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Conclision
In the years since the second world war there has been a

steady increase in sexual crimes of all kinds. Sexual assaults
on children are frequent, though in many cases they amount
to little more than fondling or handling the victim. Violent
assaults on small girls and small boys are often by people with
disordered minds.

It is not within the scope of this article to discuss the nature
of sexual offenders or their treatment, but deeper study of
the type of people who commit sexual offences and of the best
way of dealing with them is undoubtedly needed.

For further reading I would refer readers to the following sources
of information which were of assistance to me in preparing this
article:

' Camps, F. E., and Purchase, W. B., Practical Forensic Medicine, 1956.
Hutchinson's Medical Publications Ltd., London.

2- Sexual Assault (Male or Female) in the Encyclopoedia of Medical
Practice, 1964, 5, 308, ed. G. F. Abercrombie and R. M. S.
McConaghey. Butterworths, London.
- Sexual Perversion, ibid., 1964, 312.

Radzinowicz, L., Sexual Ofjences, 1967. Macmillan and Co. Ltd.,
London.

Simpson, K., Forensic Medicine, 1964. Edward Arnold (Publishers)
Ltd., London.

MEDICINE TODAY

Treatment of Osteoporosis
" Medicine Today " is the television series for doctors produced
by the B.B.C. Advice in the preparation of the programme is
given by the Association for the Study of Medical Education.
The programme on B.B.C. 2 on 25 April was on the

subject of osteoporosis. Printed below is an article prepared
with the help of expert contributors to complement the tele-
vision programme, which will be repeated on B.B.C. 1 on
2 May at about 11.30 p.m.

Causes of Osteoporosis

The treatment of osteoporosis is essentially unsatisfactory.
Only occasionally can the basic cause be corrected, as in
Cushing's syndrome due to adrenocortical overactivity, but
conditions such as idiopathic osteoporosis in elderly females
usually remain unaffected by any therapeutic attack.

In Medicine Today Dr. B. E. C. Nordin defined osteoporosis
as "a reduction in the amount of bony tissue per unit volume
of anatomical bone." The degree of osteoporosis increases with
age, and women are much more often affected than men, but
the older the individual of either sex the more likely is osteo-
porosis to be present. Rose" concluded from the evidence now
available that in most cases osteoporosis is not a disease which
suddenly develops at the menopause or in old age, but is a

condition towards which all people progress gradually, begin-
ning soon after the age of 20 years. The terms " menopausal"
and " senile " osteoporosis are therefore not particularly helpful,
a point made by Dent and Watson2 in a recent review, though
Dr. M. M. Young showed in the television programme that in
studies of bone density and calcium metabolism in women there
is a sharp fall in bone content after the menopause associated
with a rise in serum and urine calcium levels, more marked
after an artificial menopause than a natural one.

Standard (R) and osteoporotic (L) spines filmed for x-ray densitometry,
as shown by Dr. Nordin on " Medicine Today."

Effective Measures

'The therapeutic attack should primarily be in terms of known
aetiological factors. The first of these is immobility. A disused
bone becomes more porotic, and it is essential to restore the
metabolic stimulus of mobility as soon as possible. Bartter3 states
that all types of osteoporosis tend to heal faster with activity than
with bed rest. An elderly lady confined to bed with extreme
pain can be mobilized only gradually, but mobility must be
the aim as soon as acutely painful symptoms subside. Painful
exacerbations are frequently due to a 'crush fracture of a
vertebra: such pain lessens with time whatever is done or is
not done, and many claims have been made for agents which
probably only had placebo value. Early mobilization is
mandatory whether the patient be postmenopausal, elderly
(" senile "), or crippled with advanced rheumatoid arthritis
treated with corticosteroids. Patients should be given first the
freedom of the bed, then of the ward, and then of the corridor
and physiotherapy departnent. A programme of exercises is
essential, and the static bicycle, for instance, or the pool are
useful in this graded programme of mobility. A brace worn
temporarily in the early phase of mobilization may help by
easing discomfort-or perhaps more by restoring confidence-
but the patient should give it up as soon as possible or she
may become psychologically dependent on it.

Relief of pain is less easy to achieve, particularly in the acute
phase of crush fracture, but salicylates and other simple
analgesics may help in the less acute phases. D.D.A. drugs,
such as morphine, are in general best avoided.

