
condition -for when treating some of these generalised
conditions the foot is often forgotten and neglected and the
opportunity to prevent deformity may be missed. Though
serious neurological disorders are usually obvious, the
development offlat feet may be the first and only manifestation
of mild cerebral palsy. Tight heel cords may lead to eversion
of the hind foot in an attempt to compensate for the contracted
tendoachilles. This can happen at any age but often occurs
during a growth spurt, and the child may be as old as 10 before
symptoms occur.

Congenital bone deformities causing flat feet are rare; the
feet are usually rigid, such that the deformity cannot be
corrected easily by gentle manipulation and may be painful.
Early diagnosis is mandatory to prevent secondary changes in
other associated tarsal joints.
When there is a recognised cause for symptomatic flat feet

the appropriate surgical procedures include lengthening the
tendoachilles, reduction of the talonavicular and talocalcaneal
subluxations in vertical talus, excision of a tarsal coalition,
and excision of the accessory navicular. These procedures can
relieve the symptoms successfully and lead to restoration of a
normal functioning foot. By contrast, when the flat foot is
painful and mobile without a recognised primary lesion
surgery has had a chequered history, and few procedures have

stood the test of time. Certain guidelines have been laid down
and help to emphasise the need for the surgeon to make a
careful assessment of both the feet and the patient.3 Firstly, do
not operate for cosmetic reasons but only when there is
considerable pain; secondly, the patient must be made aware
of the consequent loss of movement and its implications; and,
thirdly, most successful arthrodeses are of the subtalar joint
either alone or in combination. Extra-articular procedures,
such as osteotomy of the os calcis, have the advantage of
correcting the flat foot deformity while maintaining joint
function and not affecting growth in the child. These
procedures enjoy a higher success rate in the longer term.4
Numerous other procedures have been described -but in the
main they should be dismissed or even condemned.5

M A SMITH
Consultant Orthopaedic Surgeon,
St Thomas's Hospital,
London SEI 7EH

1 Rose GK. Pes planus. In: Jahss MH, ed. Disorders of the foot. Vol 1. Philadelphia: WB Saunders,
1982 :486-520.

2 Morley AJM. Knock-knee in children. BrMedJ 1957;ii:976-90.
3 Crego CH, Ford LJ. An end result study of various operative procedures for correcting flat feet in

children. J Bone3'oint Surg[Am] 1952;34:103-6.
4 Phillips GE. A.review of elongation of oscalcis for flat feet.J BoneJroint Surg[Br] 1985;65:15-8.
5 Barry RJ, Cranton PE. Flat feet in children. Clin Orthop 1953;181:68-75.

Forensic pathology: a blinkered report

Britain needs medicolegal institutes along European lines

The state of forensic pathology in Britain has been a matter of
concern for some time.' 2 The fact that many of the forensic
pathologists ofEngland and Wales are about to retire, some of
them not to be replaced, prompted the Home Office to
establish a working party to review the organisation and
funding of the service. Five years later the working party has
produced 25 pages of text and recommendations,3 which may
well please the police, the government (which has accepted
the recommendations), and some forensic pathologists but
which fail to tackle the main problems.

Forensic pathology has been provided haphazardly ever
since 1944, when the Home Office started to provide coroners
and provincial police forces with a "list" of pathologists
qualified to deal with suspicious deaths. Of the 45 path-
ologists now on the list, 22 work in the NHS, 12 in London
medical schools, 10 in provincial medical schools, and one in
independent practice. The annual cost of the service has been
estimated at Elm (since acknowledged to be an under-
estimate), of which only a small part is paid by the Home
Office and police. Most of the cost is borne by the universities,
the NHS, and the pathologists themselves. The fees paid to
pathologists for Home Office work are inadequate given its
unpleasant nature and unsocial hours and compare unfavour-
ably with those paid for routine coroner's necropsies. In
London, moreover, forensic work for the police is done free,
mainly by the staff of four medical schools, much of the rest of
whose time is taken up with carrying out routine coroner's
necropsies to provide money to finance their departments-
which would otherwise close. Indeed, some pathologists,
including three professors, have been told by their univer-
sities that they will not be replaced when they retire. In short,
as the working party puts it, "The forensic pathology service
of England and Wales consists of a group of independent

medical practitioners who, pro bono publico, are willing to
put their considerable expertise at the disposal of the police
and the courts."
The time taken by the working party to produce its report

raised hopes that it would propose some radical solutions.
Instead, its proposals are based on the belief "that it would be
wrong to change the basic structure of our present service
whereby highly skilled individuals support the police . . .

but retain their professional independence . . . whether as
academics or as hospital consultants." What is proposed
therefore is a package of measures designed to shore up the
existing arrangements, even though, as the working party
correctly points out, these "cannot be relied upon to continue
to meet the needs of the police in the 1990s and beyond." A
police advisory board for forensic pathology will advise the
Home Office on all matters relating to forensic pathology and
issue guidance to the police; the Home Office "list" is to be
used for accreditation; the police in London will start to pay
for their forensic pathology; fees are to be increased; the
Home Office will fund senior lectureships in university
departments, including the full costs of training two or three
new forensic specialists each year; and some of the police's
research and development funds are to be directed towards
forensic pathology and related specialist disciplines.
The report makes no mention of the fact that Britain is

