn Falls Nursnng Dtstrict .. th 17 E 1.2 i 1 ! 5.9
1
1 1 i
Greater Vlncouver Hetrogolutﬁn . ‘ e A '
Board of Health . . . . . . . .. 3,230 1,663 | 0.5 S07 , 32.6
L 1 L A
. - 1 i |
Burnaby . . . . . . . I . . . . 85 26 .0 0.3 ! 6 230
North Shore . ... . . . . . . . 98 . 377 0.4 o ! 27.0
- Richmond . . . ° R 29 1 0.6, 1 10! s
" Vancouver. City (lncl U.E.L.) . 2,995 1,461 ) 0.5 -] 32, 9
| [] 1
Capital Regional District R , ‘ g
Community Health Services . . . . L76 ‘ 241 ' 0.5 : 42 ! 17.4
Remainder of the Province2 . 7 3 H 0.4 ! - ' -

'y - . . | i i 1 .@
Not Stated, Not Known, or Not . , : ' ‘
Allocated to a School District . 7 2 i 0.3 R, E -

U L
1 i . ]
Grand Total . . . . . . . . . .. 6,118 3,585": 0.6 . 1 1,047 ) 29.2
t i ]
t i i

1. Excludes 129 female named contacts in the Province who were named by patientsh

. lnvesthated outside British Columbia. i
2. Includes communities therffv+tTnffwes—wﬂ—Stheﬁ+—B+«fﬂLH&&—8¥*uﬁa++e€af66443f447~444ﬂ—~——<7>7f'
Health Units, such as Atlin, Babinc and Telegraph Creek in the Northern Sec:ion
of the Provikace.. : .

(source: Division of V,D. Control, Annual Report, 1979)




(source: Division of V,D, Control. Annual Report_'lQZQ)
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Taﬁ\e 3. 'NEW NOTIFICATIONS OF VENEREAL INFECTION,
; ° BY REPORTINC"AGENCY AND DIAGNOSIS, R
BR!_TI‘SH COLUMBLA, 1979 .
. - | | Syphilis B
Reporting Agency Total Gonor= ! ' ' !
v.0. rhoea : : Second | Early :
. p 1 ' ' E
Total i rimary: ary ! Latent: Other :
] 1 . ) | ~
e + e S d— L
. N | | ' ] -
‘Main Vancouver Clinic . . b ' - ! !
(Provincial Health Building) | 2,880 | 2,636 184 ¢+ 38 ¢+ 39 . 79 . 28
. - t ] ) 1 1
i [} [} ]
Vancouver Downtown Clinics?® . 485 482 300 2 -t
. 1 i ] ]
. [} ] [}
HeaTth Units 5 Public Health S : i : ; - -
Field staff? . . . . . . . . .] 1,59 1,581 15 ¢ 5 A
1 ] 1 o,
B ¥ 1 t
Private Physicians in B. €. . . 4,5353 | 4,443 91 v 20 ' 17 E 32 4 22
. ) . ] ' 1 4
- ] t ' [}
Medical Institutions® . . . . .[. 164 159 5 o= b2 v -3
' i 1 "t i
1 ) ] 1
Penal Institutions ' ' ' :
- . ) 1 [} L}
Municipail o . A % VL i v
. ‘ i [~ ' o
Vancouver City Gaol® .. . . . 61 61- I A
’ | | t | .
[} ' 1] t
Provinclal 4 ! ' o !
. . [ ' |
akalla Prison Farm, N ! :’ v ) "’ N
Burnaby (Male) . . . . . . . 5 5 - Voo Voo A T
: ! ‘ ;
Federal : ) s ' ) : :
]
8. C. Penitentiaries . . . . . - - - E - l} - E - vo-
i i al 1 [
. : 1 ) t
Tri-Services (Canadian Armed E o v
Forces) . . . . « . . . ... 35 34 I oo b N
. : 1 1 ' '
. " N t 1 | '
Other . . . «ov o v o e - - R T
P | ! b : )
" Not Stated or Not Known .- . . . - - - - - - Lo
L L L *i
IS ! !
Total - All Agencies . . . . .|9,7613 /9,461 | 299 | 65 | 60 | 118 L 56,
' SN ' ; L : ¥y
~t.Downtown Community— HwhrSochmrkﬁﬂe EtHinices
2. Field Staff referred to are those for areas not allocated to health units.
3. Includes 1 case of Chancroid.
4. lncludes%rovincnal mental and tuberculos:s “hospitals and u%nrmarnes, general
hospital out- patient departmengs“dnd public wards, and Depactment of Veterans'
Affairs veterans' wards in h,osplt;l{at Yancouver and Victoria:
5. Special clinic maintained dlrectly by the Division of V.D. Control within the Gaol. .
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R 1953 [T 1.0 19.0 .y «8.7 5.9 n . 199.8 in ot ISRER! 15%.9 L,e69 2 5242
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(§ource: National Health and Welfare,  Jexually Transmitt®d
" Diseases Canada, 1976)
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L  _FIG.A_

NOTIFIA DI . ' ~
| SANADA 1973 R y
: RUBELLA

100 %

MEASLE (
Ho% | - HEPATITIS INFECTIOUS

(INCLUDING SERUM HEPATITIS)
TR

SALMONELLA INFECTIONS 2.9 %

WHOOPING COUGH 2.8 %

o TUBERCULOSIS 2.6 %

STREPTOCOCCAL SORE THROAT

-AND SCARLET FEVER
180 %'

——  OYSENTRY, BACILLARY 1.8 %
—— OTHER DISEASES 135 %

D o ~ s , VEREREAL DISEASES
' 456 %

NOTIFIABLE DISEASES
SANADA 1976 -

P‘ ” , : MEASLES

8.3%

STREPTOCOCCAL SORE THROAT JEPTITIS 4.2 %

. AND SCARLET FEVER
8.1 % )

