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ABSTRACTS
Tltis section of the JOURNAL is published in collaboration wtith the two abstracting Journials, ABSTRACTS OF
WORLD MEDICINE and OPHTHALMIC LITERATURE, published by the Britishl Medical Association. The
abstracts are divided into the following sections:

Syphilis (Clinical, Therapy, Serology, Pathology, Experimental).
Gonorrhoea.
Non-Gonococcal Urethritis and Allied Conditions.
Chemotherap.y.
Public Health and Social Aspects.
Miscellaneous.

After each subsection of abstracts follows a list of articles that have been noted but niot abstracted.

SYPHILIS (Clinical)
Glaucoma and Inactive Syphilitic Interstitial Keratitis.

BRITTEN, M. J. A., and PALMER, C. A. L. (1964). Brit.
J. Ophthal., 48, 181. 3 figs, 17 refs.
A series of 95 patients (174 eyes) with inactive syphilitic

keratitis was examined. There was an unexpectedly high
incidence of patent corneal vessels, two eyes had tensions
above 30 mm. Hg (Schi6tz); 121 eyes were submitted to
tonographyand three had lowcoefficients; gonioscopy was
carried out in 129 eyes and in 48 there were post-inflam-
matory residual anterior synechiae.

Detailed examination was made of nine cases of glau-
coma and inactive keratitis. Only three proved to have
residual anterior synechiae in sufficient degree to account
for the secondary glaucoma. S. J. H. Miller

Uveitis associated with Systemic Diseases. II. COLES, R. S.
(1963). Surv. Ophthal., 8, 479. 59 refs.
The author describes further systemic diseases which

cause uveitis. Toxoplasmosis and syphilis are described
in detail and leptospirosis is discussed more briefly.
Onchocerciasis is mentioned and Toxocara canis is des-
cribed. Fungus infections, such as histoplasmosis, are
discussed in relation to uveitis, and sarcoidosis, rheuma-
toid arthritis, ankylosing spondylitis, and Reiter's disease
are described as causes of uveitis. A. G. Cross

Reflections on a Case of Galloping Syphilitic Meningo-
encephalitis. (Reflexions sur une meningo-encephalite
syphilitique galopante.) ESCALANTE, S., and RADER-
MECKER, J. (1964). Acta neurol. belg., 64, 281. 5 figs,
8 refs.

Syphilis in Otorhinolaryngology. (La syphilis en oto-
rhino-laryngologie.) DESPONS, J., and LIBERSAT, G.
(1964). J. Me'd. Bordeaux, 141, 865.

Tertiary Hepatic Syphilis of the Adult. (Sifilis hepatica
terclaria del adulto.) BATALLER SIFRE, R., MARCO
MARTiNEZ, J., SEGARRA DOMENECH, J., LLOMBART, A.,
Jr., and VALDES Ruiz, M. (1964). Rev. clin. esp., 93,
265. 13 figs, 14 refs.

Prognosis in Syphilis. (La prognosi dell'infezione sifili-
tica.) BONCINELLI, U., and LANCELLOTTI, M. (1964).
G. ital. Derm., 105, 149.

Alopecia in Lues. RANGIAH, P. N., SOWMINI, C. N., and
VIJAYALAKSHMI, K. (1964). Mediscope, 7, 59. 2 figs.

Lues and locus minoris resistentiae. RANGIAH, P. N.,
SowMINI, C. N., and VIJAYALAKSHMI, K. (1964).
Mediscope, 7, 62. 5 figs, 2 refs.

Syphilis and Fitness for Work. (Infezione luetica ed
idoneita' al lavora.) TEDESCHI, N. (1964). Rass. Med.
industr., 33, 222.

Early Congenital Syphilis. (Sifilis congenita precoz.) DE
RoSA, S., and MANTEROLA, A. C. (1964). Rev. Hosp.
Ninos ( B. Aires), 6, 163. 5 figs, 47 refs.

