
water including that for brushing teeth; avoided
milk, cheese, yoghurt, and uncooked vegetables;
reduced meat and alcohol consumption; peeled
all fruits; ate at the more "hygienic" expensive
restaurants, where they wiped dishes and cutlery
with their own dishcloth. Unsurprisingly, they
endured episodes of thirst and hunger, and
expense, to comply. One of them developed
infectious hepatitis, bacillary dysentery, amoebic
dysentery, and repeated episodes of non-specific
diarrhoea. The other developed life threatening
bacillary dysentery, giardiasis, two episodes of
diarrhoea, and loose stools which persisted for 30
months after returning to Britain.
A diet free of pathogens can rarely be achieved

while travelling, particularly on a low budget
trip to a developing country. Travellers need
a balanced view of the costs and benefits of
advice about the prevention of traveller's diarrhoea.
Scientific advice should not rest solely on descrip-
tive epidemiological studies and the principles of
hygiene derived from the microbiology laboratory.
Randomised controlled trials of field interventions
are needed to assess efficacy in the main groups of
travellers, by destination.

RAJ BHOPAL
Department ofEpidemiology and Public Health,
Medical School,
University ofNewcastle upon Tyne,
Newcastle upon Tyne NE2 4HH
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Consider enteral immunotherapy
EDrroR,-In discussing potential prophylaxis
against and treatment of travellers' diarrhoea
MJ G Farthing does not mention enteral immuno-
therapy.' The ability of bovine immunoglobulins
to withstand transit through the human gut and
still retain antimicrobial activity has been shown in
several in vivo and in vitro studies in which
immunoglobulin concentrates have been given to
people infected with various pathogens implicated
in travellers' diarrhoea, including enterotoxigenic
Escherichia coli, rotavirus, and cryptosporidia.'4

Immunoglobulin concentrates can be prepared
from bovine colostrum or concentrates of whey
protein, and antibodies against single or multiple
specific pathogens can be produced by prior vacci-
nation of the pregnant milking cattle. Colostrum
and concentrates ofwhey protein can be reduced to
dry powder and later reconstituted with water;
access to uncontaminated water may be an issue
when the practicalities of the treatment are con-
sidered in the context of travellers' diarrhoea.

It has been commented that more evidence is
needed regarding enteral immunotherapy in the
prevention and treatment of travellers' diarrhoea,5
but I believe that it may have a place in the
management of this common and troublesome
disorder.

PAULHEATON
Taranaki Base Hospital,
New Plymouth,
New Zealand
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Male rape

Support for victims
EDITOR,-The item on male rape' is important in
that it draws attention to the fact that sexual assault
of adult males occurs and that the assailants may be
from any socioeconomic group. I wonder if the
author is aware that there is a voluntary organisation
which was established to offer support to the male
victims of sexual abuse: Survivors, PO Box 2470,
London W2 1NW (tel 071 833 3737).

D J BROOKSBANK
London SW7 4DA

1 Male rape. BMJ 1993;306:1620-1. (12 June.)

Anonymity in the BMJ
ED1TOR,-The unknown author of the personal
view entitled "Male rape" apparently believes that
his self revelations will benefit readers-and the
BMJ evidently concurs.' I wonder therefore, why
the item is not signed. The obvious answer is that
anonymity protects the author's privacy. But
another possible answer is that the author would be
ashamed to put his name to his work: it is, after all,
a sorry tale of childish behaviour which reflects no
credit on him, for he claims to have been indecently
assaulted while in a drunken stupor at an inter-
national conference. In the same issue there are
several letters in response to a previous anonymous
personal view2 and one of these is unsigned.' The
result is that the journal reads like a lonely hearts
club.
Anonymity is generally regarded as passe in

medical journals. Many used to publish anonymous
editorials, but only the Lancet still does so. This
practice was apparently thought to add weight to
an article by putting the authority of the journal
itself behind it, particularly when the author
was relatively junior.4 These days, however, the
arguments in favour of known authorship are
generally considered to be so strong that most
medical journals publish only signed articles,
including editorials.5
Where does this leave the personal view column?

