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IN the spring of 1908, cholera, which of late years had hecome almost 
extinct among Europeans in the Punjab, showed signs of recrudescence. 
A few isolated cases were succeeded by others, and finally an outbreak 
occurred among the 1st Royal Munster Fusiliers, while the Battalion 
was stationed at Shabkadr during the Mohmand campaign. It was our, 
lot to be intimately associated with this outbreak as medical officers in 
charge of the Cholera Hospital. 

The epidemic commenced on May 12th, the first case coming in at 
3 a.m., and others following in rapid succession. At 10 a.ill. the section 
of Field Hospital which had received the cases was moved a couple of 
hundred yards away. The stream of cases continued during the rest of 
the day, and at midnight seventeen cases had been admitted. On the 
following day (May 13th) twenty more cases came in. Military exigencies 
required on this date a fresh moving of the hospital. The new ground 
was also, incidentally, a much better one, as instead of in a ploughed 
field, the tents could be pitched in the shade of a grove of trees. On the 
14th there were signs that the outbreak had exhausted itself, the admis
sions falling to four; and on the 15th the last case from the regiment 
came in. The heat now grew excessive, and on the 19th it was resolved 
to remove the remaining cases into Peshawar. This was carried out on 
the 20th, but the same day was marked by a final admission in the shape 
of one of the orderlies, who, we regret to say, ultimately succumbed to 
the disease. . 

The mortality of the cases was relatively severe; out of forty-three 
admissions, thirty-two ended fatally, very nearly 74·4 per cent. If we 
add to this the two deaths which occurred later in Peshawar among the 
men transferred there, the mortality becomes one of nearly 82 per cent. 
Of these thirty-two fatal cases eight died on the day of their admission, 
and seventeen on the second day; the remaining seven, having got over 

'the acute stage of the disease, died later from complications. A factor 
which we think entered largely into their case was the heat, which under 
canvas in May in India is severe, and told heavily on the constitutions 
of men already weakened by disease. It was this consideration which 
determined the resolve to remove the remaining cases into Peshawar 
Cantonment. The result as regards the patients was happy, and no 
spread of the disease followed from what· may have been a somewhat 
hazardous resolve. 

The signs and symptoms call for little remark. They were of the 
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194 Olinical and other Notes 

classical kind to be found in any text-book. The only one which we did 
not notice in any handbook at our disposal was the characteristic odour of 
the stools. It was difficult to describe: somewhat mousy, and at the 
same time slightly sour. It is, however, one which neither of us will ever 
forget. 

Of complications, the most distressing was suppression of urine in the 
convalescent, cases, and this we found very hard to deal with. What 
Manson calls" cholera typhoid" was also common, and vomiting was a 
marked feature in several cases. Hyperpyrexia occurred in only one 
instance. 

If we venture to dilate on the methods of treatment employed, it is 
because we were to a large extent groping in the dark and feeling our 
way. The statements in the text-books are vague, and, while giving 
valuable indications, leave the details as to quantity and method of 
administration very largely undefined. The treatment par excellence, is 
by saline injections, and of these the intravenous is vastly preferable to 
the subcutaneous. The reaction to the former is much quicker, and 
cholera is essentially a disease where time is an object. The quantity 
which can be administered intravenously is also greater. Large quanti
ties, not less than two quarts, should be given at each injection. More
over, there should be no hesitation in repeating the same at short 
intervals, even as short as half an hour; and this repetition should be 
persevered with, even though the results may appear discouraging. This 
was brought home to us by one of our cases. The man, Private K., who 
had been doing well, suddenly took a turn for the worse, and his pulse 
began to fail. Four pints were injected intravenously with marvellous 
improvement, which, however, was evanescent. Twenty minutes after 
the injection had been stopped, the pulse was again barely perceptible. 
The injection was repeated with the same result: temporary improvement 
followed by a rapid decline. The question of giving a third injection was 
debated, and it was finally decided upon rather as a desperate remedy 
than from any real hope of doing any good. But this time the pulse 
maintained its vigour, the patient never looked back, and is one of our 
recoveries. 

