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however, is far greater than the sum of all the measurable
parts that follow from his work. For on his courage in facing
the facts of what he had seen, and describing them, at a time
when Galileo and others had found this approach to be
unfashionable and indeed dangerously heretical, William
Harvey set a standard for all medical scientists. Boerhaave
could not have laid the foundations of clinical practice a century
later without the impetus from Harvey's observations that led
medicine out of the dark ages. Anaesthesia could not have
developed without the knowledge that inhaled gases could
reach the brain and induce unconsciousness; sound pharma-
cology also derives from the knowledge that drugs, given by
mouth or injection, will be carried by the circulation to the
organs on which they must act; and many of our diagnostic
techniques fall into the same category. As this year we
commemorate Harvey's 400th birthday, we are aware that the
solution of many problems in medicine depends on even better
refinement of the basic understanding of circulatory processes.
As physicians and others gather in London and Folkestone

to commemorate Harvey, they will remain conscious of the
important thread that comes back over the 350 years since the
publication of De Motu Cordis: sterile philosophical debates
on the function of the heart and lungs were effectively
demolished by the careful scientific observations of a man of
genius; technical methods may improve, but the quality of
the mind and the way it was used set the scene for progressively
unravelling many of the answers to medical problems. The
greatest error we can make will be to fail to recall the lesson of
careful observation and logical interpretation for which we are
indebted to William Harvey.
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Exotic diets and the infant
In recent years better understanding of brain growth and
maturation in early life has led to concern about the possible
long-term effects of nutritional deprivation in young children.1
Even in the industrialised countries suboptimal nutrition may
occur in utero (in small-for-dates babies), and we are still
uncertain about which food best satisfies the nutritional
requirements of premature babies.2 These considerations
apart, however, there are two further circumstances in Britain
and the United States in which young children's diets may be
nutritionally inadequate. The first of these concerns the Asian
immigrant community in the United Kingdom,3 and the
second arises from the increasing popularity of restrictive cult
diets in the United States.4

In clinical practice there are four main nutritional problems

seen in Asian immigrant children. These are iron deficiency,
rickets, poor weight gain (especially between the ages of 6
months and 2 years), and deficiencies of folate and vitamin
B12. The last of these, though less common, tend to be the
most alarming, since the children frequently present with
very low haemoglobin values of about 3 or 4 g/dl.

Unfortunately breast-feeding has become uncommon in the
Asian community in Britain. The type of dietary restriction in
these families is largely governed by religious belief: Hindus
tend to be lactovegetarian, while Moslems have dietary customs
similar to those of orthodox Jews, eating no pork, and other
meats only after ritual slaughter (halal meat is the Muslim
equivalent of Jewish kosher meat).3 Commercially available
baby dinners containing meat are therefore not acceptable to
either of these two communities, and babies tend to be weaned
from the bottle late and on to mainly starchy, low-protein foods
such as soups, puddings, and egg custard. Muslim parents
should be encouraged to introduce halal meats finely ground
into the diets of their children soon after weaning at about 4
months. In view of the size of this community manufacturers
might find it commercially feasible to provide junior dinners
containing such meat. Vegetarians' diets should ideally contain
a mixture of proteins derived from both legumes (about 2000
protein, low in methionine, adequate lysine) and cereal grains
(about 10°,, protein, low in lysine,- adequate methionine).
Drinking milk and eating milk products and eggs should be
encouraged in those less strict vegetarians who will eat them.
In a strict vegetarian diet iron and calcium may be provided
from legumes, green leafy vegetables, grains, and some nuts.
Vitamins D and B12 should be provided as supplements or in
fortified vegetable foods.

In the USA there has recently been a growth in the number
of young adults who eat cult diets. Among these are vegans,
members of various yogic sects, adherents of the yin and yang
philosophy, Seventh-Day Adventists, and those who keep to
the zen macrobiotic diet. Ofthese, the Seventh-Day Adventists,
being lacto-ovo-vegetarian, are the least restricted and their
diet is usually adequate. The vegan diet is a strict vegetarian
diet and therefore likely to be deficient in vitamins D and B12.
The most dangerous of these diets, however, is the zen
macrobiotic diet.5 Its adherents progress through ten stages of
increasing dietary restriction until they are taking only cereals.
Severe nutritional deficiencies may result. A zen macrobiotic
infant food called kokoh has been associated with severe
malnutrition in infants.6 In a recent study of the growth of
preschool children from vegetarian families in Boston7 nearly
all vegetarian mothers were found to have breast-fed their
babies, but they tended to wean late. This late and inadequate
weaning was thought to be the cause of the slow growth in
these vegetarian children in their first two years. After the age
of 2 there was some catch-up, with the vegetarian children
tending to have slightly increased growth rates compared with
normal.