WHOOPING COUGH 3.8 %

SALMONELLA INFECTIONS 31 %

TUBERCULOSIS 2.6 %

__— OTHER DISEASES 1.9 %
|-—— DYSENTRY, BACILLARY 1.6 %

VENEREAL DISEASES
53.1 %

(source: National Health and Welfér’e. Sexually Transmitted
Diseases Canada, 1976)
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FIG.B-QTQ_NORRHEA: INCIDENCE \RATES' PER 100,000
POPULATION IN CANADA -1933-76
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— —————  GONORRHEA — Reported civilisn case rates by yesr, United States, 1841-1979
' 8004 i ;
*o
-y N -
| - ’ L §
400
’
. -
.~ : .
' é 3001
8 :
, & 2004 .
- t S
» <
] .
.a $‘ r ~ N
. ‘
100 1 . &
— — o ° Y
o T'Y!rvTW’Y—TrvrI'vvvv‘rvay];vvv A I v‘vV"rvvr]
190 ises B0 1988 1980 1970 .73 1980 ,
- » T B ’ TE R T T "
. . GONORRHEA — Rnponod ummwdmmdm per 10000090pulmonbvnlmdnx T
* United Statet, 1978 and 1679
Age Group 1 1979 )
. Came Ram Casss Rats
=0-14 2880 1.1 2,932 1.4
1615 101,701 9716 90,1 9566 .
0-M4 220,820 2408 9 280,647 23089 °
%20 141,940 * 16480 140,305, 1561.5
03 §i,3es 0.7 04948 8574
A0-49 21,487 198.3 n.328 194.4
BO+ 448 338 8,452 33.0
Total 07.43 6710 500,783 559.9
- Famale o
Age Group T e R L
Coess . © Asw Cases Rate '
0-14 9,060 38.5 9,756 o319
1519 183,227 14817 160,729 1468.8
2024 188,155 1568.7 156,608 15322 .
2529 60434 689.1 60968  ° 660.8
. 30-30 21,998 190.7 28,744 187.8
4049 . 4948, 426 4877 419
: 50+ 197 63 2,013 63 .
// Totat 418,797 LI Y 413,195 365.7
. Total
Ags Group P 4978 \ 1979 ;
Coms ‘ Rate Casms Raté ‘
014 11,958 938 12,188 24.3
15.19. ’ 264,928 12289 249,887 2114 .
20-24 387,984 19406 380,260 1910.0
2%-29 202,374 11470 201,273 111586
1039 119,360 187 123,692 4158
40-49 26,413 L 26,203 1158
50+ : 10,419 ‘/ﬂ . 10,465 183
Tots 1,013,436 4683 ’ 1,003,958 . ‘a59.4
(source: U.S. Center for Disease Control, Annudias ooy
: U,.S, er for Disease Control. AnnudisSummary 1979)
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4049 1504 | 138 1,71 | 180 ' 242 2.1 273 | 23 1,748 2.7 | 2044 9.0
' B0 s | 23 ] 29 ” 03 13 |. 04 (Y] 1.2 884 1.5
Yot 18328 ] 86 |92 | 12 | 530 a8 | sen2 5.0 | 21088 | 100 [24874 | 1e %
L3 A V

T A E .. Numime of Caves . . . Perpemtot Touwl - . T
. AesGroup ; . . . -

(source: U.S.




- e ene Ao

. i 1,210
I N | ; |
| LIST OF REFERENCES RN
1: quoted in P&rran Thomas.‘ Shadow on the Land, 'Neinork:\'}> 4 -
Reynal & Hltchcock 1937. p.T§ . g
2s Wright ‘A, D. . "Venereal Disease and the Great." B L
. British Jo _of Vene Disease 8 h?(h) 1971, . S &
32 cited in Rosebury, Theodor._;gic;gges and Moralg New_York: :
\ Ballantine Books,‘1973. p. 2104 ; ~ N 1
‘4:'f'Center,for~Disease“Control ALJ al Summary 1979: Re--G ed'. E
- . Morbidity and Mortalitvy in the ,, ted tate . - Morbidity i
and Mortality Weekly Rteports 1980; <8(5h). p.11
53 Hackett CeJe "On the Origin of the Human Treponematoses. ,§
: 'Bulletin Qf the World Health Organizatiom, 29: 7-41, 1963. §
62 ‘ockburn,"Thomas A. "The Origin of the Treponematoses." |
) letin of World Hea . 2L, 1961, | '
72 Hudson, E.H. "Treponematoses and Man s Social Evolution.“‘," i
- Ameg; an Anthropologist, 67, August 1965. _ . b
- 8: "Treponematoses ‘and Anthropology " ‘Anpals of é
3 Internal Medlcig , 58: 1037—10&8 1963. | - !
L 9: Tbide e i
_10: Bureau of Epidemiology. Sexually Trapsmitted Diseases !
in Canada, 1976 Natlonali ;He%ya T ar Wl are, 1977,
.11t Schamber gghglis——glsyphus." Br tfs'V o 1al of i
~ Yenereal isea ‘ , . - :
12: Division of VD, Control ggga; Regorgl 222, Province of )

British Columbia 1980,

Tbid, pp.76-83. - e

'Astruc John,
Innys, R rdson,

Davis,

Venereal Disease, .
- Clarke, Manby and -Cox, 173L,

*London:

e




R

e,

.Challenge, - New York: Public Affairs Pamphlet No, 292,

17:  Lanceraux, E; freatige i, - Lendon: New - -
Sydenham Society, 1808, . s T
18: Ober, W,B. "Boswell's Clap, ", Joury of the mEr’ can
: 'Medigal Associagign, 212 91—95 . S ‘
19: J, Green, S, The Cg;ifgs History of Contraogptig '.~'
- London: Ebury ress, T . _ I
20: Parran, 1937, Pe93 | |
21: quoted in Rosebury, 1973, p,118
22% “Parran, 1937, P73
23: TIbid, pp.73=k . '
) 2 quoted in Rosebury, 1973, ppallo=20
25:~Stiller, Richard, 1e e S. New York? Thomas -
NeISOn,,197h. pp.2 - ,
263 -quoted in Rosebury, 1973,‘P.158 v
27: . Parran, 1937, p.267 | : | . S
*® . .
28: Downing, J.G, “Syphilis in Tnd stry," al of the
. ggerican,ﬂedical Association, 1358: 468-h$% §§§3. A
29: 3uoted in Corea Gena. Ihg’géddeg~m lg;act;ge; New Works
ove Publications, 1978 Pe | _
_30: Bennett, P,S, "Sexually Transmitted Diseases." Canadian .
: Lat urnal, 1137‘2K39, is77.
31: King, Ambrose “Reflections on the Conference " in
. Se 11 ed D seases, ed, by R,D, Catterall and
. 3. Nicol, ew Yor cademic Press, 1976 p.269.,
322 Di#iéion-of V.D. Control. Stop Th;s!,~Vancouver, B.C.
no date, [19509] R ‘ e _ _
33: . personal conversations March, 19%9\\T - —“'~7
342 Edith Hooker'speaking at the, Internat onal Conferencc of
Women th51cians. 1919. New York uity. quoted in Corea,
. PPy 121-2, - A .
35: Department of Health, D
, ;gfggmgtion for Teenagers. 652 ]
36: ,Richman, T. Lefoy, Igneggal Disease: 01d Plague, New



\\_

372 Deschin

S r&;@es._
* 38: Rosebury,l973, p.158 o R
| 39: Watts, G.0., Wilson, R.A, "A Study of Pérsomality
} - Factors among Venereal Disease Patients, " . Qanadiag

Medical Asaoc1ation Jo £3, 1945,
e . UEILJ? o T
© 40 .Weltz, R. D;, R in, R, D, ‘"The Mental Ablllty and

' " Edwcational A ainment of Five Hundred Venereally Infected
. - Females," Jo ggnai of Sgc;al nglene, 31 19&). -
. L -3 S

,1: Wells, B.W.P., Schofieldj C.B.S. "Personality Character=
istics of Homosexual Men §u119r1np xgoﬁmséxqaity?transw
mitted Diseases.“ Britis Journal o) engreal D seaseﬁ :

. L42: Hart, G, "Social and Psychologlcal Asoeqts of Venereal S H
Disease in Papua, New Guine _Journal ol ——
Venereal Digeases, 49(6): 542-5h7, 1973..

