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VENEREAL DISEASES IN ENGLAND AND WALES*

EXTRACT FROM THE ANNUAL REPORT OF THE CHIEF MEDICAL

OFFICER OF THE MINISTRY OF HEALTH FOR THE YEAR 1962

VENEREAL DISEASES
The rise and fall in the incidence of venereal

diseases depend upon a number of interconnected
and rather complicated factors which are sometimes
difficult to assess. The pattern of recent years has
shown a consistent increase in the numbers of cases
of the most prevalent of these diseases and the
reasons for this have been discussed in successive
reports. During 1962 there was some evidence of a
change of pattern, although the circumstances to
which recent increases have been attributed are not
known to have changed.

Syphilis
Attention has been drawn to the fact that the

incidence of syphilis diagnosed within the first year
of infection, that is infectious syphilis, has increased
since 1958, and although the numbers have been
small they have given rise to some anxiety because of
the considerable increases of cases of infectious
syphilis reported from some other countries. In these
days of rapid travel and of considerable movements
of population, it is only too likely that syphilis, with
its long incubation period and unobtrusive clinical
presentation, will easily spread from one country to
another. In fact, the figures for early syphilis re-
ported from the clinics in 1962 again show a rise,
but the rise is very small. In 1961, there were 965
cases in males and 234 in females, giving a total of
1,199. In 1962 there were 995 cases in males and 229
in females, giving a total of 1,224 and an increase of
only 2 per cent. The numbers of cases of infectious
syphilis reported from ten urban areas in 1961 and
1962 are given in Table I.

TABLE I
EARLY SYPHILITIC INFECTIONS DEALT WITH FOR THE
FIRST TIME IN 1961 AND 1962 IN TEN SAMPLE AREAS

1961 1962
Urban Areas

Males Females Total Males Females Total

London Administrative
Area (3,185,770) 535 121 656 555 93 648

Merseyside (Liverpool,
Bootle, Birkenhead,
and Wallasey)

(1,074,880) 50 1 51 67 12 79
Manchester and Salford

(813,170) .. 22 3 25 16 5 21
Tyneside (Newcastle,
South Shields and
Tynemouth) (447,780) 17 9 26 27 9 36

Hull, Kingston-upon-
(301,640) 7 2 9 9 3 12

Southampton (205,790) 13 1 14 14 5 19
Bristol (434,260) 12 - 12 29 2 31
Birmingham (1,1 15,080) 10 9 19 23 5 28
Leeds and Bradford

(810,860) .. 5 - 5 10 5 15
Sheffield (495,240) .. 3 - 3 2 3 5

Note.-Figures in brackets denote estimated populations at
June 30, 1962.

There was an increase in the number of cases in
men found in the London area, from 535t in 1961 to
555 in 1962, but a decrease in cases in women from
121 to 93, so that the total number of cases in this
area fell from 656 to 648. Increases in cases in males
were also reported from Merseyside, Tyneside,
Birmingham, Bristol, Leeds and Bradford, South-
ampton, and Hull, but in Manchester and Sheffield
the numbers decreased. Cases in women showed a
small increase on Merseyside, in Manchester, in
Southampton, and in Bristol, but elsewhere the
numbers decreased or were virtually unchanged.

t In the Report for 1961 this number was incorrectly given as 545,
instead of 535, and the total for the London area as 666 instead of 656.
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Last year attention was drawn to the importance
of homosexual practices in the spread of syphilis
and to the fact that these cases, and those in which
seamen had contracted infection abroad, accounted
to some extent for the considerable disparity be-
tween the numbers of cases found in males and in
females. The figures indicate that the disparity
between males and females has increased slightly,
which suggests that these two sources of infection
are still important in maintaining an infection which
might otherwise be approaching the point of
extinction.
As regards late syphilis, manifest cases of the

disease affecting the cardiovascular and nervous
systems have continued to decline although there
was a slight increase in cases of cardiovascular
syphilis in females. The incidence of late latent
syphilis, in which serological tests are positive but
there are no signs of the disease, has also fallen but
the number is still disproportionately large as com-
pared with that of late manifest syphilis. Returns
from the clinics give no information as to the
countries of origin of patients to whom the diagnosis
oflate latent syphilis was attached, but past experience
suggests that many of these patients may have been
immigrants. It is well known that positive serological
tests for syphilis without physical signs are much
more commonly found among immigrants from the
Commonwealth than in the local population, but
what cannot be determined is how many of these
positive tests are really due to yaws in childhood and
not to syphilis. In the majority of cases there is no
reliable means of making this distinction and the
decision whether the case is diagnosed as syphilis or
yaws seems to be a matter of local inclination. The
number of cases of yaws reported from the clinics in
1962 was 566, as compared with 579 in 1961. In
most of these cases the diagnosis is likely to be
based on the patient's history or the presence of
characteristic scars on the lower legs, or both,
associated with positive serological tests. Details
regarding late syphilis are shown in Table II.

