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possible every patient and family should be helped to find
something that makes life worth living.

I am grateful for help from many people, especially Dr Margaret
Agerholm, Heenan House Rehabilitation Centre, London; Dr K Andrews,
Department of Geriatric Medicine, University of Manchester; Miss Valerie
Eaton Griffiths, Volunteer Stroke Scheme, Great Missenden; Drs R
Langton Hewer and D Wade, Department of Neurology, Frenchay
Hospital, Bristol; Dr D G Jenkins, Wolfson Medical Rehabilitation Unit,
Atkinson Morley's Hospital, London; Professor D L McLellan, Depart-
ment of Rehabilitation, University of Southampton; Dr G P Mulley,
Department of Medicine (Elderly), St James's University Hospital, Leeds;
Dr Elizabeth Rushworth and Mrs Barbara Wilson, Rivermead Medical
Rehabilitation Centre, Oxford; Mr C Skilbeck, district psychological
service, Newcastle General Hospital, Newcastle upon Tyne; Dr Annemarie
Tupper and staff, Stroke Rehabilitation Unit, St Pancras Hospital, and
Camden Road Medical Rehabilitation Centre, London; and Dr Marcia
Wilkinson, formerly director of the Regional Neurological Unit, Eastern
Hospital, London.

Addresses
Action for Dysphasic Adults Northcote House, 37A Royal Street, London

SEI 7LL (advice, information, and publications, including advice on
starting a speech club)

Chest, Heart, and Stroke Association Tavistock House North, Tavistock
Square, London WC1H 9JE

College of Speech Therapists 6 Lechmere Road, London NW2 5BU
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The need for sexual assault centres in the United Kingdom

MAY DUDDLE

Introduction

In the past few years it has become apparent that the actual incidence
of sexual assault is much higher than that reported to the police.
Statistics supplied by the Federal Bureau of Investigation (FBI) in
America in 1979 indicated that only one in 10 sexual assaults is
reported (Uniform Crime Reports of the United States reported for
the FBI, 1979). The actual number of assaults occurring is difficult
to assess, but a recent paper, again from the United States, gave the
results of a questionnaire adrministered to 500 women from the
general population of a mid-west city. Three hundred (59-9%) of
these women confessed to having experienced an event of this type,
some very trivial, but 41 of the women had actually been raped, and
only four of these 41 had reported to the police.' In Greater
Manchester, which has a population of 2 5 million, 76 cases of rape
and 662 of indecent assault were reported to the police in 1983, 63 in
1982, and 52 in 1980 (annual reports of the Chief Constable of
Greater Manchester, 1981, 1982, and 1983).
The immediate effect of sexual assault is usually obvious, the

victim reacting to the crisis with shock, anxiety, a hysterical
reaction, or sometimes apathy and denial.2 Long term effects are
difficult to assess but can be extremely disabling and sometimes only
become apparent years later.3 One study in the United States
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reported interviews with 41 victims after one to two and a half years;
of these victims, half were still frightened of being alone, three
quarters were suspicious of others, and many had depressive and
sexual problems.4 McCrombie et al found that 73 6% of the victims
they studied had some symptoms, including sleep disturbance,
suicidal thoughts, and withdrawal from people, and 56-6% had
severe phobias.

It has been suggested that immediate help followed by counselling
for up to a year is necessary, and several studies show that most
victims recover after such treatment, at least when there is no
history of emotional or psychiatric problems.2 Longer term
prospective studies are needed.

In this country the way in which these victims are dealt with
varies widely but there are not as yet easily available centres where
they can receive both forensic examination and psychological help.
In some places rotas of police surgeons have been formed, all of
whom have been trained in the important minutiae of the forensic
examination, and usually some of these are women, but in many
areas the victim may have no choice in the sex ofthe doctor examining
her and the examinations often have to be done in very unsuitable
premises, usually in a police station.6 Often also the doctors doing
the examination are not trained in the correct procedures, thus
making eventual legal proof of the crime difficult or impossible, and
adequate prophylaxis may not be offered against pregnancy or
sexually transmitted disease. Apart from the physical side few of the
victims are offered any counselling help, either at the time of acute
crisis or in the often traumatic later stages. When the victims are
children it is even more important for the physical examination to be
carried out by trained, sympathetic doctors, and referral may be

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.290.6470.771 on 9 M

arch 1985. D
ow

nloaded from
 

http://www.bmj.com/


772

necessary to child psychiatric services and, particularly when incest
is involved, for family therapy.

In the early 1970s centres began to be opened in general hospitals
in America where victims could receive counselling help,4 and for
the past few years there have been centres in most of the major
Australian cities where rape victims can be referred for both
physical and psychological help. They have been called "sexual
assault centres" to distinguish them from the rape crisis centres that
began to be opened about 10 years ago. Those were set up by
women, largely feminists, to help victims of rape. They were funded
voluntarily, although some now get grants, and they are staffed
largely by untrained volunteers. Rape crisis centres have also been
established in this country during the past few years. There is no
doubt that they make a valuable contribution to the support of rape
victims but unfortunately, because of their feminist bias, they have
sometimes leaned towards encouraging the women to reject all
males and usually also have not cooperated well with the police.