L3 ’Pedder J.R., Goldberg, D,P, "A Survey by Questionnaire
of Psychiatric Disturbance in Patients Attending a

Venereal Diseage Clinic,” British Jourpal of Venereal |
Digsaces, 46(1)156-61, 19700 ot rRLIALS :

LL: Kelsus, J. "Social and Behavioural Aspects of Venereal
| Disease.” B £ ea) Diseages, 49(2):
167-170, 19

L5 M’ayou1 R, "Psychological Morbidity in a Clinic for .
Sexually Tra?sgutte Disease- ‘Brivish Journal of Vepereal
/  Diseasgs, 51(1)357 o -

L6: - Starck-Romanus, V.  "Social and Behavioural Aspects of

® Venereal Disease,” Britigh Journal gf Vene;ea Disease
. 19(2):163-166, 1973,

'”h7: Kite E.& Grimblé‘ A. "Psychiatrmc Aspects of Venereal
Disease, ' ggigigﬁ Journal of Vegegeal Diseasea 39' 1963,

o ,b85 Habgood FoSe "Soc&ety s Responses, " in Sexggllﬁ Trans~ ) {
- e mitted biseases ed, by R,D, Cgtterall an Lcol, - o 4
' ow Y , em: 1 ~ - SR |

At ekl i W‘l i

Q-
@
N
LI
[
L]

quoted in Gilmore.

Alan.

502 CatterallPWR D, ,ﬂTbe,VenerealLDigeases." N i imes,
6L, 1968, - ) T o

s e s sl ]



ST b
[ S

W'Sizw;Mead B.T, 1 “The V,D. Psygne.1
. 521

- 53s- —&—#-‘ "Venereal Disease in Three—Ebhnichroups n
Sacramento, " . an . J of” Publié‘Heafthi‘66(5)'
. hhé-hBO 1976 LT \

Noble, R c,, Kirk N.M,, Slagel, W.A,L Vance— Bods ﬂﬁomes,;,,b,i_¥>
ELstt“RecIdivism~kmong Patients with auGenecocea 15§;~w~wi,s-!a ¥

1St 1O resen A s -,. 2. LIy ‘.. -7 f"l'\rnﬁ

y V‘ . .
=
e

Sexually Trgggglgted n;seases, 1(2), 1977,

~ 55: Henderson, Ralph, “Improving Sexually Transmitted Disease RN O
~Services for Gays A National Prospective.", Seg all ,

W £, M. Naly Ly )

LANTE N 4-/: fe ‘ ‘ f e e
'i56: Hewitt A, B.;;”Qéeifc ntraeeption amdng Special Disease e
’ Patients. ritish- 1 _of Venereal Diseas: hé 1970 5
. ' 57:  Darrow, 1975, CoT e e
58: Noble etal, 1977, | | .
59: Dans, P.E, "The. Establishment of a Unlver51ty ‘Based PR A
' Venereal Disease Clinic;‘I*“Description ‘of “the CIinic i
and {ts ropu.r.du.l.on. —oeX : ~ ultted Diseaseg, ————
~_ 60:.  Blount, Joseph H,, Darrow, Willlam w., Johnson, Robert B
N "VeneresI‘Disease in Adolescents,™ reaiatrigﬂbilgics of — -

~ North Ame ;;ca, 20(k) 2 1021-1033, e —— uiss;‘*AQ

62: %oén Gunnar Fﬁhraeus Ldfﬁ Molin Lars, Ahman, Karin.
o “ Contracepgives Inrluence the Incidenee of Acute . . .
. . Pelvie Inflammatory Disease 4n- WOmenfwithAGenorrhea° ", .
I _gﬂ&;ﬁgggﬁlgg,;ZO(Z):1&9—155. 1979. e

63: Eschenbach David A,, Harnisch, James PM,\Holmes, Kin Ko

"Pathogenesis of Acute Pelvic Inflammatory Disease: ole R
. of Contraception and Other Risk Factors," an J S -
SL_QH§§2§£1£.-§B..QIBE£QLQEIo 128(8) 838-853, §é%7 o B




214

. "_&‘

~6Ls fWestoff C,F, '7"The Modernxzaﬁlon of U, S’ Contraceotive T T
\\ St _vPractice - %amily Planning,Perspectiveo, Lz 9—12, 1972 '

65: Mead, Margaret Male and Female. New Yorks: - Dell Bcoks,v o
7 - 1974-90\ ) BN - - : -

- 66 Reich W1lhelm . The Inr351on of Comouleory oex~Mora11ty.~
‘ Baltimore' Penvuln Books 1975. .

e sl et i b

67: Lee, Patrick and Sussman, ‘Robert, Sex Differencee-

Cultural 8nd Developmental Differences. New YorE

Urizen, .

L Smith E.Se O. "An Overview of Venereal Disease Programs o
-l in Britain, West Germany, - Denmerk, and Swedem with- o o - oo -
. - Implications for Canada.' 1§glletin of the Pan American

Health Organization, X(h) 321-332,. 19 e .

69:} quoted in Corea, p.122, - o fa. v
70: National Health and Welfare, The Chagg;gg Deﬁegdence'gf - f
. d_Inequalit ocia ecurity

" 71: Labonte, R, ™Sex Sells in Advertising," Ihe Vancouver Sun,
March 8th 1980 Pe 5. , o : ~

A 72 Blount Darrow, Johnmson, 1973, |
73:" Zelnik, Melvin, & Kantner, John, "Sexual'and.Contraceptive

Experience of Youn g Unmarried Women- 1n\§2e United States, — — "~
1976 & 1971,." Familx Plagging,Perape tives, 9(2) 1977 )

74t Hite, 4§here.
! Femai Sexuality. » -
75/ BepTiner, Lucy, Quoted in an address to the TRACY

ference on Sexual Exploitation of Children and Yduth

]' ustice Institute of British Columbia October 1hth 1959. S
76: Rendtorff Robert C,, & Packer, Henry. -"Does Gonorrhea |
Surveillance Pay?" ﬁritigh_Journal of Venereal Diseases, (
55z lh2—1h3, 1979. . , L :
N 773 Rosebury, 1973, pp.281-90 '
78: Ibid,