TABLE It
LATE SYPHILIS, 1961 AND 1962

Late Syphilis Year Males Females Total

Cardiovascular Syphilis .. 1961 183 52 235
1962 158 61 219

Neurosyphilis .. 1961 286 134 420
1962 232 117 349

All Other Late or Latent Stages 1961 1,178 1,070 2,248
1962 1,003 1,007 2,010

Total Late or Latent Stages .. 1961 1,647 1,256 2,903
1962 1,393 1,185 2,578

The Registrar General's figures for 1962 show
that deaths from general paralysis of the insane in
males and females have again declined and there
was also a decline in deaths from tabes dorsalis. On
the other hand deaths due to syphilitic aortic
aneurysm increased a little (Appendix C, Table E.)

Judging by the returns from the clinics early
congenital syphilis has almost ceased to exist in this
country. The number of new cases in infants in the
first year of life was eleven in 1962, as compared
with 23 in 1961. Returns to the Registrar General
indicate that the death rate of infants in the first
year of life certified as due to this cause was 0-001
per 1,000 live births. These facts reflect the low inci-
dence of acquired syphilis in the population but due
credit must be given to the standards of care in
antenatal clinics and to the now almost universal
practice of taking serological tests to exclude the
presence of syphilis in prospective mothers. The
experience of other countries should impress upon
us that the fact that this part of the problem of
syphilis seems to be nearing solution is not an indica-
tion for relaxing precautions which have proved so
effective. The number of cases of congenital syphilis
discovered among older children again shows a satis-
factory decline from 317 in 1961 to 307 in 1962. This
total is just over a quarter of that reported in 1950.

Testing for Syphilis in Pregnancy.-Table III
shows results of serological tests for syphilis on

TABLE III
SYPHILIS TESTS IN PREGNANCY, 1962

No. of Antenatal Patients Tested Positive Syphilis Tests*

Parity
Regional Blood Parity Primiparae Multiparae not

Transfusion Centre Primiparae Multiparae not known
known

No. Per cent. No. Per cent. No.

Cambridge. 8,873 4,090 849 3 003 3 0-07 -

Leeds.10,370 7,656 1,896 22 021 34 044 5
Liverpool .17,854 22,018 - 7 - 10 0 01 -

Oxford 3,873 3,370 142 8 0*21 4 0*12 -

Plymouth .2,216 1,971 - 4 0*18 6 0 30 -

Sheffield 18,686 9,328 22 0 12 33 0 35 -

* In addition seventeen doubtful results were reported in primiparae and seventeen in multiparae.
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pregnant women reported from six regional blood
transfusion centres where routine serological tests
are done for the regions concerned.
A summary of results of these tests in the cases of

primiparae and multiparae at these centres during
the past 7 years is given in Table IV. The percentage
incidence of positive tests, which had shown pro-
gressive decline in the preceding years, rose slightly
in 1961. A contributory factor in the increase was
thought to be the greater number of women immi-
grants, particularly from the West Indies, attending
the antenatal clinics; but in spite of this the per-
centage incidence fell again in 1962. The likelihood
that some of these women are not, in fact, suffering
from syphilis but have serological evidence of past
infections with yaws has been discussed.

