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Sexually transmitted diseases amongst pregnant
Vietnamese refugees in Hong Kong

P A King, S J Duthie, H K Ma

Abstract
In a prospective study the prevalence of
syphilis amongst a group of pregnant Viet-
namese refugees in Hong Kong was found to
be 3.4%. No cases of gonorrhoea, genital
warts or genital ulcers were found in the
same group of patients. The implications of
these results are discussed and the import-
ance ofadequate screening, treatment, con-
tact tracing and health education amongst
this group are emphasised.

A previous retrospective study ofthe obstetric and
perinatal outcome amongst Vietnamese refugees
in Hong Kong reported a high prevalence of
syphilis in this antenatal population when com-
pared wth an age-matched Chinese control
group.' A prospective study was conducted to
confirm this observation and to determine the
coincidental occurrence ofgonorrhoea in the same
population.

Patients and methods
From February 1989 to May 1989 (inclusive) all
Vietnamese refugees attending the antenatal
booking clinic were screened for syphilis and
gonorrhoea. The Venereal Diseases Research
Laboratory (VDRL) test was used as the initial
screening test for syphilis. If positive, additional
confirmation was obtained by the Fluorescent
Treponemal Antibody Absorption (FTA Abs)
test. A diagnosis of syphilis was made on
serological grounds if the FTA (ABS) test was

positive and if the VDRL titre rose between two
consecutive tests. Women with positive
serological tests for syphilis had a careful clinical
examination seeking stigmata of syphilis or tissue
paper scarring of the skin which occurs in yaws,

and were then referred to the social hygiene clinic
for appropriate management.
During the initial examination a speculum

examination was performed and a conscious effort
was made to look for genital tract ulceration and
genital warts. A cervical smear was sent to the
regional cytology laboratory. Endocervical and
urethral swabs were taken from each patient and
immediately innoculated on to Thayer Martin
medium. The plates were taken promptly to the
laboratory for incubation and were processed by
standard microbiological techniques.

Results
A total of 179 Vietnamese refugees were screened
during this period. There was no evidence of
genital tract ulceration or macroscopic condyloma
in any of the women. The cervical smears were all
negative for dysplastic cells and koilocytes. Six
women (3.4O%) had serological evidence of
syphilis. There was one biological false positive
VDRL result. Urethral and endocervical swabs
for gonorrhoea were available in 158 of the
patients, including those with positive serology,
and there were no positive results. Gonorrhoea
cultures were not taken from 21 women because
either culture medium was not available or the
investigators were unavailable to take the neces-
sary specimens.

Discussion
The striking finding of this study is the high
prevalence of syphilis and the absence of gonorr-
hoea amongst pregnant Vietnamese refugees in
Hong Kong.
Data on the prevalence of sexually transmitted

diseases in Vietnam are virtually non-existent in
the Western literature. Thus it is impossible to
compare the prevalence of syphilis in this refugee
population with that of the general population in
Vietnam. The prevalence of syphilis in this group
is several times higher than that reported from
industrialised countries such as the United King-
dom, the USA and the German Democratic
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Republic.23 In Hong Kong, which is a newly
industrialised country, syphilis has become
increasingly rare in the general population.4

It is a generally held view that syphilis is more
common in developing countries. Reports of
treponemal seroreactor rates in the third world
range from 1.9% among antenatal patients in
Nigeria to 94% among prostitutes in Agra, India.5
We speculate that the prevalence of syphilis
amongst the Vietnamese refugees in Hong Kong
reflects that in Vietnam. The mass migration of
these refugees to Hong Kong serves as a clear
reminder that syphilis is not a ghost of the past.
The ubiquitous gonococcus is one of the most

common communicable pathogens in developed
countries and the available data indicate that its
occurrence is even more common in developing
countries.5 However, in this group of patients
there was not a single case of gonorrhoea. It is
unlikely that patients with gonorrhoea were
undetected since specimen collection, inoculation
and incubation were carried out under optimal
conditions. Is it possible that these Vietnamese
patients have yaws rather than syphilis? We con-
sider this unlikely for several reasons. No patient
had tissue paper scarring of the skin.6 During the
period of the study a Vietnamese refugee was
diagnosed as having secondary syphilis by the
appearance of the maculo-papular rash of syphilis
with palmar syphylides and positive serology.
Another refugee was admitted as an emergency
and delivered a macerated stillbirth at 32 weeks
gestation. The necropsy showed numerous spiro-
chaetes in the fetal liver. Neither of these patients
is in our prospective study because they had not
booked for antenatal care. Nonetheless these cases
illustrate, in a graphic and tragic manner, that the
complications of syphilis do occur in this popula-
tion.
The interpretation of anti-treponemal antibody

tests can be difficult and it is possible that these
patients have non-venereal endemic treponemal
disease rather than venereal syphilis. The implica-
tions for clinical management are similar as the
risk to the fetus in pregnant patients with syphilis
are well documented.7' Syphilis during preg-
nancy must be adequately diagnosed and treated
both to prevent the complications of late abortion,
still birth and congenital syphilis and for the
future health of the mother.
Another possible explanation for the lack of

gonorrhoea is that patients may have contracted
both syphilis and gonorrhoea and been treated
with drugs other than penicillin such as kan-
amycin or spectinomycin. These drugs will not
abort coincident incubating syphilis.5 Owing to

the language barrier and the absence of personal
medical records this speculation is difficult to
substantiate.
Two fundamental principles in the public

health control of syphilis are contact tracing and
education. It is alarming that in Hong Kong
facilities for contact tracing within the refugee
camps do not exist. There is an obvious risk of
reinfection and development of the long term
complications of syphilis which include destruc-
tive lesions of the cardiovascular and nervous
systems.5 Syphilis tends to be more common
amongst men than womenl0 and we postulate that
a reservoir ofinfection exists in the refugee camps.
These observations are important especially to
health care personnel in host countries where
refugees ultimately settle. There is also a dearth of
education in this group. Ideally the treatment of
an episode of sexually transmitted disease should
be used as an opportunity for health education.
Unfortunately there is a shortage of skilled inter-
preters and other priorities such as basic health
care, education of children and family planning
advice compete for the finite resources which are
available.

In summary, we would like to emphasise that
positive syphilis serology is common among preg-
nant Vietnamese refugees in Hong Kong. Screen-
ing, adequate treatment, contact tracing and
patient education are all important aspects of
management which are essential to check the
spread of treponemal diseases and to prevent their
late complications.
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