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over, circulatory levels of parathyroid hormone are not altered
by thiazide administration.8
The cause of the hypocalciuria seems to be a direct effect

of the drug on renal tubular function.6 Whatever the mechan-
ism, the effect has been put to good therapeutic use. Thiazides
will prevent the formation of renal calculi in patients with
idiopathic hypercalciuria and will diminish the incidence of
renal colic in patients who already have stones. Some convincing
evidence has come from Yendt and his colleagues in Kingston,
Ontario.9 They gave 100 mg hydrochlorthiazide daily to 67
patients with recurrent renal calculi. Thirty-three of these
patients were stone-free when the thiazide administration
started, and whereas before treatment they had, between them,
had 194 episodes either of renal colic or of passing a stone in
343 patient-years observation, thiazides cut down such
episodes to 2 in 72 patient years. In 34 patients known to have
renal calculi administration of thiazides led to a similar reduc-
tion from 365 episodes in 343 patient years to 34 episodes in
64 patient years. In another study'0 bendrofluazide 7*5 mg/day
was shown to increase renal calcium reabsorption and cut
down renal calcium excretion by 52% in 20 patients with renal
calculi, 10 ofwhom had hyperparathyroidism.
The hypercalciuric effect of frusemide has also been used

therapeutically in patients with hypercalcaemia. Given in
divided doses to a total ranging from 160 to 3200 mg in 8
patients" it caused a fall in serum calcium ranging from 2-3 to
3.8 mg/100 ml, due to increased urinary calcium elimination.
This form of treatment appears to work even in the presence of
compromised renal function.
What effects have diuretics on magnesium handling ?

Surprisingly little attention has been paid to this important
cation in therapeutics. Most established diuretics such as
thiazides12 and frusemide"3 will increase renal magnesium
clearance in the long term, though this is probably not true of
spironolactone14 or bumetanide.'5 Moreover many patients
with heart failure are already magnesium depleted before the
start of drug treatment, since secondary aldosteronism results
in increased urine magnesium losses.16 Magnesium may be
very important in these conditions, for depletion will pre-
dispose to ventricular extrasystoles and may exacerbate digitalis
toxicityl7 in the same way as potassium deficiency. Other
clinical manifestations of magnesium depletion include
muscular cramps, paraesthesiae, nausea, and vomiting. In a
series of 10 patients who had been on diuretics for a mean of
3-3 years five had considerable magnesium deficiency as shown
by low muscle magnesium levels.'8 Each of these five had
clinical features compatible with magnesium deficiency, and
these reverted with replacement therapy using oral magnesium
hydroxide and intravenous magnesium sulphate. Interestingly,
low potassium concentrations in muscle were also corrected
by magnesium replacement.
How can one diagnose magnesium depletion ? The suspicion

should be raised in patients with heart failure on long-term
diuretic therapy who have the characteristic symptoms,
especially ifthey have a normal serum potassium concentration.
Patients on digitalis are particularly at risk. Measurement of
serum magnesium concentration is, then, worthwhile, for
when low it usually signifies depletion of whole body stores.
Perhaps in the not too distant future we shall be giving our
patients on diuretics not only potassium supplements but
magnesium too.
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Keeping Rabies Out

Medical opinion will welcome the stiffer penalties announced
last week by the Ministry of Agriculture (see p. 221) for
offences associated with the smuggling of animals into Britain.
Our enviable record of freedom from rabies will be main-
tained only by strict attention to the quarantine regulations
governing international movement of dogs, cats, and other
animals that can carry the disease.

Rabies is a growing problem in Europe, where the main
reservoir of infection is among foxes.' More than 5000 cases
of animal rabies were reported in France in 1973, and the total
for 1974 is expected to be higher still. Treatment for human
rabies continues to improve-at least one patient has recovered2
after treatment by curarization and prolonged artificial
respiration-but better vaccines are still required.3 For the
foreseeable future we must continue to rely on our geo-
graphical isolation from Europe to keep the disease a textbook
curiosity in Britain.

1 The Times, 16 January 1975.
2 Hathwick, M. A. W., et al., Annals of Internal Medicine, 1972, 76, 931.
3 British Medical Journal, 1974, 1, 45.

Victims of Rape

What should the doctor do when asked to see the victim of a
rape ? If he is called by the police he has certain legal duties
to perform, though usually this work is done by appointed
police surgeons trained in forensic medicine who will have
had experience in interpreting the clinical findings and taking
the necessary pathological specimens (vaginal swabs, nail
cuttings, hair, venous blood, and saliva). In the larger urban
areas the police have a team of women doctors who specialize
in sexual assault on women and children, but, subject to the
consent of the victim, a male police surgeon may carry out
the examination if a woman doctor is not available.
The victim may, however, not go to the police but instead

consult her own general practitioner, or another doctor, or go
to a hospital casualty department. What should this doctor
do ? Obviously he must see the patient, ifonly for humanitarian
reasons. However, there is also a legal aspect because later he
may be called to give evidence in court, at which time his
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evidence is likely to be challenged by opposing counsel. Even
if the patient says when she is first examined that she does
not intend to complain to the police she may later change her
mind. The doctor should explain that he is making notes of
his findings and that these might subsequently be used in
evidence. These notes shoud be written at the time of
examination and preserved. Probing questions are best left
to the police, but the patient should be allowed to tell her
tale in full and in her own words; as much of it as possible
should be recorded. If she is stressed her story may be in-
consistent in parts; it may also be inconsistent if some of
it is made up. Gentle questioning will help the doctor decide
which factors he thinks are responsible for the inconsistencies,
but he should not be too surprised if subsequently in court his
evidence is challenged in such a way as to cause his opinion to
be doubted. It will help if the doctor avoids making value
judgements.

