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investigation but with controls Gray and Katz7 found that the
muscle structure was normal but that the calf muscles were
reduced in size owing to a reduction in the number of fibres
rather than in their size. This explains the pipestem calf so
often seen in association with clubfoot-an abnormality which
is often blamed on the treatment with its prolonged immobili-
sation in plaster casts.

Treatment cannot begin too early. The vital period is from
birth to 1 year, for if the defect is not corrected during this
phase success is unlikely in the future. Denham has observed
that the bones are the soft and vulnerable elements of a baby's
foot, whereas the ligaments are resistant8; continued attempts
at correction may cause compression of the dome ofthe talus or
produce a rocker-bottom sole as a result of a coronal breach of
the foot in the midtarsal area.

For treatment clubfeet fall into two broad categories, those
which are very easy to correct and those which are severe and
resistant.9 When children with defects in the first category are
seen shortly after birth the foot can be corrected almost at once
to the neutral position or beyond by gentle stretching without
an anaesthetic. Full correction can be produced rapidly by
frequent manipulations supplemented by the support of
strapping or plaster casts. This type offoot is recognised by the
ease with which the heel can be seen and felt, and the defect
should be looked on as a persistent fetal position. In clubfeet
of the second type the calcaneum may be difficult to feel, and
careful palpation will show that it is tucked up behind the tibia.
After preliminary stretching and strapping, early operation-
at 4 to 6 weeks-is advisable. The operative correction is
performed through a posteromedial approach, the aim being
to divide and lengthen all the tight structures holding the foot
in the equinovarus position such as the tendo Achillis, the deep
flexor tendons, and the posterior capsule of the ankle and
subtalar joints. Release of a tethering band on the lateral side of
the ankle may make the problem of full correction easier.10
Surgical treatment usually needs to be followed by a period of
immobilisation in plaster and later by the use of splints such as
the Denis Browne bootee.

Regular and careful supervision is mandatory throughout
the period of growth. Radiographs are of value in assessing the
quality of the reduction but are difficult to interpret in the
child under 1 year-since the ossification centre of the talus is
not always centrally situated in the bone.'1 The centres of
ossification are usually late in appearing and the navicular may
not be seen until after the third year. There are also practical
problems in positioning the infant's foot accurately to obtain
standard views. Any tendency to relapse (sometimes disputed
as incomplete correction) may be overcome by additional
surgical procedures to balance the foot, such as tendon trans-
fers or osteotomy of the calcaneum. Sometimes final correction
may be achieved only when the foot has fully grown and a
triple arthrodesis can be carried out: removal of appropriate
wedges from the subtalar and midtarsal joint ensures a planti-
grade foot. This type of correction, however, is essentially a
confession of failure, as it is brought about at the cost of a rigid
hindfoot.

Effective management during the growth period will result
in plantigrade and mobile feet which are painless and allow a
wide range of physical activities. The patient's satisfaction
correlates with the mobility at the ankle and in subtalar and
midtarsal joints.'2 Nevertheless, evaluation of the results of
treatment is difficult, and few studies have followed children
from infancy to the end of growth with careful documentation.
A 30-year follow-up study in Sweden of 106 patients aged 27-33
years found that 88% of the feet surveyed did not look

normal.13 One-fifth of the patients had some discomfort such
as pain, tiredness, or instability. Half of the men with uni-
lateral clubfoot and a quarter with bilateral deformities could
take part in active sports, mainly ball games. Most were able
to wear "shop" shoes but 14 needed insoles or modifications to
the heels or soles of their shoes and four needed orthopaedic
footwear. Two-thirds of the patients seen for review had an
abnormal degree of wear on the lateral side of their shoes.

Steady progress has been made in the treatment and under-
standing of clubfeet over the past 50 years, but much remains
to be done.
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Compensation: who cares?

Perhaps we need a new disaster if Britain is ever to get a
juster and more efficient system of compensating the in-
capacitated-because only disasters make things happen.
The long-drawn-out battle for compensation for the victims
of the thalidomide tragedy led the Government to set up in
1973 the Pearson Commission to consider compensation for
death or personal injury.1 The commission was not asked to
consider the possibility of compensating all incapacitated
people, but it nevertheless laboured over its limited remit for
five years and made some far from revolutionary proposals.
Many of its suggestions amounted to a continuation of the
status quo, but it did recommend a no-fault system (injured
people would be compensated from a central fund without
having to prove fault on anybody's part) for road injuries, and
the introduction of strict liability (the injured person would
have to go through the courts but would not have to prove
negligence) for injury by defective products.