79: Reich, 1975,
80: Hite, 1979,

81: Reed, Evelyn, Women's Evolution. New York: Pathfinder -~
Books, 197k, TN S 7



",Darrowf Wil%%ém*! "Approaches to the Problem of Venereal

Disease Prevention.," eventive Medicine, 5: 165—175 1976

Dlvision of V.D, Control. A Annual Regort, 1979. Prov1nce

of British 'Columbsa, 1980,

National Health and Welfare, "Canada,Diseasesteekly
: Report " 6(50) 1980 - : - ‘

-t_MOPbldlty“

sl bl
e

3
Y
.'.'i .-
L
YR
iy
=
3
g

87: Ryden, etal., 1979, j/, : |
ga: Blount Darrow Johnson,. 197). ' . |
89: Holmes, King. K, Eschenbach David A., Knawp Joan 3,

. 90:‘

T~g¢de by R.D, Catterall and C.S. Nicol,

"Clinical Epidemiology and Change in Clinica

l Manifestations

of Gonococtal Infection,” in Sexually Transmitted Diseases,

Academic Press, 1976 p. 80,

v

New Yorks:

Curran James W, "Management of. Gonococcal Pelv1o
Inflammatory Disease," Jexually Transmitted Diseases,

6L2).124 136;,1979.;,,

91

(13

92

93:

(1]

o

Eschenbach D, A Buchanan T.M., Pollock H M., Forsyth,

P, S. Alexander E.R., Lin JuS., Wang

Wentworth

_ B.B. McCormack W.M,, Holmes KeKe " bolymlcroblal
Etioiogy of Acute Pelvic Inflammatory Disease,"" Tha- New
and : al f ed e 293(L) 166-171, 1975,

Gilstrap,

-Cunningh Haut JeCoe otrong Jo Do,
ami c., hilson?' ’ ’

R.H.,, Kappus, S.S,

Herbert, W,N.P.,

"EValuatlon

of Tetracycline or Penicillin and Ampicillln for Treatment
of Acute Pelvic Inflammatory Disease," The New England

Journal of Me dicine, 296:1380~1383, 1977,

- Eschienbach, D, A.,-Harnisch, J.P., Holmes, K.K, 1977. .

- 94

- 951

O -
N -
[y

Chow A, W.,

“-: ;

xVMa;Shail

Eschenbach, D,A., Harnisch, J,P,, Holmes,

J R., Guze, L. B.

Ke

0.4-.).

122(7) :

Key 1977,

Center for Disease Control, 1980, p.12 and 16, .

o

T e peae e e T S L b
+ N



Y= . e
LA

216

: 7@ = ‘/’q T : ' o, : :
o 97? ,Bureau Qi Epidem@ology Nafwnn21 Healthhand,Welfape 77777 }977.”ﬂ5wmwni
9832 Ibid Appendix E2, p.38 e T -
99: Statistics Canada, ‘ nada, Volume 1, S
Ottawa (Catalogue 92- A 10, J 2,16~2, R
1005~ 1966 Sgpeus of Canada.v Ottawa (Catalogue 91~202),
. 1967, 19, pp. 5=2, ﬂ S g
101- - ' of anada; Ottawa (Catalogue 91—823) - _%
- 1977, Poll= ’ plus "Estimated Population by' e #
‘'~ Sex and Age Group for Canada "and Provinces: 1967, 1968 ' o
- 1970, 1972, 1973, 1974, 1975." |
1023 Bureau of Epldemiology, Natlonal Health and Velfare, 1977.
) Table 2," P. 9, , ‘ '
103 S%pamberg, I. L., 1973,
104z Lundin, R,S., Wright, M.W,, Scatliff, J,N, "Behavioural . o
and Social Cﬁaracteristics of the Patient W1th Repeated
Venereal Disease and His Effect on Stdtistics on Venereal -
Disease," PBritish Qgggg 1 of Venereal Diseases, 53(2), 1977.
v 105: Lowe, Thomas L., Kraus, Stephen J. "Quantification of |
Neisseria rrhoeae from Women with Gonorrhea,"
- The 3ournaf Q% IﬂfeEtigus D;seases, 133(6): 621-625, 1976,
106-~Holmes Johnson, D, W,,. Trostle oJe "Estlmate of .
the Risk of ﬁen Acquiring Gonorrhea ﬁv Sexual antacx¥44,,fﬁf44,ﬁgw
o o with Infected Females," e ‘ca 1 of Epidemiol
91:170—174, 1970, © ) | 4
107:iSpiege1 Carol A,; Amsel, Rlchard, Eschenbach David- | P
S Schoenknecht FritZ' Holmes King K, "Anaerogic Bacterla §
in NonSpeclflc Vaginlth " ' The New Englwnd Journal of
Medicine, 303(11): 601—607, 1980, |
'108°,Nlllcox ReR. "Society and High=risk Groups," in ‘
Sexually Transmitted Diseases, ed, by R,D, Catterall and
- C.5. Nicol,” New York: Academic Presc 1976, pe 31,
. 109: ‘Tbid, pp.34=37.° . |
110z Blount, Darrow, Johnson, 1973,
111: Handsfield, H,H,, Lipman, T.0., Harnisch, J.P., Tronca, B,
Holmes, K.k, "Asymptomatic. Gonorrhea in Men," The New
England Journal of Medicine, 290(3):117-123, 1974k, 7
112.<Pariser Harry,. "As ptomatlc Gonorrhea," Medical Clinics | , ﬁ

of North gmgriga, (5) 21129, 1972,




. -
’ T - L7
~ 113: Schofield, C,B,S. Sexually Transmitted Diseases. 2nd
- - - | edition, New York: ﬁﬁurcﬁliI,Livlngstone,_I§75, p.lhé. 7 ,
: L SR ‘ ’ ‘ o e H
o 11b:~Haré§ Gavin, "The Role of Preventive Methods in the . : i
v Control’of/Venereal'Disease." Atlanta: Center for L
Disease Control, 1975. :
1153 Fiﬁmara N.Jo nEffectivéness‘of Condoms in Prevénting' i‘
VD" “fhe New England Journal of Medicine, 285:972, 1971, 4
| 116: Darrow, William W, "“Approaches to the Problem of Venereal 3
Disease Prevention," Preventive Medicine, 5:165-175, 1976, z
= 117k Hatcher,’ﬂ!ﬁ., Stéwart, G.K., Stewart, F,, Guest, F.; :
- Schwartz, D.W,, Jones, S,A, Contraceptive Technolo -
}\ 1280—128&.- New York: Irvington Fubxisﬁers, i§§8.,p,u,, 7
.118: Whelpton, P.K., Campbell, A,A,, Patterson, J.E, Fertility :
7 and Family Planning in the United Statés,’ Princeton: .
’ ¢ ‘ . . . )
© 119: Westoff, C,F,, 1972, S v 'ﬁ'
120: Weston, Marianne, xQ%gh Health and Lifestyles, Reginaz
Saskatchewan Health, e DoliZe S o |
121: Hart, Gavin, "Féctors Influencing Venereal Infection in
a War Environment," = British Journal of Venereal Diseases,
50:68-76, 1974, _~ ,
"~ 122: Fehlman, W.M, "A Plea for the Condom," Journal of the = .-
American Medical Association, 241(23):2517=3] . :
'~ 123: Sparks, R.A,, Purrier, B.G.A., Waty, P,J,, Elstein, J. i
"The Bacteriology of the Cervical Canal in Relation to the . A
| ‘Use of an Intrauterine Device," Workshop: The Uterine R
: Cervix in Human Reproduction. Proceedings: 2710278, 1977, :
12}z Ryd3n, etal,, 1979, |
125: Eschenbach, Harnisch, Holmes, 1977, 3
126: Unpublished reports from Kjing Holmes, Seattle V,D, Clinic, {
o 127: Divisi ' ‘An rt, 1979, Provinee L
of British Columbia, 1980, J - - o
\ N . oD