It is important to know what threats were made, what
violence was used, and exactly how the sexual act was per-
formed. The previous medical history may be relevant, in
particular the obstetric and gynaecological history; the date
of the last menstrual period; has she had intercourse before,
and when was the last previous occasion; is she on the pill?
The clinical examination must include a search for all injuries,
not just those in the pelvis. Each piece of evidence in these
circumstances can be very important. (Doctors with little or
no experience in forensic medicine should avoid, if possible,
inquiring too closely into the variety of the previous sexual
experience. This evidence is easily open to misinterpretation
and is likely to provoke fierce questioning in court.) Even if
the doctor takes no pathological samples himself, he should
advise the patient to take her pants off and keep them,
preferably in a plastic bag, as they may provide useful evidence.
The history and the examination can themselves have a

certain therapeutic effect provided they are carried out
sympathetically. At the end of the examination it is also
essential to arrange a follow-up to assess any delayed psycho-
logical effects as well as the possibility of venereal disease or
pregnancy or both.
Doctors in Britain will differ about the use of prophylactic

abortifacients in the case of rape. (The use of the word
abortifacient is itself emotionally charged.) The arguments
in favour at first sight seem fairly clear-provided the victim
wants an abortion and the doctor is willing to arrange for
it to be done. However, only a small proportion of rapes
seem to result in pregnancy, though no precise figures are
available. If oestrogens are given routinely to every victim
many women will have to live the rest of their life in the
mistaken belief that the abortion was necessary and that their
child has been destroyed. It may, therefore, be wise to wait
and see if the woman is pregnant.
There is no clear borderline between seduction and rape.

Rape fantasy is not uncommon, and some women enjoy
intercourse only if the male is dominant. Most women are able
to differentiate between fact and fantasy, but a few who allege
they have been raped are in fact mentally disturbed. There
are also some women who seem to have invited their adventure;
when it is over they somehow feel cheated and claim they have
been raped.
Rape is psychologically disturbing, especially for women

who were unable to defend themselves at the time because
they had been either beaten or tied down. These relatively
uncommon occurrences are disastrous to the victim. Even
more upsetting is the experience of the woman who is held
down by one man and raped by another, while the presence

of an audience is another aggravating factor. Multiple rape is
probably the most traumatic experience of all.

Fortunately relatively few children are the victims of
serious sexual assaults-which can lead to long-term
psychological disturbances.

In North America rape crisis centres have been opened in
major cities to protect the interests of the victim whose
psychological trauma from the rape itself is made worse by
the inevitable close questioning which must follow when she
reports the offence to the police. Further distress can result
from their experiences in court when they give evidence
against the accused, when attempts can sometimes be made
by defence counsel to blacken the woman's character in order
to get his client acquitted. Some victims of rape in Britain
have made similar complaints about the police inquiries and
subsequent court proceedings, and there have been suggestions
that rape crisis centres might be opened here-a new
women's organization called "Rape" has recently been set
up in London.' However, unless there is a large hidden
reservoir of cases at present unrecognized there seem to be
enough cases to warrant the setting up of such clinics only in
our major cities.

I Guardian, 15 January 1975. Rape is at 26 Talfourd Road, London S.E.15.

After a Bomb
Recent bombing incidents have presented fresh problems for
those who have to draw up plans for the reception and treat-
ment of many injured people at the same time. Lack of
warning means that a contingency scheme for a major disaster
cannot be put into action before casualties begin to arrive.
Prompt action by hospital staff who are on duty at the time
is then needed, and only broad organizational advice can be
given in advance.
A small explosion in a confined space injures many people

simultaneously, does not often bury the victims in demolished
buildings, seldom requires surgical teams on the spot, but
provides the nearest hospital with many cases in quick
succession. Blast injuries may affect any part of the body, and
hospital staff of all disciplines may be needed.

Organization must first concentrate on mobilizing forces.
Nursing staff, surgeons, documentation staff, blood bank
personnel, and anaesthetists should be summoned by the
senior resident in the hospital at the time. The reception area
(usually the accident department or outpatient hall) should be
staffed by a consultant in charge and records officers (or
deputizing students or housemen). Someone should be there
to provide information, to direct relatives to a suitable waiting
area, to find out from the consultant how many helpers will
be welcome, and to provide would-be blood donors with a
prepared card giving the address of the appropriate blood-
taking centre for them to attend the next day.
The theatre superintendent should be alerted at the outset

so that as many theatres as possible can be prepared and
staffed. A consultant should be present in each theatre if
possible, or one to an adjoining pair: many of the operations
will be done by registrars, but unexpected conditions are often
encountered that need experienced help.

It is better to clear a ward quickly early on and to make it
the admission area rather than distributing the injured round
several wards. This makes it easier to determine priorities and
to maintain a continuous assessment of the situation.' In this
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