Clinical Importance of Persistent T. pallidum Immobilizing
(TPI) Activity in Treated Syphilis Cases, Non-reactive
to Reagin Tests (STS). HEDERSTEDT, B., and SKOG, E.
(1964). Acta derm.-venereol. (Stockh.), 44, 122. 5 refs.

Treatment of Syphilis. (Considerazioni in tema di terapia
antiluetica.) BABINI, G. (1964). Arch. ital. Derm., 32,
358.

Treatment of Syphilis. FIUMARA, N. J. (1964). New Engl.
J. Med., 270, 1185. 3 refs.

Patchy Syphilitic Alopecia treated with Various Drugs.
(Tratamiento de la alopecias areatas con psicofarma-
COS.) MARR6N GASCA, J. (1964). Act. dermo-sifiliogr.
(Madr.), 54, 455. 59 refs.

Pseudo-Argyll Robertson Pupils in Optic Nerve Diseases.
LEVATIN, P., and OGILVIE, R. J. (1964). Brit. J. Ophthal.,
48, 109. 5 figs, 9 refs.
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A BSTRACTS

SYPHILIS (Serology)

Use of the Immunofluorescence Test in the Diagnosis of
Syphilis, Comparison with the Nelson Test and Classical
Serology. I. A Study of 3,156 Sera. (Le test d'immuno-
fluorescence applique au diagnostic de la syphilis.
Comparaison avec le test de Nelson et la serologie
classique. 1. Etude de 3.156 serums.) COLOMBANI, J.,
and RIPAULT, J. (1964) Path. et Biol., 12, 56. 22 refs.

A comparison is reported between the results of the
fluorescent treponemal antibody (FTA) and treponemal
immobilization (TPI) tests and those of classical serology
on 3,156 sera sent to the H6pital Saint-Louis, Paris. The
classical (Kolmer and Kline) tests were carried out with
cardiolipin antigens. The FTA tests were performed
quantitatively, starting at a serum dilution of 1:100, the
treponemal antigen being exposed to the diluted serum
for an hour at room temperature and then, after washing,
to the conjugate for a similar period. The specificity of the
test was assessed by testing sera from 265 blood donors
with negative classical serology; one gave a positive FTA
reaction at the dilution of 1:100, but was negative at
1:200. The FTA test showed good reproducibility; tests
on 94 sera on two occasions showed complete agreement
in 73 cases, while in the remainder the difference was one
dilution at most.

There was over-all agreement between the results of the
FTA and TPI tests with 87 26 per cent. of the 3,156 sera
tested. In untreated primary syphilis (104 cases) the FTA
test was the most sensitive, giving positive results with 92
sera compared with 63 for the TPI and 81 for the classical
tests. In 319 treated primary cases the FTA and TPI tests
showed about the same rate of sero-reversal but the results
remained positive longer than those of the classical tests.
Sera from 78 patients with untreated secondary syphilis
gave positive results with all three tests. With 181 sera
taken at various periods after treatment of secondary
syphilis the tests gave similar patterns of results though
the TPI test appeared to be slightly more sensitive than
the others. [It is noteworthy that 28 out of 53 primary
cases and 37 out of 49 secondary cases examined more
than 3 years after treatment with penicillin were still
TPI-positive.] The TPI test gave positive results in all of
73 cases of untreated late symptomatic syphilis, but the
FTA test did so in only 66; of 61 similar cases which had
been treated 60 gave positive results with the TPI test and
55 with the FTA test.

Although the FTA test does not detect reagin, the
authors found a rough parallelism between the results of
the FTA and Kline tests and state that all sera which had
a Kline titre equal to one or more units gave positive FTA
reactions. They conclude that the quantitative FTA test
is of value in assessing serological progress after treat-
ment. It is considered to be specific, but it is of more
diagnostic value in early than in late syphilis, in which the
TPI test is superior. Because of its specificity, the FTA
test can be used as a partial alternative to the TPI test,
thereby reducing the need for the latter.