128:‘Willcox,‘1976. NN
129: Ibid, pp,31-h8.

s
~
R 0 e g



.218 ¢
130z Coop er, Theodore, "The Ro‘,l,e,, of Government in Research = &\

and Eduéationhal Programs Related to the Sexually e
Transmitted Diseases in the U,S.A,," in Sexually Transmitted

Diseases, ed, by R,D, Catterall and C,S, Nicol, New
YorE: Kcademic Press, x976. P, 240=245, : .

131: personal cérrespondenée from_A;D; Thomson, Administrator,
Health Programs-Standards, Province of Nova Scotia, -

July 31, 1979, ‘ : g

© 132: Rendtorff & Packer, 1979, o, |

133: Blount, Joseph, "A New Aporoach to Gonorrhea Fuidemiology."
American Journal Of Public Health, 62(5):710=712, 1972,

: "Gonorrhea Epldémloloéy: ~1n§ﬁr1ng the Best Heturn .
for Resources Expended," The Journal of Reproductive
Medicine, 11(3):125-128, 1973, .

ljhz

- 135: Judson, Franklyn N,, Wolf, Frederick C, "Tracing and
~ " Treating Contacts of Gonorrhea Patients in a CIinic for
Sexually Transmitted Diseases," Publjc Health Reports,
93(5) :460-463, 1978, : ‘

136: Marino, A,F., Pariser, H,, Wise, H, "Gonorrhea fEpidemiology:-
Ts It Worthwhile?" American Journal of Public Health,
62:713-71L, 1972, i y

137: Pederson, A.H.B., Harrah, W,D, "Folléwup of Male and
Female Contacts of Patients with Gonorrhea: Comparison

v

7;ngf Epidemiologic Yield," DPubljc Health Reports, 85:
997~1000, 1970, | '

138: Judson & Wolf, 1978,
139: Ibid, ’
'lhO:'Pbtterat, JeJs, Rothenberg, R, "The Case~Finding
Effectiveness of a Self=Referral System of Gonorrhea:
A Preliminary Report." American Jounnal of Public Health;
67(2):174=176, 1977, ) ,

141: Judson & Wolf, 1978. p,L6l.

142: Potterat & Rothenberg, 1977, . ) -

. - 'S
143: Judson & Wolf, 1978, |

1Lk4: Division of V,D, Control. Annual Report, 1979. Province
' of British Columbia, 1980, o o

Transmitted Diseases in the Mlnited States,"’ in Sexually

Tran§g;tted Diseases, ed. by R,D. Catterall and C,S. Nicol,
ew Jlork: cademic Press, 197%,‘p,57, - I

" 145: Roberts, Richard B, "Prevzzgion and Control of the Sexually

S ] D g

e ey




e 219

"146: Division of V,D., Control, Annual Report, 1979, Province
: of Brltlsh Columbla 1980 e .

"A New C;—Brol Program for

1h7° Labonte,.R. Ken edy He K,

'Colugbia." B,Ca Medical Journal, 20(12):375-377, 1978. | :
Pe 376, R R - . . -3

, 148: Roberts, 1976, p.57.
© 149: cf. ref, 131,
© /150: Parran, 1937.

| 151: Judson & Wolf, 1978, ~ A .
. . . ¢ I3 o : ’ -
AA;;*A*ffal52¢g2revinee#e£quitishucglumbiarﬁiﬂenepeal*DiseaseswSuﬁpfessieﬁAu**—é

Act, 1949, Section 15, subsection 2,
153: Roberts, 1976, p.58.

S 15A*Nlcol£G,S,"IheS;buat;en1nftQLUn}tedK;anom“1§Lf.;
Se ly Transmitted Diseases, ed, by R,D, Catterall and . .
To 0, NicoI. New Tork: Academic Press, 1976 Pr.18, . i

.

155: Catterall, R,D, "The uyabem in Britain," in oexuall
‘ Transmltted Dlseaoeo ed, by BR.D, Catterall and NlQOl
New York: Academic Pes 1)76. D 6? ' .

156: Smith, E.S.0., 1976,

»

157: Nicol, C.3,, 1976,

158: Center for Dlsedse Control gg%ual SE%mary 1979: Reported
Morbidity and Mortalit the United States, Morbidity
and ﬁortaiity We EIy ﬁeports 19§5' 28 (51, ’p,12. )
159: Pollock, J,S, McKenzle. "Phy5101an Reportln of V;D."

rltlsh Journwl of Venereal Diseases, 46 (2 :114-116, 1970,

160: Bureau of Epidemiology, National Health and Welfare, 1977,

161: TIbid, |
162: Nicol, C,S., 1976,
163: Smith, E,S,0,, 1976, p.331l.

164 Labonte & Kennedy, 1978 p.377.

‘165- Division of V.D, Control, Apnual Report 1979, Province .
of Britlsh Columbia 1980 ‘ '

166‘ Labonte & Kennedy, 1978, p.376

[T Ot ¥ U

et S0 ot e NS A N S e i A WA e



-168:
169:
170:

171:

Smith, E;s.o.,'1976.

personal files, ‘ 4 o

V,D. Suppression Act, 1949, Section thpee..

Yarber, William L, - "Venereal Disease Fducation and a

Selected Group of American College Students." British
Journal of Venereal Diseases, 53: 58~62 1977,

1721

2 173:

174

175

”ﬂ176

Glass, L.H., Atkinson, L,M,

sducated Know about V.D.,"

Health Education, 3: 135—138

Bureau of Epidemiology. "Venereal Disease Publif

"Wyhat 'do the

Awarenes S

Survey," Canada Diseases Weekly Report, 3(L9):

: L b e JSEUPRRINT| PP
B o

Robertson, David, "Report: Vencreal Disease

Awareness Campaign 19738, "
Health, 1979, “ N

Conn, Robert H, "Information and/%ducation "To Ereb

Manitoba: Department. &f

293-299, 197L.