Little has happened since: the no-fault scheme for road
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injuries has not appeared, and, although strict liability for
product injury has been taken up by the EEC,2 the new
law and the debate are both lost in the timeless committees
of Brussels. Last year The Times pointed out that our present
system of compensating for personal injury is "capricious,
haphazard, and inconsistent" and said that the issues "should
be argued out in public debate."3 It went on to regret that no
such debate was taking place, and censured this Government
and the last for shelving the Pearson Report and the problem
of compensation.
Few people would argue that the present British system is

acceptable. It is very similar to the one that existed in New
Zealand before 1974 (24 April, p 1243), and which was
criticised by Justice Woodhouse's royal commission of 1967
as a fragmented response to a social problem that "cried out
for co-ordinated and comprehensive treatment."4 Too many
injured people went uncompensated, the commission said;
the common law system was inefficient, slow, and unrealistic-
ally difficult for many of the injured; and rehabilitation was
hindered by the prolonged, adversarial system. Most of these
criticisms would apply to the current British system.

So how can matters be improved? One radical option
would be to sweep away the common law system and replace
it with a no-fault scheme, and that is what has happened in
New Zealand. When representatives of the Pearson Com-
mission visited New Zealand they suggested that Britain
should adopt such a system for compensating road injuries,
but dismissed it mainly on economic grounds-for other
kinds of injury. The Government then ignored even the
Pearson proposals for traffic injuries, but we believe that it
should think again.
A no-fault system can be just, fast, and effective, as the

New Zealand experience shows. Indeed, like the Australians
before them, the New Zealanders have considered introducing
an extended system whereby incapacitated people are com-
pensated by need rather than cause (1 May, p 1323); thus a
person severely incapacitated by disease would receive more
compensation than a person more mildly incapacitated after
being knocked down by a negligent driver. Humane logic
leads inevitably to such a system, and need not be prohibi-
tively expensive. Costing compensation schemes is difficult,5
but the greater efficiency of a no-fault scheme compared with
a full legal system allows more people to be compensated for
the same total expenditure.

Yet here in Britain the pressure of public opinion is pushing
us towards more legal participation rather than less. Con-
sumer groups continue to press for strict liability for product
injury. We understand the concern that drives them on, but
they would be much wiser to push for a no-fault system.
Many of the American States have strict liability for product
injury, and last year we published three articles describing
the unhappy chaos that prevails in the United States.6-8
Here in Britain we need a comprehensive system for

responding to incapacity. Compensation is only one response:
prevention and rehabilitation are two much better ones. The
Accident Compensation Corporation in New Zealand has
responsibilities in all three responses. An examination of both
the successes and the failures of the New Zealand systems
suggests that Britain could obtain the best system in the
world. To do so it should have a system of compensation for
all incapacity from whatever cause overseen by an organisation
that also had a wholehearted commitment to prevention and
rehabilitation.
Royal Commission on Civil Liability and Compensation for Personal
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How valuable is the Review
Body?
Most NHS doctors will be less than satisfied that for the second
year running the Government has interfered with the Re-
view Body's recommendations on their remuneration (p
1487). The country's international crisis and the consequent
political uncertainty, its persisting economic and social diffi-
culties, and the fact that NHS staff-many earning much less
than doctors-are taking industrial action to improve a
management offer of 400 will all doubtless influence the pro-
fession's medicopolitical response to the cut in the proposed
increase from 9%0 to 6%. Dissatisfaction is unlikely to be trans-
lated into militancy.

Short term a continuing 3% loss may not seem worth
making a fuss about; the long-term consequences, however,
cannot be lightly dismissed. Taken with some pointers in the
Twelfth Report, the 1981 and 1982 cuts will erode the real
value of incomes and there could soon be a Health Service
staffed with doctors whose commitment falls steadily from its
present surprisingly high level. The manner in which the
Government has cut the award this year will not improve
doctors' confidence about their pay review system. Paying the
global sum of £90m recommended by the Review Body but
declining to reinstate last year's 3% abatement as implicitly
proposed in the report-an exercise facilitated by the way the
Review Body presented its global recommendations-may be
seen as deft political presentation by Whitehall: to doctors
who recall the Prime Minister's promise about the Review
Body's independence' it smacks of sharp practice that will
provoke widespread cynicism about such promises.

In the circumstances the statement by Sir Robert Clark, the
Review Body's chairman, was remarkably mild (p 1487).
No doubt the BMA's leaders may hear some franker views
when they meet members of the Review Body-probably soon
after the BMJ has gone to press-to discuss their reactions to
the Government's decision.

Meanwhile, Government cuts and percentages aside (and
the estimated changes in the profession's remuneration from
1 April 1982 are given in the Supplement at pages 1487 to
1492, there are some pertinent questions for doctors to ask.
Firstly, do these annual reviews have any value other than a
means of settling the remuneration of the two professions in a
reasonably objective way without regular confrontations with
the Government? Secondly, does this latest report show any
shift in the Review Body's philosophy on doctors' and
dentists' pay? Finally what is the future of this 20-year-old
review machinery ?2
The BMJ believes that the answer to the first question is

yes, for the following reasons. As well as receiving written
evidence, mainly from the BMA's Joint Evidence Committee
(p 1493) and the Health Departments, the Review Body
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