A. E. Wilkinson

II. A Study of 411 Specimens of Cerebrospinal Fluid.
(II. Etude de 411 liquides cephalorachidiens.) RIPAULT,
J., and COLOMBANI, J. (1964). Path. et Biol., 12, 276.
1 fig., 20 refs.
The authors in this second study have compared the

results of the fluorescent treponemal antibody (FTA) test
on cerebrospinal fluid (CSF) with those of the treponemal
immobilization (TPI) test and complement-fixation tests
using cardiolipin and Reiter protein antigens. The results
of the FTA test on samples of CSF from 109 non-
syphilitic patients showed that, unlike serum, CSF did
not need to be diluted to avoid non-specific reactions.
With specimens of CSF from 108 patients with either
early or serologically proven syphilis the results of the
FTA test was positive in 54 cases, of the TPI test in 36, of
the cardiolipin complement-fixation reaction (CFR) in
five, and of the Reiter protein CFR in four. In a second
group of 110 patients with clinical signs of neurosyphilis
the corresponding figures were 107, 101, 25, and twenty.
The FTA titres ranged from 1:1 to 1 :800, with a mean
value of 1 :57. It was concluded that the FTA test was more
sensitive than the TPI test for the examination of CSF.
A comparison was also made between the serum and

CSF titres in the FTA test in various groups of patients.
In thirty cases of early syphilis, mainly untreated secon-
dary cases, the serum titres averaged 1:2,000, while the
mean CSF titre was only 1:12, giving a CSF:serum ratio
of 1:166. However, in 63 patients with clinical neuro-
syphilis the serum titres were lower (mean 1:840) and the
CSF titres higher (mean 1:88), giving a ratio of 1:10.
The authors suggest that a negative result in the FTA

test on CSF excludes the diagnosis of active neuro-
syphilis, though a negative result may be obtained in
"burnt out" cases. Neurosyphilis is indicated when the
FTA test with CSF gives a positive result, especially if the
titre is high. If the CSF:serum ratio is below 1:100 the
presence of a syphilitic lesion is probable, and the closer
this ratio is to 1:10, the more likely is it that the disease is
active. A. E. Wilkinson

Hashimoto's Thyroiditis in False-positive Reactors to the
Tests for Syphilis. SHULMAN, L. E., and HARVEY, A.
McG. (1964). Amer. J. Med., 36, 174. 10 figs, 29 refs.
Since 1946 persons giving biologic false positive sero-

logical reactions for syphilis have been kept under long-
term observation at the Johns Hopkins Hospital, Balti-
more. Of the 192 subjects of this study fourteen, all
female, have developed systemic lupus erythematosus
(SLE) and a further 43 (37 female) are suspected of having
a connective-tissue disorder. A third group of 81 (67
female) have given further evidence of abnormality of the
serum proteins, and the remaining 54 (25 female) have no
clinical or biochemical evidence of disease. In this paper
the authors report three of these cases, together with
three others, in which a biological false positive reaction
for syphilis was associated with Hashimoto's thyroiditis.
All the patients were middle-aged women; one had SLE,
another SLE and Sjogren's syndrome, and a third
Sjogren's syndrome and acquired haemolytic anaemia
in addition to the thyroiditis.
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Only one similar case of Hashimoto's disease in asso-
ciation with a false positive reaction has been reported,
though there are many reports of its occurrence in con-
junction with other autoimmune conditions. Hymans and
others (Brit. med. J., 1962, 2, 909) have suggested that
autoimmune diseases can be divided into the "disturbed
antigen" type, exemplified by Hashimoto's disease, and
the "disturbed tolerance" type, exemplified by SLE. The
present authors point out, however, that as patients
carrying an "immunological marker" such as the false
positive reaction to serological tests for syphilis may
develop either Hashimoto's disease or SLE, or both
together, there is little value in separating the diseases into
these two divisions. They also state that in the families of
the patients with biological false positive reactions whom
they have studied there appears to be "an appreciable
frequency" both of thyroid disease and, in some instances,
ofrheumatoid arthritis or SLE. Thus there appears to be a
familial incidence of autoimmune disease, but the disease
in the relative may be different from that which develops
in the propositus. T. W. I. Lovel