. Metro D,C, of V,D,'"" Health Services Reports, 89(3)3

TowPlck Jo "Critical Evaluation of the Venereal Dlsease

ontroI“CamDHign in Poland” I97O=76“”*‘§§1§18n Journal
of Venereal Digeages, 55 127-130, 1979, w

™J

177: personal correspondence with We Frank Medical Health
- Officer, Toronto, April 9, 1979, re°'campalgn in

| 1783

179 Division of V., De Control Sexual
A Manual for Ph131gians, Prov1nte 15)

180:

Toronto.

,Herrison, R.M. "Illness BehaV1our and Sexually Transmltted ’

Diseases," grggisuggournal of Venereal DlseaSPS 55
70 . R ov . 7

125-126, 19

Zajonc. R.B. "Attitudlnal Effects of Mere"‘pesure."f

1 of Personklity and Social Psycholopy Monograph

1812

182:

Divi51eﬁ of VoD, Control,
Brltlsh Columbia 1980,

Center for Dlsease Control
[see wef, 158] v '

A 1&% Report 1979, ° Province

 Annual Summdrics 1976-1978.

P T TP R T T ST TP - T




18L4: Division of vj-n. Coﬁs:%l. Anpual Reports 1976=1978,

[see ref,- 181

185: Division of V,D, Control, Anpual Rego}t 1229, »PrOVihcei : f‘?

of ‘British Columbia, 1980,
186: Rosebury, i973: p. 266,

4‘777" _

I ) TR S




| T ~ T | | o

' Astruc, John, A %ggagis on Venereal Disease., London: Innys,
» Rlchardson vis, Clarke, Manby ana

Cox, 175k,

3ede the Venerable, . A ﬂlstogx of the Englloh Church and People.,
. Baltimore: Penguln Books, .

Bennett, P,S, «"Sexually Transmitted Dl eases." Cagadlan
' Medlcal Association Journal, 117 209, 1977,

‘r“rrfdountr*ﬁoseph*rr”ﬁrﬁew“#pproachrtomﬁonorrhea*Eprdamnr -

togy.
American Journal of Public Health 62( ;) 2710~712, 1972,

———, "Gonorrhea 1=‘p1dem:l.ology. ‘Insuring the Best Return for

Resources Expended," The JAurnal of Reproductlve Medlclne
11(35*125—128* —1973, : e

'~——-, Darrow “William & Johnson, Robert. E, "Venereal -Disease

in Adolescents." Pediatric CllnlCS of North America, 20(L);
1021-1033, 1973, - 4 o '

-

Bruce Judluh & Schearer, S, Bruce. Contraceptives and Common
Sense: Convegtlonal Methods Reconsidered, New York:
Population Coun01 , 1979, - ‘

Bureau of Epldemlology. Sexually Transmitted Diseases in

~Canada, 1976 """"" Ottawaz nefion ~Health and Welfare, 1977.

. '"Veneredl Dlsease Public Awareness Survey," Canada
Diseases leekly Report, 3(49):193-196, 1977.

. "Annual Summary." Canada Diseases WeeklyAReport 1976,

B e et———

. "Annual Summary." gada Dlseases Weekly Report 1977;

>

"Annual Summary." Canada Diseases Weekly Re ort, 1978,

Catterall, R.D. "?he'%bnereal Dlseases." Nursing Times, 6L, 1968,

& Nigol, C, S., edltors. Sexually Transmltted Dlsea)eo.
New York: Academlc Press, 1976,

. Center for Disease Control,

Aggual gmmgry 1979 Reported

Morbidity and Mortality in the Udeed States, Morbidity .
and Mortality Weekly Reports 1980;. 28 (5 ' .

Chow, A.W. Malka81an K.L., Marshall, J. R., Guze, L.B

o “"The éacterlology of Acute Pelv1c.Inflammdtory Disease,"

‘American Journal of Opstetr_gs and Gynecology. 122(7):
3762579,;£975. A |




.223
"""COckburniihomééAf"ihéeriginQtheATreponﬁmaLQses*ﬂ*4;—}i
o - Bulletin of the World Health Organization, 24, 1961, SR
Corea, Gena, The Hidden Malpractice. New YorK: Jove Publica- ]
tions, 1979, | - - :
'Cuﬁhingham, F.G., Hauth, J,0, Stfong, J.D., Herbert, W,N.P., %
Gilstrap, L.C., Wilson, R.H., Kappus, 5.S. "Bvaluation g

- of Tetracycline or Penicillin and Ampicillin for Treatment
~of Acute Pelvic Inflammatory Disease,"™ The New England
Journal of Medicine, 296:1380-1383, 1977,

;AAA_;gﬂg*durrinry&mmleLfA£Managammn;£d;ﬁonocgccalARelvigébuﬂgmm&nmmw;A*a;%¢§
. . Disease," Sexually Transmitted Diseases, 6(2):174-180, 1979, . ;

Dans, P,E. "The Establishment of a University Based\Venereal ‘
, - Disease Clinic, I: Description of the G¥inic and its v T
- - Population," -3exually Transmitted Diseases, 1(1), 1974, - -

Darrow, W.W. "Changes in Sexual Behaviour and Venereal Disease,"
" Clinical Obstebrics and Gynecolomy, 18(1):255-267, 1975.

————, "Venereal Disease in Three Ethriic Groups.in Sacramento, " C
American Journal of Public Health, 66(5):4L46-450, 1976,

————, "Approaches to the Problem of Venereal Diseasc Prevenﬁibn,"
-Preventive Medicine, .5:165-175, 1976, e :

7LWH,,umDescHinTLCrG,fWIheJDe wager and V., D :4‘W39eialgsympesium of -
Our Times, New York: Richards Rosen Press,. 1969, -

Departmént of Health, Tak Ca-e

' self: V,D, Information
for Teenagers, Victoria, no ‘ , o A

date [ 19057

Division of V.D., Control, Stop This! Vancouvef, no date [19507]

e Agngal’Resort 1976, Victoria: Province of British -
" Columbia, 1 .« . o .