I believe that its tone would be greatly improved if
anonymity was prohibited. The J7ournal of the
American Medical Association publishes an excellent
column, "A piece of my mind," which is always
signed. If a matter is so private that the author's
privacy needs to be protected surely the logical
conclusion is not to publish. Alternatively, could
the author find some other literary form to get the
message across, such that he or she would be proud
to sign the article? Sordid personal confessions add
nothing to our understanding of a subject, but they
do demean a scholarly, professional journal.

STEPHEN DUE
Medical Library,
Geelong Hospital,
PO Box 281,
Geelong 3220,
Australia
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3 Giving up on medicine. BMJ 1993;306:1617. (12 June.)
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***We are always reluctant to publish pieces
anonymously, but sometimes we are forced to
do so. The main reason we publish pieces anony-
mously is that they raise important issues but the
authors or their patients, friends, or relatives
would suffer if identified. We judged that the
article on male rape raised issues of great impor-
tance to doctors, and we accepted that the author
might suffer unnecessarily if the article was signed.

After publishing this article we received a letter
from somebody who said that he was the assailant

in the case. We did not publish this because the
author did not tell us his name and address. We
might well have published the response anony-
mously if we had had this basic information, but
we think that we cannot publish pieces without
such information.
A further reason why we publish pieces anony-

mously is the restrictive British libel laws.-ED,
BMJ.

Alcohol and bone density
EDITOR,-The finding by Troy L Holbrook and
Elizabeth Barrett-Connor of a positive association
between alcohol consumption and bone mineral
density has aroused considerable media attention.,
The authors have been careful to avoid a causal
interpretation, but we are concerned that these
findings may well be widely interpreted as causal.
Had it been possible to obtain data on bone

mineral density in 1973-5, when the study cohort
was first examined, any observed relation between
changes in bone mineral density and habitual
alcohol intake might plausibly be interpreted as
suggesting causality, though this would be far from
conclusive. In the absence of baseline data on bone
mineral density a causal interpretation is certainly
unwarranted.
The rationale for the choice of covariates is

far from clear. Adjustment for age is certainly
warranted and readily performed by using scores
relative to established normative series. However,
several further covariates were also adjusted for:
body mass index (of which bone is a substantial
component), regular exercise, smoking, calcium
intake, and oestrogen replacement therapy. The
rationale for choosing these particular covariates is
not stated, and such adjustment might conceivably
produce a spurious positive association. Presenta-
tion of unadjusted as well as adjusted results could
have reassured readers this had not occurred.

Moreover, the nature of the cohort studied is
unusual. Since the study of bone mineral density
was not envisaged in 1973 it does not enjoy all the
advantages suggested by the term "prospective" -
indeed, it is better described as opportunistic. The
cohort examined in 1973-5 comprised subjects
aged 45 and over; it was heavily weighted towards
those with hyperlipidaemia and not representative
of any geographically defined population. The
present results are based on bone mineral density
measured at follow up in 1988-91 on 449 subjects
who survived and remained ambulant. We are not
told how many were recruited in 1973-5, but
clearly many were selected out by death. It is
difficult to predict how such strong selection
effects might distort the findings.

Finally, the mean age of 29 abstinent males in
table I should presumably read 60-0, not 70 0.

ROBERT GNEWCOMBE
DAVID G CLEMENTS

WILD EVANS

University ofWales Coilege ofMedicine,
Cardiff CF4 4XN

1 Holbrook TL, Barrett-Connor E. A prospective study of alcohol
consumption and bone mineral density. BMJ 1993;306:
1506-9. (5 June.)

Low back pain
ED1TOR,-My review of low back pain concen-
trated on the breadth ofthe subject.' I am grateful to
those clarifying the confusion caused by brevity.2
Bush and Pickin correct the unintentioned

impressions that severe root compression was only
managed surgically and that two days' bed rest was
sufficient. Conservative management for root
compromise requires adequate bed rest; when this
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