Fluorescent Antibody Technique in Early Syphilis: as
Applied to the Demonstration of T. pallidum in Lesions
in the Rabbit and in the Human. YOBS, A. R., BROWN,
L., and HUNTER, E. F. (1964). Arch.Path., 77, 220. 3 figs,
8 refs.
This paper from the Venereal Disease Research Labora-

tory, Communicable Disease Center, Atlanta, Georgia,
describes the use of fluorescent antibody techniques to
demonstrate Treponema pallidum in tissues. The tissues
examined included rabbit testes and skin with primary
syphilitic lesions, rabbit and human skin with secondary
lesions, and normal tissues as controls. After excision the
tissues were frozen and sections 2 pt in thickness cut on a
cryostat and fixed in acetone for 10 minutes. Impression
smears from fresh material were similarly fixed. Prolonged
formalin fixation of smears or blocks was found to be
unsatisfactory.

In the direct method, fluorescein-labelled syphilitic
rabbit or human serum, diluted 1 in 10, was applied to the
smear or section for 30 minutes at room temperature, the
slide washed in buffered saline (pH 7 * 2) for 10 minutes,
and mounted in buffered glycerin. In the indirect method,
undiluted, high titre, syphilitic serum from a species other
than that from which the tissue under examination was
obtained was applied and incubated for 30 minutes at
room temperature and excess serum removed by washing
in Suffer for 10 minutes as before; a 1 in 2- 5 dilution of
flu6rmcein-conjugated antiglobulin serum prepared
against the species of serum used in the first stage was
then applied for 30 minutes at room temperature and the
slides washed and mounted as in the direct method.
A HBO 200 ultraviolet light source was used, with BG-12
and Euphos filters.
By either of these methods the treponemes stained a

brilliant yellow-green colour against the blue autofluores-
cence of the tissues and could be easily identified in
cellular areas or tissue spaces. Background staining was
controlled by dilution of the conjugates as described
above, and by absorbing the conjugate used for the direct

method with tissue powder. The mixture of 25 parts of
diluted direct conjugate with one part of rhodamine-
conjugated bovine albumin gave the background a
pinkish orange colour; greater concentrations obscured
the treponemes.

Borrelia cultured from genital lesions or buccal mucosa
showed faint fluorescence when stained by the direct
method. Absorption of the conjugate with the cultivable
Reiter treponeme to remove group treponemal antibody
abolished this cross-reaction. The authors suggest that in
view of the shared antigenic structure ofmany treponemes
it would be interesting to compare results on material
from patients with syphilis and with pinta, yaws, bejel, or
other of the endemic treponematoses.

A. E. Wilkinson

Comparative Evaluation of the FTA Test, the TPI Test of
Nelson and Meyer, the Complement-Fixation Test, and
Flocculation Reaction in the Serological Diagnosis of
Syphilis. (La prova dell'immunofluorescenza nella
diagnosi sierologica della lue in confronto con il test di
immobilizzazione secondo Nelson e Meyer e con le
reazioni di deviazione del complemento e di floccula-
zione.) ArrELI, L., and DE FELippis, V. (1964). Ann.
Sclavo, 6, 339. 15 refs.

Observations on the FTA Test with Particular Reference to
Untreated Primary Syphilis. (Osservazioni sul FTA
test con particolare riguardo alla lue primaria non
curata.) BELLONE, A. G., and LEIGHEB, G. (1964).
G. ital. Derm., 105, 175. 21 refs.