L

—~——, Annual Reggrt 1977. Victoria: Province of British
Columbia, . . ‘ ¢ |

_ N o .
——. _Annual Report 1978, Victoria: Province of British
Columbldrbly/y. ; : ‘

0 X : Provirnce of British—
Columbia, 19 | - |

7 . o9Sexuall Trénsmitted'Diseases:xk’Man al for‘Physicians..i
: Victoria: Frovince ol British Columbia, 1980.

a




A
S
.

f
.22l |
o . e -
Medical Association, 158:468-L472, 1 » ,
L oL o o o S T
Ehrenreich, Barbara & English, Deirdre, Witches, Midwives and I
‘ Nurses, New York: The Feminist Press, 73, S 3

- Bschenbach, D.A,, Buchanan, T.M;,'Polldcﬂ' H.M., Forsyth, P.S., 1
- - - Alexander, %kR;,rLin,AJ.S. Wang, S.P,, Wentworth, B,Be, - -+ 3-
McCormack, W,M,,Holmes, K.K. "Polymicrobial Btiology of o

Acute Pelvic Inflammatory Disease,”" The New England o

Journal of Medicine, 293 (L) :166-171, 1975,‘ _ R

Eschenbach, D,A,, Harnisch, J,P,, Holmes, K.,K, "Paghogenesis S
of Acute Pelvic Inflammatory Disease: Role of Contra=- : <\ 3

ception and other Risk Factors," American Journal of :
Obstetrics and Gynecology, 128(3):338-850, 1977, 1
Fehlman, W.M. "A Plea for the Qqndom-",,Joqzhal of the American - §
Medical Association, 241(23):2517-8, 1979, . < ;

' Fiurma, N,J. "Effectiveness of Condoms in Preventing V,D," f
the New England Journal of Medicine, 285:972, ‘1971, :

' Fox, J,P., Hall, E,C,, Elveback, L.R. @gidem;glo%%: Man_and §
Disease, oronto: The Macmillan Company, o - ;

‘ AREREEE - ‘ : !

' Gilmore, Alan, Psy L Parameters of Venereal Disease: o
‘An_Anngtated Bi v, . Ottawa: Bureau ol Dpidemiology, . |

Glass Atkinson, L,M., Rickett, M.S., "#hat do the BEducated '

L.H,
" know about V.D," Interpational Journal of Health Education,
3:135-138, 1968, T f R

Green, S,J. The Q%r%%gs History of.Contracéptigh. Londons .
: 'hbury Press, R ' _ ‘

Hackett, C.J. "On the Origin of the Hﬁman—Tréponematoses."’

Bulletin of the World Health Qrganization, 29:7-41, 1963,

Hall, C,S. & Lindzey, G. ‘ggeggies of Personality, Toronto:
. John Wiley & Sons, 1970, -

ea in Men

The New

Harriéon;éR;Mﬁ. "Illness Behaviour and Sexually>TrénsMittéd" ,
Diseases," British Journal of Venereal Diseases, 55:125-6,
979




225

Hart, Gavin, "Social ‘and Psycholaglcal Aspects of VEnereal
Dlsease in Papua, New Guinea," nal by -
Venereal Dlseases, L9(6) 1542=5L7] o B

Environment," British Jgﬁ?hal of Venereal Dis ases, 50: EN
68—76 197he - | e =

Transmitted Diseases. ‘North\Carollna- Caro—
upply Company, 1976

| m—— "Factors Influencing Venereal Infectlon in a War B B

_Hatcher, R.A. Stewart, G.K., Stewart, F,, Guest, F,, ~
‘ Schwartz D,W,, Jones, S.A., Contraceptive Technolo
1080-19¢1. New Yorks: Irv1ngton:?ubllshers, 1980, . ‘

'Henderson, Ralph. "Improving Sexually Transmitted Disease
_Services for Gays: A National Prosepctive,"  Sexuall

Trggsmltted Dlseases, L(2), 1977.-

Hewitt A.B. "@ral Contraceptlon among Special Disease

Patlents." grlgish Journal of Venereal Dlseases, hO(Z)

106-7.
Hive, Shere, Nationwide Qgrvev of Fam{L_
Sexuality, Books, 1979,

"istimate of the»;ln,l;uwrﬁw

Holmes, .K.K., ‘Johnson, D W«:'Tros%le T,
N “Risk of Men iri : with =
Infected Fe 1es." American Jgurnal of gg demlologx 91z

170174, 197, R i

Hudson, E,H, "Treponematoses. andnAnthro ‘ngy " Anag;s Qf;wnmmhm,,;nﬂi;
Igternal Medicine, 58: 1037—10#8 19% | C

~———_,  "Treponematoses and Man s Social Dvolutlon." American

Anthropologist, 67, August 1965.

Judson, F.N, & Wolf, F,C., "Tracing and Treatlng Contacts of <
Gonorrhea Patients in a Clinic for oexuall¥ Tranomltted :
Diseases," gbl;c Hea;th Reports, 93(5) 14060-463, 1978, ‘ ;

"Soc1al and Beth1oural AupeCtS of’Venereal leea e, "

Kelsus, J.




E11im nation of the Gonorrhea Epldemlc in. Britlsh

. Columbia," B.C. Medical Jourpal, 20(12):375-377, 1928
3 e,

Lalonde Marc,
Ottawe'

tierﬁea th of Ganadians. ”

Lanceraux; &,
Soclety, 1

Lowe, T Loy & Kraus Sede "Quantlficatlon of ?elsser;a
R onorrhoeae from Vomen with Gonorrhea," e Jdournal of.-
A i§§e§tlous Dlseases 133(6) 621~ 6?5, 1976, "; " R

Lundln, ReSe, . Mrlght MeWe, &ca;liii JeNo_ "Bﬁhaylaural,and

Social Charaeteristlcs of the Patient with Repeated
Venereal,Disease and His Effect on Statistics on Venereal

Disease,” British Journal gf Venereal: Diseases 53(2), 1977.

Geoffrey & Beattly, William K, @g;dem;CO, New_iork:
écribners 197 _ ' ' .

Marks

Mayou "Psychologlcal Morbidity in a Clinic for- oexually
fransmitted Disease," f Ve ereal

- Diseases, 51(1):57-60,

Mead, B,T. "“The V, D, .P syche,”. B ’l £ tho Newvx_rk‘ :
cadggx of Medgg;g ’ 52(8) , 1976, _

,fﬁ,m;;WWMead,AMﬁrgaret, Mékg_gggigggg;g - New York: DelLABQkaFAjﬂémeg;,%w;A

'lMerino, A.¥., Pariser Wize, H, "Gonorrhea “pldOMlOlO”Y
Is I%1Worthwh11e$" Am_z;gég,JQgrnalAQf Pg_;lc lloalth,
3~ h 1972, -7

- poble, R.C,, Xirk, N,M. Slagel W.A., Vance, B.J., Somes, E.d.
"Recidivism Among %atlents with a Gonococcal &nfectlon .
Presenting to a Venereal Disease Cliniec," .oexually

E;gggm;pted Dlpgasgo. L(2), 1977,

Assgc;at;gg, 212: 01~9 , 1970,

PESPRRNS

T

Pariser, Harry. "Asgmptomatlc Gonorrheal" edical Clinics of

North America, 56(5):1129, 1972,
Sl e Parran, ‘Thomas, - d W 18 Land, ,pewiiorszﬁeynal & Hitch=-
S . cock, 1937, ' :




