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cidence, and railwaymen more than ten times the average.8
In the U.S. army during the second world war officers had
two and a half times as many stones as did other ranks.9
In the Royal Navy officers had more stones than ratings
(except those in sedentary occupations).'0
Among those occupations which seem to predispose to

the development of urinary calculi is the medical profession.
In Denmark a questio-^q v-wed an unexpectedly high
proportion of attr,.i`s VI colic among doctors."
Likewise irn Scotland a new su. by7 R. Scott'2 discloses
an uncommonly high incidence of ureteric colic and stone
among both general practitioners and hospital doctors. But
not all doctors are equally at risk. The highest incidence of
stones was found in surgeons (170') and their anaesthetists
(11-1°,). The explanation of these differences in the in-
cidence of stone is not clear. It seems unlikely that there is
much difference between the diet of surgeons and of general
practitioners, and no doubt each regards his as the less
sedentary occupation. A hot and humid environment might
be thought to play some part in causing them were It not
for N. J. Blacklock's studies showing that Royal Marines,
who had generally served for considerable periods in jungle
conditions hardly less torrid than the usual British operating
theatre, had remarkably few stones.'0 The concept that
calculus may in some sense be a disease of the elite has an
obvious appeal, particularly to surgeons; but it is an elite
where they are joined by the anaesthetist and the
Czechoslovakian railwayman.
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Cholera in Bengal

Bengal has long been the main home of cholera, and partition
into East and West has done nothing to alter this; moreover
this particular political boundary offers no obstruction to the
spread of a communicable disease such as cholera. The source
of infection is a man with cholera organisms in his stools; he
may have symptoms or be a symptomless or convalescent
carrier, and it is now apparent that such carriers are common
and that excretion may be prolonged for weeks and even
months. This carrier state not infrequently follows rehydra-
tion and antibiotic administration in hospital. The role of
protective antibodies in cholera is not at all clear, but there
is some evidence that immunity is a factor in the prevention
of a catastrophic epidemic where the intensity of trans-
mission is high. Studies on vibriocidal antibody titres in
Calcutta suggest that a person with an initially high titre
from previous contact may become a symptomless carrier

rather than develop a clinical attack of cholera; further-
more a rise in titre may be observed in persons who do not
even become carriers.'
The mode of transmission is by water, and it has long

been known that this is more likely at times when the sub-
soil water level is high. The normally crowded conditions in
Calcutta-where 10 families commonly occupy a single
household with as many rooms, where the communal water
supply is so often not piped, where, even if latrines exist,
they are choked through overusage, and where a pit latrine
may be in close proximity to a shallow well providing the
water supply-all facilitate transmission. Among refugees
conditions are likely to be even worse, with incontinent and
debilitated patients pouring infective faeces where they lie.
Anyone incompletely protected by vaccination is at risk,
and unfortunately vaccination so often gives incomplete
protection or protection for only a limited time; vaccination
seems to h-iave been less successful since V. cholerae biotype
El Tor c Asted the classical vibrio. An injection of 0 5 ml
followed by 1 ml four weeks later of a suspension of 8,000
million Inaba and Ogawa types of V. cholerae per ml offers
incomplete protection for a few months only; in mass
immunization during epidemics single doses of 1 ml are
usually given. Clearly all persons travelling from Britain to
endemic areas of the world should be so protected, with
booster doses of 1 ml at no longer than six month intervals,
but it should be clearly understood that protection is not
complete and does not replace good standards of hygiene.
It is particularly important that all water for consumption
in any way should be boiled. Similarly all persons entering
Britain from endemic areas should have been recently vac-
cinated, but travellers with diarrhoea should still be viewed
with suspicion and investigated accordingly. No doubt per-
sons excreting cholera organisms have often landed at
London Airport, but conditions in Britain are such that
introduction in this way is unlikely to be followed by trans-
mission.

Wars, famines, earthquakes, floods, migrations, and other
national disasters all favour the transmission of such commu-
nicable diseases as cholera, typhoid, typhus, and relapsing
fever, and it would be strange if cholera was the only disease
in Bengal which took advantage of the present disruption.
It is of paramount importance to use what facilities there
are to maximum advantage in Bengal at the present time,
and it seems that it is people, both medical and non-medical,
who are required, though doctors from abroad have not
been asked to volunteer. Antibiotics are of value in the
treatment of cholera, but it is fluid which saves life; fluid
intravenously and in large quantities for those seriously ill;
in those less seriously ill initial intravenous fluid followed
by adequate fluid by mouth has been found to be satisfac-
tory; intraperitoneal fluid has also been employed effectively
in children. Administration of fluid requires people, and
people are needed to dispose of stools and to deal' with
contaminated clothing. People are also needed to provide
emergency and safe water supplies, and it is measures of
these kinds that should have top priority in the current
emergency, where the ease and intensity of transmission are
so marked. The long term policy is of course different,
namely, the provision of a safe water supply and a satis-
factory method of sewage disposal-and perhaps not least
difficult to obtain, the co-operation of the population to use
them; fewer national disasters would also not go amiss.

I Joint I.C.M.R.-G.W.B.-W.H.O. Cholera Study Group, Calcutta, India,
Bulletin of the World Health Organisation, 1970, 43, 389.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5763.669 on 19 June 1971. D
ow

nloaded from
 

http://www.bmj.com/