Value and Significance of the Immunofluorescent (FTA)
Test in the Serological Study of Syphilis. (Rilievi sul
valore e il significato del test di immunofluorescenza
(FTA) nello studio sierologico della sifilde.) LONGHI, A.,
CALEFFI, M. L., and ToNiurn, M. (1964). Arch. ital.
Derm., 32, 256. 50 refs.

Syphilis with a Negative Blood Test Reaction. SPANGLER,
A. S., JACKSON, J. H., FIUMARA, N. J., and WARTHIN,
T. A. (1964). J. Amer. med. Ass., 189, 87. 1 fig., 4 refs.

Some Practical Modifications of the VDRL Reaction in
the Sero-Diagnosis of Syphilis. (Algunas modificaciones
practicas a la reacci6n VDRL para el diagn6stico
serol6gico de la sifilis.) SUAsZ PEREGRiN, E. (1964).
Laboratorio (Granada), 19, 401. 1 fig.

Treponema pallidum Immobilization Test under Anaerobic
Conditions and in a Simple Medium. WEBERSCHINKE, J.,
and KITTNAR, E. (1963). J. Hyg. Epidem. (Praha), 7,
415.

Appearance and Persistence of VDRL, RPCF, and TPI
Antibody during the Course and Treatment of Experi-
mental Syphilis in the Rabbit. MILLER, J. N. (1964).
J. invest. Derm., 42, 367. 1 fig., 18 refs.

Lipoidal Antigen and TPI Reactions in Sera from Ethiopia.
SCHMIDT, H. (1964). Bull. Wid Hlth Org., 30, 369.
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Development of L-type Growth in Neisseria gonorrhoeae
Cultures. DIENES, L., BANDUR, B. M., and MADOFF, S.
(1964). J. Bact., 87, 1471. 8 figs, I ref.

Appraisal of the Fluorescent,Antibody Method in Gonor-
rhoea. OVCHINNIKOV, N. M. (1963). Bull. WldHlth Org.,
29, 781.

Serological Studies of N. gonorrhoeae and other Neisseria
by means of the Double Diffusion in Gel Technique and
the Fluorescent Antibody Method. DANIELSSON, D.
(1964). Acta path. microbiol. scand., 60, 300.

NON-GONOCOCCAL URETHRITIS AND ALLIED
CONDITIONS

Possible Role of T-strain Mycoplasma in Non-gonococcal
Urethritis: a Sixth Venereal Disease? SHEPARD, M. C.,
ALEXANDER, C. E., Jr., LUNCEFORD, C. D., and
CAMPBELL, P. E. (1964). J. Amer. med. Ass., 188, 729.
1 fig., 17 refs.
In 1954 an organism was isolated from a patient with

non-gonococcal urethritis which is believed to be a mem-
ber of the pleuropneumonia-like group of organisms
(Shepard, Amer. J. Syph. 1954, 38, 113; Abstr. Wid Med.
1954,16, 198). It is characterized by minute colonies and
has been designated a T-strain (T for tiny) Mycoplasma.
Since then several reports have been published suggesting
that the T-strain Mycoplasma was the aetiological agent
of non-gonococcal urethritis. In the present paper are
reported the results of a study of 203 patients with all
types of urethritis at the US Naval Base at Luzon in the
Philippines. Of these, 64 were found to have non-gono-
coccal urethritis and T-strain organisms were recovered
from 33 of them. Of 100 female contacts also examined,
T-strain organisms were found in 61. It was noted that in
cases ofnon-gonococcal urethritis which failed to respond
to tetracycline, to which the T-strain Mycoplasma is
usually sensitive, T-strain organisms persisted. Further-
more, recovery of the organisms from apparently cured
cases usually heralded a recurrence of non-gonococcal
urethritis within 1 to 14 days. It is concluded that the
T-strain Mycoplasma is one of the aetiological agents of
venereally-acquired non-gonococcal urethritis.