Hippocrates believed that medicine "was founded for the
health, preservation, and nourishment of man, and to rid him
of that diet which caused pain, sickness, and death."8 Doctors
need still to be aware of their patients' nutritional inadequacies
and to provide sound dietary advice. In most instances such
advice can be compatible with a respect for the patients' own
customs and beliefs, but when those beliefs cannot be squared
with adequate nutrition it is the doctor's duty to say so-and
this duty becomes the more compelling when the development
of young children is at risk.
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No-fault liability
Five years after its appointment, Lord Pearson's Royal
Commission on Civil Liability and Compensation for Personal
Injury' has submitted an encyclopaedic, but disappointingly
unimaginative, report for the Queen's consideration. Naturally
there is much to be welcomed, including the recommended
,4-per-week tax-free benefit to be paid (in addition to child
benefit) to all severely handicapped children from the age of
2 years, regardless of the cause of their disability. The commis-
sion has also dealt with the question of vaccine damage.
Disregarding their fears that the public might see in a special
scheme of compensation an admission that there were real
dangers in vaccination, they suggest that the Government or
the local authority concerned should be strictly liable to
children and adults caused injury by vaccination programmes.

It would be churlish not to welcome the recommendation
of a compensation scheme, irrespective of proof of fault, for
injuries suffered in road accidents. In Saskatchewan such a
scheme has existed since 1946, but in Europe Sweden is the
only country at present paying such compensation. Lord
Pearson suggests that the British scheme should be run by
the Department of Health and Social Security on the model
of the present Industrial Injuries benefit, though it would
extend to non-earners. The necessary money to meet
the estimated [28m extra cost after five years (rising to
,£54m on maturity) would come from a penny-a-gallon levy
on petrol. Against this extra cost must be set a saving of
£40m on the present compensation payable on proof of fault.

Recent studies cited by the commission show that only
25% of those injured on the roads and 10-5% of those
injured at work obtain compensation based on proof of fault
("tort compensation"). Overall, only 6 50% of all people
injured receive tort compensation, and for children under 15
the figure is a dismaying 1 . The commission's essentially
conservative bent (there were a total of six lawyer members) is
shown by their advice that tort liability should be retained to
supplement the no-fault road-accident compensation scheme.
At the same time they have resisted proposals that the burden
of proof should be reversed, so that, for example, a motorist
involved in an accident, or an employer in the case of industrial
injury, should have to show that no negligence by them
caused the injury if they were to escape the payment of
compensation.
As the figures for compensation show, the common law

action for damages based on proof of negligence is a "forensic
lottery," originating in the common law's sentiment that the
wrongdoer must pay for his offence. Today this seems
mediaeval to the point of barbarism: compensation turns on
such fortuitous circumstances as the nature of the accident,
the presence of witnesses, and the means of the defendant.
In April 1974 New Zealand tackled the common law's
deficiencies root and branch. All rights to claim damages for
accidental injuries were abolished and in substitution the

Accident Compensation Commission was set up to pay
compensation to all accident victims through a State-run
insurance scheme. The awards made are periodically reviewed
for inflation, and include lump sums for loss of bodily function
and periodical payments that are related to earnings. The
latter have a fixed ceiling, so that high earners require extra
insurance, especially as their remedy in tort no longer exists.
Lord Pearson's caution is most plainly shown by the

commission's belief that the New Zealand scheme has not
been working long enough for its effectiveness or desirability
to be assessed. The commission has therefore recommended
that no-fault compensation should be confined to road
accidents. Unlike in New Zealand, victims of road accidents
will not be prevented from suing in tort, but will have to give
credit for any no-fault compensation. Though the commission
sees tort as the "junior partner" to social security, tort will
clearly remain the primary remedy for all major injuries,
including industrial injuries, provided that fault can be
established. As regards tort and industrial injuries, Professor
Richard Schilling dissents from the remainder of the com-
mission. He believes (following the view of the Robens
Committee) that litigation by the employee against the
employer is counter-productive to good industrial relations
and safety at work. A further disadvantage is that action in
tort with all its delays tends to militate against the victim's
speedy recovery.
The commission's recommendations in relation to injuries

caused by medical treatment are particularly disappointing.
Since negligence in medical treatment results in injury to the
patient, it is not unreasonable to treat negligence by doctors
or other health workers differently from that of other pro-
fessional men. In recent years numerous plaintiffs who have
suffered serious harm as a result of medical treatment have
failed to secure compensation. Two particularly striking
examples were reported in the BMJ in 1975: in the first case2
an axillary aortogram resulted in serious neurological com-
plications, but the judge dismissed the action because he held
that the proximity of the nerves of the brachial plexus to the
point of puncture in the axilla meant there was always a danger
of injury to the nerves of the arm however skilfully the
operation was performed. In the second case3 damages were
refused to a 57-year-old man who had had sclerosant fluid
injected into an artery while undergoing Fegan's compression
sclerotherapy behind the medial malleolus. At the trial
evidence was called on either side (which must have been of
little consolation to the plaintiff) about whether the medial
malleolus was a safe site for injection. A substantial body of
opinion supported the defendant, and the judge therefore
rightly dismissed the claim. As our legal correspondent said
at the time, the judgment "supported the argument that a
technique's possible hazards or side effects can, if infrequent
enough, be justified by the technique's benefits, if great
enough."

But what is to be done for the victim of an infrequent
hazard? We must not forget that the repercussions of a
successful action are quite different for a defendant who is a
doctor than for one who is a car driver, since the judge can
award damages only by damning the reputation of the doctor
simultaneously. The Royal Commission shows no sign of
awareness of this judicial dilemma and for reasons that are
far from clearly expressed they have shied away from any
no-fault scheme for compensation for medical accidents as
exists in New Zealand and Sweden. Primarily they seem to
have been concerned about proof of causation, but difficult
questions of causation confront the courts every day and equal
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