TABLE IV
RESULTS OF TESTS IN PRIMIPARAE AND MULTIPARAE,

1954-62

Primiparae Multiparae
Year

Percentage Percentage
No. Positive No. Positive

1954 39,181 0-23 47,941 0-32
1955 41,392 0-21 40,712 0 43
1956 48,420 0-28 40,295 0 35
1957 49,914 0 14 43,730 0-29
1958 49,315 0 13 40,765 0-23
1959 56,962 0 14 46,531 0-16
1960 61,606 0 08 46,349 0 14
1961 67,294 0 13 49,583 0-27
1962 61,872 0.11 48,433 0.19

Gonorrhoea
In recent years gonorrhoea has been the main

problem at the venereal diseases clinics and the
considerable and consistent rise in the numbers of
cases since 1954 has given cause for concern. In 1962
there was a decline in the number of cases for the
first time in 8 years, the total falling from 37,107 in
1961 to 35,438 in 1962, a decline of 4- 5 per cent. It is,
of course, a matter for considerable satisfaction that
this has occurred although, apart from a reduction
in the number of new immigrants, the circumstances
to which the increase was attributed seem to have
undergone no change. Nevertheless, the figure for
1962 is considerably higher than that for 1939
(31,300) and in recent years has been exceeded only
in 1961, in 1946 (47,343), and in 1947 (36,666). As in
preceding years, mutiple infections have increased
the total. The figures indicate cases and not patients
so that any patient who contracts gonorrhoea more
than once in one calendar year and seeks treatment
at a clinic appears in the records as a separate case

on each occasion. Table V indicates the importance
of this fact in increasing the number of cases

returned from seven large clinics, four of these in
London and three in the provinces.

TABLE V
GONORRHOEA, 1962

Cases Patients
Clinic

Males Females Males Females

St. Mary's Hospital, London.. 2,759 629 2,407 555
General Hospital, Birmingham 1,813 478 1,433 403
The London Hospital.. 1,669 442 1,338 361
St. Luke's Clinic, Manchester 1,530 427 1,289 402
St. Peter's and St. Paul's Hospi-

tal,.1,317 169 1,040 157
St. Thomas's Hospital 938 267 909 253
General Hospital, Newcastle-
on-Tyne .. . . 295 101 278 94

The contribution of immigrants to the total
number of infections with gonorrhoea remains very
large. A further study by the Cooperative Clinical
Group of the Medical Society for the Study of
Venereal Diseases for the year 1961 was again based
on information obtained from 150 clinics in England
and Wales. The number of cases reviewed was
24,371 in males and 6,500 in females, amounting to a
total of 30,871 and comprising 82 e 3 per cent. of the
cases in males and 85 * 7 per cent. of those in females
reported from the whole of England and Wales. The
figures showed a concentration of cases in the larger
towns and cities, especially in London where no less
than 67-3 per cent. of the cases in males and 61 -1
per cent. of those in females were treated. Male
immigrants were responsible for 52-8 per cent. of
the cases in males in this series, as compared with
47 * 2 per cent. in males born in the United Kingdom.
West Indians made up 27 * 3 per cent. of all cases in
males and 6 * 8 per cent. were from Asia. A compari-
son with earlier studies showed that the proportion
of cases in West Indian males had risen from 3 0
per cent. in 1952 to 27 * 3 per cent. in 1961. Of cases
in the females, 82 per cent. affected women born in
the United Kingdom, 9-8 per cent. West Indian
women, and 8 * 2 per cent. women from other
countries. The proportion of cases in West Indian
females had increased from 0 5 per cent. in 1952 to
9-8 per cent. in 1961.

Investigation of the ages of patients in this study
showed that males aged 15 to 19 years were res-
ponsible for 6- 3 per cent. of the cases in males but
the proportion of those born in the United Kingdom
was 60' 5 per cent., so it appeared that boys and
young men from abroad were making an appreciable
contribution to the number of infections in this age
group. On the other hand, girls and young women
aged 15 to 19 were responsible for 25 8 per cent. of
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the cases in females and of these 85 * 2 per cent. were

born in the United Kingdom. Promiscuous girls and
young women of this age may be responsible for
considerable spread of venereal disease. The Area
Director of the Venereal Disease Service of the
Wessex Region has described how "wandering
bands" of "teenage girls" moved into his area follow-
ing large influxes of labour introduced for building
sites or road schemes. A group from the Midlands,
and Birmingham in particular, was responsible for a

significant increase in gonorrhoea in the early part of
1961. Later a similar group came from the London
area. The reverse process seems also to occur. The
Adviser in Venereology to the Manchester Regional
Hospital Board has reported on the effect of im-
migration on the incidence of gonorrhoea among
adolescent females in the peripheral areas of his
region. Male immigrants began to appear in some

of the sixteen peripheral clinics in the region in
about 1959 but their numbers did not become
significant until 1961. The four clinics with the
largest numbers of immigrants showed increases in
cases of gonorrhoea in males in 1961. If this had not
occurred the total cases of gonorrhoea for 1961 at
the sixteen clinics would have been less than in 1955.
Three of these four clinics also showed the largest
increases in infections in adolescent females in 1961.
The presence of immigrants in a locality seemed to
lead, both directly and indirectly, to an increased
incidence of gonorrhoea in both sexes.
The consultant venereologist at H.M. Prison,