Sexual assault centres in Australia

In November 1983 I visited four Australian sexual assault centres
in Perth, Adelaide, Melbourne, and Sydney. The first centre in

Australia was opened in Perth in January 1976 after an incident
in which a prominent and forceful local woman was sexually
assaulted.7 She later publicly accused the police on television of
treating her in an extremely offhand way. After this the state
government ordered one of the local hospitals, the Charles Gairdner
Hospital, to start a centre to help such women. Soon afterwards a

similar centre was started in Adelaide'; then in 1977 one began in

Melbourne,9 and since early 1978 five have been opened, one in each
local district.

These centres have evolved in slightly different ways but they all
offer a service based on a general hospital casualty department,
manned 24 hours a day, and use the facilities of the hospital for
referral when necessary, especially the casualty, gynaecology, and
psychiatric departments. Children under 13 are usually directed
to children's hospitals with similar facilities, including child
psychiatry and family therapy.
Aims The aims of the Perth centre were stated to be as follows:
(1) To provide strictly confidential, sympathetic and appropriate

care of the physical, emotional, and social needs of the victims of
sexual assault; this care should be available until the resolution of all
problems arising from the assault.

(2) To help the police and law department at the victim's request
by the collection of relevant data and presentation of evidence.

(3) To enhance greater community understanding of and in-
volvement in the problems of sexual assault by promoting the clinic
as a reference and referral centre for the community participating in
the education of medical and legal practitioners, police officers,
health staff, and other allied professions and by providing support
for those groups actively taking part in helping and protecting
victims of sexual assault.

(4) To conduct lectures and discussion groups in schools and
community groups.

(5) To conduct research into assault.7
Premises-All the centres have a few rooms available for their

exclusive use near to the casualty area. There is usually an interview
room and waiting area, both as non-clinical as possible, and an

examination room. This contains all the facilities, including slides
and bottles for specimens, for carrying out a full forensic examina-
tion. In addition, a shower and change of clothing are available to
allay the feelings of uncleanliness often experienced after such an

assault.
Medical staffing-There is usually a rota of doctors on call 24

hours a day. In Perth and Adelaide these doctors are mainly women
and they are trained in coping with the necessary forensic tech-
niques and also with the psychological problems of people in a crisis.
In Melbourne staffing is by police surgeons during working hours
with resident gynaecologists covering for the rest of the time.
Sydney also relies on resident gynaecologists for the forensic
examinations.
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Counselling-In Perth the psychological problems are dealt with
by four counsellors who were trained after recruitment.7 The other
centres rely on specially trained social workers. The personality of
these counsellors is considered to be very important: they need to be
warm and caring but not be too possessive so that they are able to
encourage the victims to cope on their own as soon as possible.'0
Senior nurses help in some centres, particularly by receiving phone
calls out of hours and alerting other staff on rota.
Referral-At first most of the referrals came from the police (90%

in Perth and 100% in Melbourne), but this dropped gradually to
52% in Perth and 70% in Melbourne." Referrals are received from
relatives and friends, general practitioners, ministers of religion,
and other social agencies including rape crisis centres. Direct
referral from victims is also accepted.

Numbers attending-These usually built up gradually until
adequate publicity was possible. Perth saw 80 patients in the first
year and 163 in 1979. Most centres now appear to have around 200
women attending each year, ranging in age from 13 to 80. Seventy
per cent are aged between 13 and 24.7

Procedure on referral-The procedure in Perth is as follows.
Telephone calls are received by the social worker or designated
senior nurse. She telephones the duty counsellor, who will try to
arrange for the patient to attend hospital or, if this is impossible,
visit her at home or some other place where she is willing to attend.
If the rape is a recent one all efforts are made to get her to attend
hospital and the doctor on call is alerted. The counsellor and the
doctor see the patient together at the first visit. If the rape has
occurred some time previously the counsellor will deal with it
herself, at least initially. In the hospital medical problems take
precedence over all others, but all patients are encouraged to have a
full forensic examination and to report to the police if this has not
already been done. Prophylaxis is offered against sexually trans-
mitted disease and, if appropriate, morning after pills are given.
Attendance only is recorded in hospital records. On leaving, the
patient is given a fact sheet and told how to contact her counsellor.

Follow up-The counsellor will visit the victim at home within
the next 24 hours if allowed to, or may agree to meet the victim
elsewhere or even just to telephone her. She can spend as much time
with the victim in the next 24 hours as is needed. Follow up is at one
week, when the victim is seen by the doctor and counsellor together.
At this stage urethral and cervical smears and swabs are taken for
bacterial examination and culture. The second follow up visit is at
between four and six weeks for assessment of possible pregnancy,
and finally at about three months serological tests for syphilis are
carried out. The counsellor may go on seeing the woman as long as
necessary for rape counselling but will refer her to other agencies
when she needs help for other social or psychological problems. The
counsellor may accompany her to court if the victim requests
it. From 10 to 60 hours of counselling is given to each victim;
occasionally this may extend up to 18 months. In other centres the
counsellor and doctor usually do not initially see the patient
together, but the counsellor always tries to see her as soon as
possible, sometimes visiting her at home or elsewhere to try to
persuade her to attend the clinic. These centres appear to be fulfill-
ing a real need in Australia and, I suggest, could fulfil a similar one
in this country.