The strength of the solution is, we think, of little importance. We 
tried both the normal saline and the double-strength solution recom
mended by Rogers, and cannot say that one acted appreciably better than 
the other. 

The method was as follows: The vein selected (the median basilic) 
was cut down upon and ligatured, the ends of the ligature being left long. 
An opening for the cannula was made on the proximal side of theliga
ture, but the cannula was not tied in. On the conclusion of the injection 
the wound was dressed by a pad in the ordinary way, no further ligature 
being found necessary. Should it be needful to repeat the injection, the 
long ends of the ligature are most useful in raising the vein from the 
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Olinical and other Notes 195 

tissues and helping to find the opening. A vein could be used for about 
two or three injections, after which the other arm would have to be 
resorted to. A clot was frequently found in the proximal end of the vein, 
ftnd a danger always to be kept in' mind was that such a clot might be 
dislodged into the general circulation, with possibly fatal results. For 
this reason, unless the second injection followed the first very rapidly, 
'{Ve preferred to use the other arm. In not one of our cases, however, 
did this accident actually occur, though it is possible from the history 
that in one of those who died later at Peshawar pulmonary embolus 
was a contributory cause. 

In a few rare cases the median basilic was non·existent, being 
replaced by a plexus of small veins. Here we had to resort to sub
cutaneous injection, as also in those cases where both arms had already 
been used. 

It may 'just be mentioned that in desperate cases it was found of great 
service to give strychnine, not hypodermically, but by injecting the con
tents of the syringe into the funnel containing the saline. The strych
nine thus entered the blood-stream directly, and 5 minims of the liquor 
could be distributed over two or three funnelfuls with excellent results. 
Of drngs very few proved of the slightest use. In our early cases we tried 
the administration of liq. hydrarg. perchlor. with or without opium, but 
cannot say that it appeared to have the slightest effect on the course of 
the disease. Bismuth was equally ineffectual. Strychnine, ether, and 
digitalin were of course invaluable in cases of collapse, either between 
saline injections or reinforcing the same. Adrenalin we did not have 
with us. 

As regards individual symptoms, the best thing found for the often 
distressing cramps was massage. We also gave atropine hypoderm i
caIly for these, and it probably had some slight effect in lessening 
them. For the vomiting the usual remedies were given, but we cannot 
say that anyone proved very successful. The diarrhCBa also of the 
cholera typhoid period proved very little amenable to treatment. Starch 
and opium enemata, large astringent enemata, as well as the usual 
sedatives and astringents, were all tried, but we cannot say with much 
success. The most troublesome symptom, which proved fatal in several 
cases during the convalescent stage, was suppression of urine. We tried 
hot baths, fomentation, cupping, and such diuretics as were at our 
disposal, in vain. The only method which proved at all successful was 
the following: l!'inding digitalis by itself no good, we tried giving calomel, 
gr. t, at night, and tinct. digit. with pot. citrat. four-hourly the next 
day. It is an old method in cardiac cases with failure of compensation 
and scanty urine, and certainly acted well in the two cases to whom 
we gave it. As, however, these two were the last cases in the epidemic, 
our experience is too small to say definitely what value it had. Still, in 
similar cases we should always give it a trial first. 
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The diet consisted of beef tea, milk, chicken-broth given in two-houxly 
feeds in quantities of 4 ounces at a time. We used, as far as possible, 
to ring the changes on these foods. In the first cases we gave t ounce 
of brandy in each feed, but later reduced this. The patients themselves 
disliked the brandy, and we did not find it had much effect on the course 
of the disease. Champagne did not prove a success. The patients could 
with difficulty be induced to take it, and when given it did not seem to 
stimulate much. Gin was tried with the idea of getting the advantage of 
its diuretic action, but we cannot say that it had much effect one way or 
the other. 