Holloway, reported that in 1962 the incidence of
gonorrhoea among prostitutes admitted to the
prison remained high. The number of women known
to be prostitutes admitted in 1962 was 582, as com-

pared with 537 in 1961. Of 534 prostitutes who sub-
mitted to examination, 112 (21 per cent.) were found
to be suffering from gonorrhoea. Some of the
prostitutes were admitted more than once and some

were found to be infected on more than one occasion,
the total number of admissions being 980 and the
total number of infections 120. In 1962, 143 (24 5
per cent.) of the prostitutes were aged 15 to 20 years
and 205 (35 per cent.) 21 to 25 years. Of those aged
15 to 20, 133 were examined and 35 (26 per cent.)
were found to be suffering from gonorrhoea. In the
course of the year five of these girls were found to be
infected on more than one occasion, the total
number of infections in this group being eleven. As
in previous years it seemed certain that this was only
part of the truth, because of the difficulty of estab-
lishing a diagnosis of gonorrhoea in the cases of
many women, especially those who practise douch-
ing and those who do not remain under observation
long enough to permit adequate testing.

Other Venereal Diseases
Apart from non-gonococcal urethritis, these

remain small problems. The number of new cases of
chancroid declined from 228 in 1961 to 157 in 1962.
Cases of lymphogranuloma venereum amounted to
96 in 1962 as compared with 98 in 1961. Cases of
granuloma inguinale numbered 16 in 1962 as com-
pared with 14 in 1961. Non-gonococcal urethritis in
males showed an increase but, for the first time since
these cases were reported in a separate category in
1951, the increase was slight. The total rose from
24,472 in 1961 to 24,494 in 1962. The difficulty of
making this diagnosis in females has been discussed
on a number of occasions. Because of this difficulty
female consorts of men with non-gonococcal
urethritis are likely to be included among "other
conditions requiring treatment", which in females
increased from 16,861 in 1961 to 17,058 in 1962.

Other Conditions Treated at the Clinics
The importance of the service given at the clinics

in reassuring anxious patients and in excluding
infection in those who have taken risks has been
emphasized repeatedly. In Table A of Appendix C
it is shown that during 1962 there were 36,217 such
cases in which active treatment was required for
non-venereal conditions, as compared with 35,423 in
1961, and 37,784 in which, after investigation, only
reassurance was necessary, as compared with
39,689 in 1961.

The Present Position
Those concerned with the control of venereal

diseases, who have been under considerable pressure
in recent years, will derive encouragement from the
fact that the numbers of cases of gonorrhoea have at
last shown some diminution and that the increase in
non-gonococcal urethritis is less marked. The
decrease in gonorrhoea is, however, small and gives
no cause for complacency. The number of cases of
infectious syphilis has shown a very slight rise but
by the standards of other countries this part of the
problem remains very small. It is reasonable to hope
that present control measures are having an effect
but the need is to increase rather than to relax effort.
As regards gonorrhoea, there is no clear indication
of the factors responsible for the degree of improve-
ment which has occurred. Further study of the social
and medical implications of this change may per-
haps point to the measures by which greater success
can be achieved. It seems unlikely that a decrease in
the number of new immigrants during the year under
review has been an important factor for there was
evidence of some improvement before that date. The
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decrease has not occurred among immigrants,
otherwise it might have been thought to be due to
their achieving more settled social circumstances.
If there has been less promiscuity among adolescents
it may be that the greater publicity which has been
given to the subject and the greater concern which
they and their elders have shown has produced some
response. If this is true, the need is to secure still
further improvement of public understanding and to
improve the quality and scope of health education.
A recent study at a clinic in the East End of London
seems to point the way to a most important sphere
of educational activity. During the period October to
December, 1961, 225 men attended for examination
because they had taken risks and were anxious. In
fact none was found to be suffering from infectious
disease. To obtain comparable figures for women it
was necessary to draw on the whole of 1961 and 1962
during which period 198 women, of whom 124 (62 * 5
per cent.) were aged 15 to 24 years, attended of their
own accord although they had no symptoms. Of the
198, 124 were found to be suffering from gonorrhoea
and 23 from other genital infections. It is of course
well known that the considerable majority of women
suffering from gonorrhoea, or some other genital
infections, have no symptoms or only minor symp-
toms which are insufficient to attract attention. In a
recent investigation, also in the East End of London,
it appeared that, of 100 women suffering from
gonorrhoea, only 22 attended because of symptoms.
Almost all the others came because their consorts
were infected and for that reason only. If there has
been a change in the pattern of sexual behaviour it
does not appear to be accompanied by an under-
standing among young women of the risks and of the