Sexual assault centres for the United Kingdom
Given the present financial situation in the National Health

Service no British hospital is likely to be able to set aside rooms
exclusively for the use of such a centre, but one private examination
room near to the casualty department of a general hospital or the
admission unit of the gynaecological department could contain the
necessities for forensic examination and for prophylaxis against
sexually transmitted disease and pregnancy. These necessities could
be kept in a relatively small locked receptacle, making the room
available for general use at other times.

Counselling rooms ideally should be less clinical, but again a
nearby room used, for example, by a social worker might be available
at times for this work, which tends to occur after normal working

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.290.6470.771 on 9 M

arch 1985. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL VOLUME 290 9 MARCH 1985 773

hours or at weekends. Some such improvisation should be possible
in most areas at least until finances improve and the need for centres
becomes more generally accepted.
Medical staffing-Police surgeons already have responsibility for

forensic examinations and in some areas are themselves organising
rotas of doctors trained in the sympathetic handling of these cases.
For example, in Manchester Dr Raine Roberts has arranged a rota
ofwomen police surgeons to give all women in the region a chance of
being examined by a woman doctor if they request it.

Counsellors-Twenty four hour counselling cover is more difficult
to achieve, and some additional funding would be needed. Three or
four workers would have to be recruited and trained, although at
least initially the rotas might be covered during working hours by
social workers, psychologists, or nurses already working in the
hospital.

Child sexual assault-The needs of child victims of sexual assault
are more easily met. These children do not usually present in the
dramatic fashion in the evening and at night that rape victims do.
The assailants are commonly members of the family or are known to
the child, and the assaults are likely to have been going on for
years." Examination, if necessary at all, can therefore usually be
arranged at more social hours, making staffing easier. An arrange-
ment has already been made at St Mary's Hospital, Manchester, to
examine child victims on a ward where forensic equipment is avail-
able, and it is hoped to arrange immediate counselling for parents
and children so that they can be referred for expert help.

Conclusion
Thus sexual assault centres in some way comparable to those in

Australia could and should be provided in the United Kingdom.
The total number needed over the country is difficult to assess, but
at least one in each major centre of population would seem essential
if victims of assault are to have any hope of immediate help and
longer term follow up. Sydney, with a population of 3-28 million,
now has five centres, all fully used.
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How many medicines are there?

ERIC S SNELL, JOHN P GRIFFIN

In the current debate in Britain on proposals for a national limited
list of medicines for use in the National Health Service it is worth
examining the effects of the national licensing system that has been
in operation for many years on the "number of products" available.
This number can be expressed in several different ways depending
on the definition adopted for product. Products may be classed in
order of increasing magnitude, as:

(1) Active ingredients (single, or in the case of combination
products, multiple) regardless of their formulation into medicines.

(2) Distinctive medicines, described by brand or generic name,
or both.

(3) Formulation of medicines, in specific forms and doses.
(4) Product licences, one of which must exist for each and every

formulation of a medicine.

The second of these definitions would seem to be the most
appropriate to represent the number of products available to a
prescribing doctor or used in his private repertoire. For example,
different brands of the same active ingredient-for example, Keflex
and Ceporex, which are different brands of cephalexin-would be
counted as two products, but duplication of these brands into
formulations of tablets, capsules, and suspensions in various
strengths, would not be counted separately. The third and fourth
definitions describe the variants available, and each would provide
similar total numbers.

The Association of the British Pharmaceutical Industry
ERIC S SNELL, MD, FRCP, director of medical and scientific affairs
JOHN P GRIFFIN, MRCP, MRCPATH, Director

Correspondence to: Dr E S Snell.

At the start of product licensing in the United Kingdom in 1971
products already on the market were granted a product licence of
right. A single product licence of right was allotted to every
formulation of each product marketed (except for homoeopathic
preparations, for which one product licence of right could cover
several dilutions). The progress of the review of these old products
and their status at the end of 1982 were reviewed by Penn' in 1983
and are shown in table I.

TABLE I-Number ofproduct licences of right in the UK

No of licences

Extant 1971 39 035
Lapsed, revoked, or suspended 1971-82 22 376
To be reviewed 10 322*
Converted to full product licences 598

Total licences remaining 1982 10 920

*The 16659 not lapsed, suspended, or revoked minus 5987 homoeopathic products and 350 other
products not subject to review.

In 1982 the route of sale of these product licences of right was
summarised as follows: on prescription only, 4000; from a pharma-
cist, 3000; and on general sale, 4000. Since then roughly 2500 more
product licences of right have been discontinued (but their
breakdown by route of sale is not known), leaving a total of 8000 to
8500 historical licences.

Product licences granted for new products entering the market
between 1973 and 1980 numbered 4300.2 These comprised 204 new
chemical entities for each of which several formulations required
separate product licences-for example, nine for Amoxil. The
remainder consisted of new formulations and presentations of
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