G. W. Csonka

Non-specific Urethritis in Women. (Ospecifik urethrit hos
kvinnor.) LUGNEGARD, H., and AKERLUND, E. (1964).
Nord. Med., 72, 946. 14 refs.

Fiessinger-Leroy-Reiter Syndrome and Ankylosing Spon-
dylitis. (Syndrome de Fiessinger-Leroy-Reiter et
spondylarthrite ankylosante). OUGIER, J., DURIEZ, R.,
PAGE, G., and LAPEYRE, Y. (1964). Rev. Rhum., 31, 109.
2 figs, 2 refs.

Chrysotherapy in the Fiessinger-Leroy-Reiter Syndrome.
(La place de la chrysotherapie dans le traitement du
syndrome de Fiessinger-Leroy-Reiter.) COLSON, J.-A.
and PALUS, J.-C. (1964). Rev. Rhum., 31, 129. 10 figs.

Studies on the Antigenic Structure of T. pallidum. V.
Attempts to isolate Polysaccharide Antigen from
Nichols' Pathogenic Strain. CHRISTIANSEN, A. H. (1964).
Acta path. microbiol. scand., 61, 141. 12 refs.

SYPHILIS (Pathology)
Conservation of Viability and Pathogenicity of Pathogenic

T. pallidum Strains at Low Temperatures. (Methodes de
conservation de la viabilite et pathogenicite des
souches de T. pallidum pathogene a temperatures
basses.) VOLOSCEANU, D. I., and SIRBu, E. (1963).
Arch. roum. Path. exp., 22, 943.

GONORRHOEA
Asymptomatic Gonorrhoea in the Male. PARISER, H.,
FARMER, A. D., and MARINO, A. F. (1964). Sth. med.
J. (Bgham, Ala.), 57, 688. 9 refs.

Social Factors in Male Gonococcal Infectors. BEVERIDGE,
M. M. (1964). Publ. Hlth (Lond.), 78, 268. 9 refs.

Problems in the Diagnosis, Treatment, and Prevention of
Gonorrhoea. DILLENBERG, H. (1964). Canad. J. pub!.
Hlth, 55, 233. 14 refs.

Gonorrhoea in Juveniles and Adolescents. NNOCHIRI, E.
(1964). W. Afr. med. J., 13, 87. 6 refs.

Spiramycin in Acute Gonococcal Urethritis in Males.
AURANGABADKAR, J. W., and YAWALKAR, S. J. (1964).
Indian J. Derm. Venereol., 30, 60. 8 refs.

Rapid Treatment of Acute Urethritis en campagne by
Spiramycine. (Le traitement rapide en campagne des
uretrites aigues par la spiramycine.) Roux, M., and
ISABELLON (1964). Rev. Cps Sante6 Armees, 5, 203.
14 refs.

Gonorrhoea in 1962. LODIN, A., NYSTROM, B., and
ROSENGREN, S. (1964). Acta derm.-venereol. (Stockh.),
44, 127. 11 refs.

Sensitivity of the Gonococcus to Antibiotics and Treatment
of Gonorrhoea (1,000 Cases). GJESSING, H. C., and
ODEGAARD, K. (1964). Acta derm.-venereol. (Stockh.),
44, 132. 9 refs.

Concerning the Resistance of the Gonococcus to Penicillin
and Streptomycin. (A proposito di penicillino (e
strepto)-gonococco-resistenza.) BABIN, G. (1964).
Arch. ital. Derm., 32, 301. 8 refs.

Subscapular Gonococcal Abscess. GUDJ6NSSON, H.,
LODIN, A., and MALMBORG, A.-S. (1964). Acta derm.-
venereol. (Stockh.), 44, 137. 1 fig., 18 refs.

Gonococcal Hepatitis. VICKERS, F. N., and MALONEY,

P. J. (1964). Arch, intern, Med., 114, 120. 13 refs.
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Fiessinger-Leroy-Reiter Syndrome (FLR). A Clinical and
Therapeutic Study (with reference to 310 Cases). (Le
syndrome de Fiessinger-Leroy-Reiter (FLR) 1. Etude
clinique et therapeutique (a propos de 310 observa-
tions.) BERNARD, J. G., BADROUILLARD, R., FELINE, A.,
and LUCAES, R. (1964). Sem. Hop. Paris, 40, 1935.