fact that venereal disease is usually symptomless in
women. Sexually promiscuous girls and young
women are the most persistent transmitters of
disease to their sexual partners who, if also promis-
cuous, are likely rapidly to add to the total of
infected women. The most promising method of
breaking this chain of transmission is to persuade
sexually casual girls and young women to attend
clinics regularly for tests, whether they have symp-
toms or not. They should be told that the doctors at
the clinics, some of whom are women, will treat their
patients with gentleness and courtesy and that there
is no risk of disclosure. Examination and treatment
are painless and the cure of gonorrhoea is rapid and
certain. In disseminating this information medical
officers of health can play an important part; so also
can all those who undertake statutory, professional,
or voluntary responsibility for girls and young
women. A most important part can be played by
family doctors. In the past many general practi-
tioners have felt that this problem was not their
direct concern, because most of their patients who
required advice on such a subject were diffident
about raising this problem with their own doctors
and preferred to go direct to a clinic. But times and
attitudes are changing and it is likely that patients
will tend more and more to seek advice on these
matters from their usual medical advisers. It is to be
hoped that the memorandum entitled "Venereal
Disease Service" prepared by the Standing Medical
Advisory Committee for the Central Health Service
Council and the Minister of Health and sent to all
general practitioners in July, 1962, will serve to
stimulate interest and help family doctors to play a
larger part in the control of these infections.
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APPENDIX C

TABLE A
NUMBER OF CASES (IN ALL STAGES) DEALT WITH FOR THE FIRST TIME AT ANY CENTRE*, 1950-62

Non- Total
Soft Gonococcal Sum of

Sex Year Syphilis Chancre Gonorrhoea Urethritis Other Conditionst Columns
(males 2-6
only)

1950 5,979 433 17,007 _ 55,068 78,487
Not

Requiring Requiring
Treatment Treatment

1951 4,506 437 14,975 10,794 11,607 26,956 69,275
1952 3,760 389 15,510 11,552 12,587 25,928 69,717
1953 3,272 347 15,242 13,157 13,566 25,619 71,203

Male 1954 2,929 301 13,962 13,279 13,071 24,651 68,193
1955 2,711 285 14,079 14,269 13,613 24,436 69,393
1956 2,778 307 16,377 14,825 14,254 23,514 72,055
1957 2,747 254 19,620 16,066 14,332 23,032 76,051
1958 2,497 247 22,398 17,606 14,562 21,711 79,021
1959 2,252 265 24,964 20,227 15,241 23,160 86,109
1960 2,401 226 26,618 22,004 17,393 26,087 94,729
1961 2,730 227 29,519 24,472 18,562 27,567 103,077
1962 2,496 154 28,329 24,494 19,244 25,217 99,934

1950 4,988 17 3,498 - 23,840 32,342
Not

Requiring Requiring
Treatment Treatment

1951 3,926 16 3,089 - 8,517 12,408 27,956
1952 3,362 14 3,585 - 8,916 11,560 27,437
1953 2,914 9 4,021 - 9,834 10,612 27,390

Female 1954 2,352 8 3,574 - 10,117 9,503 25,554
1955 2,272 10 3,766 - 10,182 9,075 25,305
1956 2,363 9 4,011 - 10,939 8,835 26,157
1957 2,230 6 4,761 - 11,317 9,098 27,412
1958 1,829 12 5,489 - 12,149 9,001 28,480
1959 1,675 2 6,380 - 12,752 9,544 30,353
1960 1,545 5 7,152 - 15,199 10,876 34,777
1961 1,712 1 7,588 - 16,861 12,122 38,284
1962 1,624 3 7,109 - 16,973 12,567 38,276

* Excludes cases transferred from centre to centre. t Including non-gonococcal urethritis up to 1950.