almost unique in Europe in isolating forensic pathology from
the rest of forensic science. It notes that toxicology, bio-
chemistry, and analysis of weapons material have all become
disciplines in their own right, so that "legal medicine now
depends more than ever upon the close co-operation of
experts in medicine and science." Yet it does not even
mention the European medicolegal institutes, most of which
provide a comprehensive forensic science service, including
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pathology, for all forms of criminal and civil legal practice.
Home Office regional forensic science laboratories serve only
the police and prosecution service and exclude pathology.
Apparently the working party visited the Copenhagen Insti-
tute, but it is not mentioned in the report, and the medicolegal
institutes in Germany, which enjoy a worldwide reputation,
are ignored.
Any suggestion that forensic pathology might be "sub-

sumed" within the forensic science service is rejected outright
by the working party, which sees the role of the Home Office
as "strictly limited to ensuring that the 'market' for forensic
pathology services is such that supply and demand are
equated without any sacrifice of quality." Accordingly, the
report goes no further than suggesting that "within the Home
Office, responsibility for the forensic pathology service
should be related to that for forensic science." There is a
passing reference to the Trenchard committee's proposal in
1936 that there should be a single forensic medicine institute
in London, but the working party thought that the concentra-
tion of all London forensic pathology work in one place would
have a serious effect on the four London departments and
their medical schools.
The report assumes throughout that any radical reorganisa-

tion would damage a forensic pathology service that is
"recognised to be among the best in the world," and that there

would be serious consequences for both undergraduate and
postgraduate training in forensic medicine and pathology.
Although the working party referred to the finding of a
European Community working party that standards of pro-
ficiency in forensic medicine in Britain fall far below those
expected of a doctor free to practice medicine in other
European countries, it nevertheless refused to consider the
organisation of forensic pathology services in those countries
and the effect that they have on relevant medical training.

Forensic pathologists may be expected to welcome this
report because it preserves their exceptional degree of
independence. The police will be relieved that it managed to
avoid any reference to their exclusive access to the regional
forensic science laboratories-an unfair advantage that sits
uneasily under an adversarial system of justice. The govern-
ment will be the most relieved because its acceptance of the
report conveniently postpones the inevitable and radical
reorganisation of the service, which is so long overdue. The
verdict of posterity, however, will be a different matter.

J D J HAVARD
London NI 3DL

1 Knight B. Forensic pathology: the chronic crisis. BMJ 1985;291:1145.
2 Brodrick N. Report of the committee on death certification and coroners. London: HMSO, 1971.
3 Home Office. Report ofthe working party on forensic pathology. London: HMSO, 1989.

Regular Review

Ultrasonography in the diagnosis of renal obstruction

Sensitive but not very specific

Intravenous urography has been a mainstay of the diagnosis of
renal obstruction for many years. One of the principal signs it
shows is dilatation of the pelvicaliceal system and ureter
proximal to the site of obstruction. Not all dilated collecting
systems, however, are obstructed, and various urographic
criteria are used to identify non-obstructive dilatation.'

Urography requires using ionising radiation and contrast
medium, both ofwhich carry small risks to the patient. About
5% of patients develop minor side effects,23 less than 0-1%
develop major complications, and the mortality with ionic
contrast media is between 1 in 40 000 and 1 in 75 000.24

Recognition that the cheaper and less invasive technique of
ultrasonography can detect dilatation of the collecting system
has led to its widespread use in place of urography to diagnose
obstruction.' Recently, however, doubts have been voiced
about the reliability of the procedure after reports of patients
with obstruction in whom no dilatation was shown by
ultrasonography.6"-' One commentator claimed that "ultra-
sound is not good at detecting dilatation of the pelvicalyceal
system and is subject to false positive and false negative
errors."" This review will reconsider the value and place of
ultrasonography in diagnosing renal obstruction with partic-
ular attention to its sensitivity and its ability to separate
obstructive from non-obstructive causes of dilatation.

Urographic diagnosis of obstruction
Intravenous urography identifies urinary tract dilatation

caused by obstruction. The excellent detailed images it
provides of the pelvicaliceal system allow detection of mild

caliceal blunting-the earliest sign of dilatation of the
collecting system. Provided that the obstructed kidney
excretes sufficient contrast medium, urography will show the
anatomy of the pelvicaliceal system and ureter down to the
site ofobstruction. At the obstruction there will be a partial or
complete hold up of the passage of contrast medium, which,
together with delayed pelvicaliceal filling, indicates that the
dilatation is obstructive. In acute obstruction, often caused by
ureteric calculus, further evidence ofobstruction will be given
by a nephrogram, which increases in density with time.

Carefully conducted urography will also identify most
non-obstructive causes of pelvicaliceal dilatation. The most
common are distensible systems, usually after obstruction or
after infection during pregnancy'2; vesicoureteric reflux; and
congenital variants and anomalies-for example, extrarenal
pelvis, megacalix, and megaureter.

Distensible systems appear dilated in the early urogram
films but drain on the later ones.'2 Vesicoureteric reflux
should be suspected if there is variable dilatation of the
pelvicaliceal system and ureter during urography or if
dilatation predominantly affects the lower ureter. In non-
obstructed extrarenal pelves the contrast medium washes out
after intravenous frusemide, whereas in pelviureteric junction
obstruction the pelvis distends further and the patient usually
experiences pain. Most congenital anomalies causing dilata-
tion show typical features at urography-for example, in
congenital megaureter there is usually a narrow ureteric
segment proximal to the bladder. '4
A source of potential confusion in the diagnosis of obstruc-

tion is the absence of any relation between the degree of
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