Pedder J.R & Goldber D. "A Survey byrQuestionnalre ef
SR Psychiatric Distur ance 1n Patlentswﬁttendlng a Venereal
o ‘Disease Clinic," British Journal of Vene
L6 (1) 25861, 197b

Pederson AH.B, & Harrah W.D. ""Followup of Male andeFemale R

.. Contacts. okaatientsmwithAGenerrhea¢~ Cemparisen of e ’“T,@,-

Egooemiologic Yield," 5-997- S
1970, ,

Pblleck, JeSe McKénz;e,;y"Phy51cian Reportlngkof Vénereal
e Disease in the [J,S5.A." h J 1 -0:
| Disggsgs, hb(Z).llhullb . ‘ B )
| Potterat J‘J‘ & Rothe, berg, Re- "lhe Case-Finding Effectiveness e
" of a Self—Referra System of Gonorrhea: A Preliminary L
_ ~_ Report," America of Public Health 67L2)‘12Af126,?ﬁ;ﬁ”; i
1977, S o L , ;
Province of Britlsh Columbla.ffi:ff? """?"'"%f””’??‘f*“j;f”?’”?f“?l
- 1949, ke T, h
: L Lot L . :
Reed, Evelyn. nggns' Engg&igg.y,New York: Pathfinder Books,
1974. - : T . e R
Relch Wilhelm. : :
halﬂme.A - 7 ‘ - ’ B e A
Rendtorff & Packer He "Does‘Gonorrhea Survelllance » S 1
' Pay”L of 1
R Richmax;t T. Lefoy, Af;,f;

New York' Public f

Robertson David "Report' Venereal Disease Puplic Awareness Ls

; Campaign 1978, " ‘Manitoba-Department of Health 1979. o

Rosebury ?heodor.'1M132nggjgmljﬁuggéb New York: Ballantina

- Books, 1973, T R ,,{‘

Ryden G., Fahraeus L.,Molin L, n1 Ke "Do Contraceptlves ‘
Influence the &ncidence of Acute P vic Inflammatory T 1
Disease in Won - with Gonorrhea®?! raceptlion, <O0(<) =
155, 1979, e f”*”*;”?’f”* f, e R

Schamberg, I.L.' "Syphilis—Sisyphus," British Journal of
Venereal Diseages, 39 87, 1963, o ' N

 Schofield, C.B.S. Sexus
New York: Churc'




/»~SeullmrBa‘.ana¢ ,f' 51‘ en 9,_ Womenst. ] '4-3_1' Jri ,:,s_se_ __J,- n
g alﬁmamsm “"“""“‘""'"‘"""""“"""‘e on G ORI LTI,
. ,,7,, [T " pay . P, LR L

Smlthﬁ E S.O.;V"An Overview of Venereal Dloease Programs in
ritai " West Gernany, Denmark, -and. Sweden-with- Implications . ¢
for Ca"ada~ | Bulletin of the f’an,m i,l@an,Heael?:,b.r@r%an;:,;14- .

A Sparks R.A Purrier B.G A Natt P Je Elstein J.‘ "The "}?
V{VLa17 77' ‘ Bacteriolo of ﬁhe Cervical Canal 1n Rélatlon to the

. N “Use of ‘an Intrauterine Device, " WQrkshop- The ‘Uterine - ’*=¥3?f?
Gervix in Humanfﬁéprodnction. “P‘ CcE Fich i 71-27S“’1977. g
Spiegel C As Amsel R Eschenbach D., Schoenknecht =
imes, k “Anaerobic Bacterla in Nonspecific- &a 1n1t15." -
« d ; edrc e 303(11) 601-607, 1980

Statistics Canada. 1956 Census ¢
(Catalogue 92—6 E,{”J,‘ik

o —. 1966 Census of ’ "o"'c'tawa’?"catalo’gue 91-202), 1967, .° i
’,: —_— 6 f a “Ottawa (Catalogue 91-823) 1977.

¥b¢@=e@fwSbﬂrﬂkﬁﬁmmﬂmﬁxmvkm"_SocialzﬁndmﬁehayipuralfA;pects of Venereal _m;w_?;
R Disease," British N Diseases, h9(2) R

T = 163-166, 192,.;;;123fi§ifﬁfﬁ‘1;’”;"f;;;'” R P o

T Thomas, David B, & Peterson, Donald R. " Fyndament 1s’of?_a,"
N W},og, . 'I‘oron‘bo‘ Lexington BOO S, ", 1 {Ga .

TOWplck, J ""Critlcal Evaluatlen of the Venereal Dlsease Contrgl
Campaign in Poland 1970=76," Erltlsh Qog;gal of-Venereal o
Lm,,‘.55 127—130 1979. LT e e , N

e Among Venereal b’sease Patlents." Gégad;an Med;gal fs"
s L:” A : J 1, 53, 19h5. , o

N

G Weltz, R;D;, &‘Rachlin, R D— WThe Mental Ability of FBducational 1§
: ment - ive Hundred Venereally Infected. Females." IR
2 A?5é¥~f¥¥;r'Iﬁﬂf5;rrfj~45—~-ff, """ S ,;5‘;”;T%L;;¥f

Wélls, B.W’P & Schofield C.B.S, "Personallty Characterlstlcs =
of- HOmosexnal ‘Men Sufferlng from Sexually-transmitted - . =
‘ f Venereal Diseases 49(1) 75—

%k;v-% R 'ZS lQIZnL H‘# e ,;_,4‘,;,,6% _ o l; TR RO ;7%”ﬁ,“‘-‘ R S RN ;,,z,,; :’i




£ Ol 1ea Lt wxmmﬂ:
\ :

Saslcatchewan ea t

‘ Patterson,

ed States.; Prlhceto‘ inceton

I BTSN

L Yarber Wllliam Lo ‘"Venereal Diseaqe Educatlon and a belected
T U Group of American College Students," British qu;pal
' Of Venereal Diseases, 53: 58=62, 1977,

‘e e

T

:.‘uc@kg&;;,{;‘,n“, e

e g
\
——

e ZaJonc, Robert B “¥Attiduinal Effects of TVIere qunosure. " H
o ~Journal _{‘P SO allt,,., and ,Sg ’a]_ ,PS cholor Mnorah L

Zelnick ‘Melvin & Kantner John, Sekual and Contracentlve .
R Experience of Young ﬁnmarried Wbmen in tha United States,
s 1976 & 1971 " F . Perspective 9(2) 1977

M1

i v
T 1Tl TR A g i1

‘' 2 . o o i ) 7
SO RPN SR ww&. St S5V S Vg S VT e e T e he s e S e Ll D e S T o

o

oo

L X,