Finally, it may prove of some interest to mention the measures of 
personal and general hygiene we adopted. The ca~p was divided into 
two sections, the observation section and the cholera section, and a 
separate staff kept for each. The observation section consisted of two 
tents, A and B. One of these (A) was kept for fresh aJmissions, and 
in it the patient was placed on arrival in hospital. Should he prove to 
be cholera, he was moved on into the cholera section. Should he be 
merely diarrhcea, of which a fairly large proportion came in, he was 
transferred to the second tent (B), and from there sent as soon as possible 
to a segregation camp under the regimental medical officer. The object, 
of course, was to limit as far as possible the time in which a cholera and 
non-cholera patient might be in the same tent. A patient brought all his 
kit with him, and this was in every case, when he proved to be a case of 
cholera, ultimately destroyed. Of course, under active service conditions, 
where the supply of hospital clothing is limited, it had to be very largely 
utilised first. The equipment did not follow the patient further than the 
entrance into the hospital, unless it was fouled by choleraic discharges, 
when it had to be destroyed. 

The cholera section consisted of "day" and "night" tents, with 
separate bedding in each, and the patients were, after the morning and 
evening washing, moved from one to the other. This gave the soiled 
ground a chance of recovery. The tents, when vacated by patients, were 
opened as far as possible, the ground sprinkled with phenyl, and swept, 
and exposed to the air for twelve hours, so as to be comparatively sweet 
when reoccupied. The moving twice daily did not, to the best of our 
belief, injuriously affect the patients. On the contrary, they were, as 
a rule, much refreshed by getting into clean surroundings and clean 
bedding. Sheets were, as far as possible, changed at every move; 
mattresses, blankets, waterproof sheets, were exposed to the air in the 
intervals. There were, of course, no bedsteads, patients sleeping on 
mattresses on the ground. 

About fifty yards away from the hospital we kept a small rough 
incinerator going. All choleraic discharges were mixed with bhoosa 
(chopped straw) and burnt there. The sweeper had a supply of phenyl 
for his own hands. Close to the tents were basins of antiseptics, and all 
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W. G. Macpherson 197 

the orderlies and ward servants had strict instructions to wash their 
hands thoroughly in the solution after every handling of a patient. The 
orderlies had a camp about fifty yards away, and the ward servants 
another in a different direction, and all were strictly forbidden to take any 
food or drink in the hospital. As a result of these measures we may 
claim that not a single one of the native establishment contracted the 
disease, and but one of the orderlies. In his case, too, the cause was not 
far to seek. We have it fairly well authenticated from his comrades that 
he was _ seen to put some ice into his mouth with un washed hands 
immediately after attending to a patient. In fact, the conclusion we may 
come to is that when proper precautions are taken cholera is not more 
infectious than typhoid, but the precautions must be unceasing, and no 
loophole left through carelessness or neglect . 

• 

']Lecture. 

THE COLLECTION AND TREATMENT OF WOUNDED 
CAVALRY SOLDIERS.' 

By LIEUTENANT-COLONEL W. G. MACPHERBON, C.M.G. 
Royal Army Medica~ Corps. 

IN,TRODUCTORY REMAHKS. 

A SHORT time ago I read a remark of an Austrian cavalry officer, of 
much experience, which struck me as being true to a great extent of 
the medical aid available when a cavalry- soldier gets wounded. It was 
this, " Was ich als Kavallerist im Felde nicht habe, das habe ich nicht." 
The remark draws attention to the difficulties that are involved in the 
collection and treatment of wounded cavalry soldiers. 

These difficulties are due mainly to two causes; first, the greater 
mobility of cavalry and the distances covered by it, and, second, the 
frequent use of cavalry on reconnaissance duties in isolated and more 
or less independent detachments. 

Cavalry to be mobile must have as few impedimenta as possible, and 
this 'fact tends to reduce the medical personnel and equipment to a 
minimum, and to add, therefore, to the difficulties of the medical 
arrangements. 

As regards the distances traversed by cavalry, these affect the medical 
arrangements chiefly because of the difficulty of keeping a regimental 
medical service and cava~ry field ambulances in touch with units, brigades 

1 Lecture delivered at the Cavalry School, Netheravon, September 21st, 1908. 
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