Calcium Supplements

The use of calcium salts isr indicated where there is evidence
of deficiency due to a long-continued negative calcium balance,'
as in certain postmenopausal and elderly patients, and in other
patients with calcium deficiency, such as those with advanced
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rheumatoid arthritis whose ability to look after and feed them-
selves is impaired. Dent and Watson2 state, however, that
calcium supplements have no place in the routine therapy of
most cases of osteoporosis. Calcium salts upset some patients
and cause constipation, and may also add to the risk of urinary
stone formation. In large amounts, calcium lactate or calcium
gluconate are not very pleasant to take: effervescent forms are
preferred by many patients. At least 2 g. of calcium a day
appears to be necessary, and sometimes twice this amount.
The Drug and Therapeutics Bulletin5 points out that one quart
(1.1 1.) of milk or 5 oz. (140 g.) of hard cheese supplies 35 g.
protein and about 1.3 g. calcium. One gramme of calcium is
provided by 18 0.6 g. tablets of calcium gluconate, 13 0.6 g.
tablets of calcium lactate, or 3 tablets of effervescent calcium
gluconogalactogluconate, and the Bulletin adds that about
400 units of vitamin D daily should be taken also to promote
maximum retention of calcium. This heavy and prolonged
therapeutic programme is, unfortunately, not usually accom-
panied by any marked improvement in the patient's clinical
picture, and what improvement there is may be due to the
passage of time as much as anything else. Fourman6 reviewed
calcium supplements recently, and made the point that osteo-
porosis could be caused by calcium deficiency in the absence of
vitamin-D deficiency-but this is unlikely to occur in practice.
On general grounds it is wise to give a diet adequate in

protein, high in calcium (2 g. daily or more) and phosphorus
(2 to 2.5 g. daily), with abundant meat, milk, and other protein
foodstuffs.

Hormone Treatment

Oestrogens have been advocated in those cases where oestrogen
withdrawal may play a causative part, as in postmenopausal
osteoporosis. The equivalent of 1 to 2 mg. stilboestrol or
0.05 mg. ethinyloestradiol daily is given. The drug should be
withdrawn for seven days each month in younger women if
menstruation is to occur. Larger doses are more likely to cause
side-effects, such as nausea, uterine bleeding, and pain and
swelling in the breasts, without increasing calcium retention
significantly. This form of therapy was discussed in the 17th
Rheumatism Review of the American and English Literature,7
and it was concluded that no convincing evidence of reversal of
bone changes has so far been shown. Henneman and Wallach,8
reviewing their results in over 200 postmenopausal women,
found their patients had fewer fractures and stopped losing
height when treated in interrupted courses for months and
years with 1 to 3 mg. daily of diethylstilboestrol, but that no
radiological improvement occurred in any case. Solomon,
Dickerson, and Eisenberg9 found a placebo to be as effective as
sex hormones in relief of bone pain.
Androgens have also been advocated, especially for osteo-

porosis in males, and it has been suggested that their anabolic
effect might prove beneficial in either sex. Dymling, Isaaksson
and Sjogren,10 using both isotope and balance techniques, could
demonstrate no significant changes in calcium metabolism and
osteoporosis in humans treated with anabolic hormones.
Clinical impressions in other studies were often favourable,
however: Dent and Watson2 found clinical improvement and
diminished calcium excretion in female patients treated with
stilboestrol and in males treated with sublingual methyl testo-
sterone, though other workers1' found such changes in calcium
balance to be temporary. In " senile " osteoporosis a combina-

tion of oestrogens and androgens has been used, again with
impressions rather than proof of clinical efficacy. It must
be borne in mind that treatment with testosterone is dangerous
in elderly men, because of the risk of activation of a silent
undiagnosed prostatic carcinoma, and that methyl testosterone
and many of the anabolic agents may cause cholestatic jaundice.
Masculinization may occur in women.

Anabolic Agents

A large number of anabolic agents have appeared on the
market which are claimed to be more effective than testosterone
and to have less masculinizing effect. Although they are widely
used, there is little convincing proof that these drugs are
effective over long periods in relieving symptoms and improving
the radiological picture, and they have the possible risks men-
tioned above, including those of masculinization.' In a multi-
centre double blind controlled trial"2 it was found that the use
of methenolone acetate in patients with rheumatoid arthritis
receiving long-term prednisolone therapy produced no signi-
ficant differences in the radiographic changes observed in hands,
feet, and lumbar spine. Three crush fractures occurred in 34
methenolone-treated patients, none in 24 controls receiving
prednisolone alone. Analgesic requirements remained similar
and unchanged in the two groups.

Other agents tried have been strontium'3 14 and sodium
fluoride,5'-7 but on present evidence their value is not proved.

Summary

Where there is an obvious cause for osteoporosis, as in pro-
longed immobility, acromegaly, hyperthyroidism, Cushing's
syndrome, or hypercortisonism, the remedy is to treat the
underlying cause as far as possible. Most cases, unfortunately,
have no such apparent cause and have to be treated empirically.
General measures should include a programme of mobilization
and exercises, non-addictive analgesics, and an adequate diet;
in certain cases calcium, oestrogens, androgens, or other
anabolic agents should be given where it would seem likely or
logical that these agents might help.
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