Reiter's Syndrome. PENDHARKER, M. B., MEHTA, J. M.,
and SHAH, M. J. (1964). J. Ass. Phycns India, 12, 359.
4 figs, 12 refs.

Reiter's Syndrome. PINDBORG, J. J., GORLIN, R. J., and
ASBOE-HANSEN, G. (1963). Oral Surg., 16, 551. 6 figs,
25 refs.

Ankylosing Spondylitis. Its Aetiology and Relationship to
Reiter's Syndrome and Rheumatoid Arthritis. TAYLOR,
C. E. (1964). Boston med. Quart., 15, 74. 83 refs.

Reiter's Syndrome in the Course ofDiabetes. KALISZEWICZ,
A., KOLODZIEJCZAK, A., and MALDYK, E. (1963).
Wiad. lek., 16, 1221.

PUBLIC HEALTH AND SOCIAL ASPECTS
Intensified International Programme to combat Venereal

Disease in Young Seafarers. MAGNUSSON, B., and
OTTERLAND, A. (1964). Acta derm.-venereol. (Stockh.),
44, 141. 22 refs.

Survey of Venereal Disease Legislation in Europe. DE
MOERLOOSE, J., and RAHM, H. (1964). Acta derm.-
venereol. (Stockh.), 44, 146.

Venereal Diseases in Relation to the National Emergency.
RANGIAH, P. N. (1964). Indian J. Derm. Venereol., 30,
63.

Venereal Diseases. (As doenqas venereas: estado presente,
significado clinico e epidemiologico.) ESTEVES, J. (1964).
Trab. Soc. port. Derm., 22, 85. 2 figs.

Current Methodology in the Struggle against Venereal
Disease. (Metodologia presente na luta contra as
doenqas venereas.) BRANDAO, F. N. (1964). Trab. Soc.
port. Derm., 22, 97.

Venereal Disease Morbidity in the Maritime Alps. (Etude
de la morbidite venerienne dans les Alpes-Maritimes.)
PELLEGRIN. (1964). Proph. sanit. morale, 36, 159.

Racial Incidence of Hypertension, and Rheumatic and
Syphilitic Disease of the Heart at Groote Schuur Hos-
pital, Cape Town, during the 10-year Period 1952-61.
SCHRIRE, V. (1964). S. Afr. med. J., 38, 488. 9 refs.

Treponematoses and Venereal Diseases in West Africans.
(Tr6por*matoses et maladies v6neriennes dans l'ouest
Africain.) BASSET, A. (1964). Proph. sanit. morale, 36,
111.

Venereology in the Dennatological Department of a
Prison Hospital. (Venereologia observada no servico
de dermatologia do hospital do desterro.) DA CRUZ
SOBRAL, F., and MACIEL CHAVES, J. L. (1964). Trab.
Soc. port. Derm., 22, 103.

MISCELLANEOUS
New Rapid Immunofluorescent Staining Technique for

Identification of Treponema pallidum and Neisseria
gonorrhoeae. KELLOGG, D. S. Jr., and DEACON, W. E.
(1964). Proc. Soc. exp. Biol. (N. Y.), 115, 963. 6 refs.
In the usual direct fluorescent antibody staining method

organisms are fixed on a slide by heat and fluorescein-
conjugated antiserum is applied for half to one hour; the
slide is then rinsed in buffered saline for 5 to 10 minutes,
mounted, and examined. A time-saving technique, the
rapid immunofluorescent staining (RIS) technique, is
reported in this paper from the US Public Health Service
Venereal Disease Research Laboratory, Atlanta, Georgia,
in which a 2-mm. loopful of conjugated antiserum is
spread over a circular area 6 mm. in diameter scribed
with a diamond on the fixed smear and dried at 45°C.
After washing for 5 seconds in tap or distilled water or
buffered saline the slide is mounted and examined.