TABLE B
CASES OF ACQUIRED SYPHILIS IN TABLE A,
WITH INFECTIONS OF LESS THAN ONE YEAR,

1950-62

Number Per cent. of Table A
Cases

Year _____I_M_ale Female Male Female

1950
1951
1952
1953
1954
1955
1956
1957
1958
1959
1960
1961
1962

2,678
1,498
891
755
600
609
587
555
522
564
819
965
995

1,465
774
462
319
208
228
257
192
182
209
175
234
229

44 8
33 -2
23 -7
23 *0
20-5
22-5
21 *1
20-2
20-9
25 *0
34-
35-3
39.9

TABLE C
CASES OF CONGENITAL SYPHILIS DEALT WITH
FOR THE FIRST TIME AT THE TREATMENT

CENTRES, 1950-62

T and 5 and
Year Under Under S Under 15 15 years Totals

I year years years and Over

29 4 1950
19-7 1951
13-7 1952
10-9 1953
8-9 1954
10.0 1955
10- 8 1956
8-6 1957
9.9 1958
12- 5 1959
11-3 1960
13 6 1961
13-5 1962

227
156
110
95
48
41
36
27
17
20
18
23
11

141
89
101
77
41
30
31
26
15
19
10
4
8

203
198
191
152
119
114
82
77
65
29
38
21
12

652
684
547
520
478
459
441
427
340
304
323
292
287

60

1,223
1,127
949
844
686
644
590
557
437
372
389
340
318
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TABLE D TABLE E
DEATH RATES PER 1,000 LIVE BIRTHS OF DEATHS FROM GENERAL PARALYSIS OF THE

INFANTS UNDER I YEAR CERTIFIED AS DUE TO INSANE, TABES DORSALIS, AND ANEURYSM OF
CONGENITAL SYPHILIS, 1912-62 THE AORTA, 1911-62

Year Rate Year Rate Year Rate Year Rate

1912 1t34 1924 0-91 1937 0-19 1950 0-04
1913 146 1925 0-82 1938 0 18 1951 0-03
1914 1 55 1926 0(*84 1939 0*17 1952 0 *03

G.P.I. Tabes Dorsalis Aneurysm of
Year Aorta

Male F Male Female Male Female

i9ii i *44 i927 07i7-940 1i6 i953 0O I 1911-20 1,697 383 592 106 838 208
1916 1 57 1928 0 71 1941 0 21 1954 0 003 1921-30 1,204 277 631 127 860 249
1917 2-03 1929 0-64 1942 0*19 1955 - 1931-35 819 240 566 125 969 393
1918 190 1930 0 55 1943 0-23 1956 - 1936-39 625 227 471 106 1,017 531
1919 1 76 1931 0*45 1944 0*16 1957 - 1940-44 482 167 270 71 367 124
1920 1 51 1932 0-42 1945 0-15 1958 0 004 1945-49 258 101 157 41 381 130
1921 1-43 1933 0-35 1946 0 15 1959 0 003 1950-54 98 42 93 27 336 166
1922 1*12 1934 0 30 1947 0 09 1960 - 1955 84 36 53 24 332 173
1923 105 1935 0*26 1948 0 09 1961 - 1956 56 28 66 15 329 171

1936 0-24 1949 0-08 1962 0 001 1957 48 20 53 22 358 183
1958 57 28 41 16 307 219
1959 62 27 50 22 295 190Rates for years 1931-49 are according to the 1940 classification 1960 56 22 44 17 312 186

(5th Revision). For 1912-30 the rates need to be multiplied by the 1961 37 17 41 19 286 194
conversion ratio 0-857 for approximate comparability. 1962 28 16 23 6 303 198

For 1950-62 No. 020 2 in International List (7th Revision). .
The averages for the years 1911 to 1939 are based on the 4th Re-

vision of the International List. Figures for the years 1940 to 1962 are
according to the 7th Revision.

Non-civilian deaths are excluded from September 3, 1939, for males
and from June 1, 1941, for females to December 31, 1949.

For years 1911-1939:
"Aneurysm" (code 96) of the 4th Revision List based on
arbitrary rules of assignment.

For years 1940 and after:
"Aneurysm of Aorta" (code 022) of the 7th Revision List based
on assignment by the certifying medical practitioner.
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