Gonococci in smears ofsecretions from male and female
patients were successfully stained by the RIS method.
Smears of cultures of other members of the Neisseria
group were not stained, except for the meningococcus.
This cross-reaction was avoided by using conjugated anti-
sera prepared against live Type-l gonococci. Treponemes
other than Treponema pallidum showed less staining by
the RIS than by the standard method. Absorption of the
anti-T. pallidum conjugate with Reiter treponemes to
remove group antibody abolished cross-reactions with the
Reiter spirochaete and Borrelia vincentii in the RIS
method. Examination of smears from human syphilitic
and non-syphilitic lesions showed brilliant staining of T.
pallidum while other spirochaetes from non-syphilitic
lesions did not stain.
The main advantages claimed for the RIS method are

its speed, simplicity, and specificity; this last can be
checked by the inhibition of staining of N. gonorrhoeae
and T. pallidum by their respective unlabelled specific
antibodies. When there are no facilities for dark-ground
examination it may prove practicable to send smears from
lesions to a laboratory for examination by the RIS method
for the presence of T. pallidum. A. E. Wilkinson

Lymphogranuloma Venereum: Rectal Stricture and Car-
cinoma. LEVIN, I., ROMANO, S., STEINBERG, M., and
WELSH, R. A. (1964). Dis. Colon Rect., 7, 129. 18 refs.
The authors have studied the records of 472 cases of

anal or rectal stricture complicating lymphogranuloma
venereum seen at the Charity Hospital, New Orleans,
Louisiana, between 1939 and 1962, in an attempt to deter-
mine the incidence of the co-existence of carcinoma and
lymphogranuloma venereum and to find a method of
early diagnosts and treatment. Previously published
reports give an incidence of such co-existence varying from
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ABSTRACTS

0 1 to 5 1 per cent. and present conflicting views on the
causative role of lymphogranuloma venereum in subse-
quent malignancy.

In the present study, although the authors consider a
positive response to the Frei test to be significant, stric-
tures diagnosed clinically as lymphopathic were included
whether the result of the Frei test was positive or negative.
Of the 472 cases studied, 419 (88- 7 per cent.) occurred in
Negro women, usually of the lower socio-economic
classes. A decrease in the incidence of stricture during the
later years (1949-62) was noted and attributed to the
effects of antibiotic treatment. During these years 82 per
cent. of lesions were subjected to biopsy. Malignancy
developed in 10 (2-1 per cent.) of the 472 cases; in four
of these there was a positive response to the Frei test,
while in the other six the lymphopathic nature of the
stricture had been diagnosed clinically. All neoplasms and
also 29 benign strictures were subjected to histological
examination.

Proctosigmoidoscopy with biopsy and x-ray examina-
tion following a barium enema or lipoidol instillation per

rectum are considered necessary in order to detect early
malignancy above a stricture. Methods ofmanagement of
all stages of lymphogranuloma venereum with rectal
involvement are briefly described, and it is suggested that
where malignancy is definite abdomino-perineal resection
is indicated. The authors conclude that lymphogranuloma
venereum and malignancy do co-exist and that the inci-
dence is high enough to warrant close surveillance and a
high "index of suspicion", but not routine radical surgery.

A. J. Gill

Clinical Observations of Beheet's Disease [Japanese with
English Summary]. UJIHARA, H., KOGURE, M.,
KIMURA, M., and TAKAHASHI, S. (1963). Acta soc.
ophthal. jap., 67, 861. 10 refs.

Beh,et's Disease. A report of 28 Cases. MAMO, J. G., and
BAGHDASSARIAN, A. (1964). Arch. Ophthal. (Chicago),
71, 4. 4 figs., 46 refs.
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