
BRITISH
MEDICAL
JOURNAL

LONDON SATURDAY 5 FEBRUARY 1972

Rothschild and Medicine
The dust has yet to settle from the explosion set off in
medical and scientific circles by the publication in December
of Lord Rothschild's proposals1 for reform of the framework
of Government research and development. The Select Com-
mittee on Science and Technology, which began its hearings
on 26 January, is expected to sit until Easter,2 and a White
Paper will probably appear soon after that. Meanwhile
letters still appear in The Times almost daily from distin-
guished scientists-the majority medical or from the related
sciences. Last week the Medical Research Council sent to
the select committee its rebuttal (printed in full at p. 357)
to the Rothschild approach. On p. 386 is a report of what
Lord Rothschild told the Committee.

Lord Rothschild's proposals are based on the principle
that applied research must be done on a customer-contrac-
tor basis. This principle he regards2 as "self-evident" rather
than one needing argument or evidence to justify it, and it
may well be that in some of the scientific fields supported
by Government finance he is right. So little has been heard
from other scientists and so much from doctors that some
observers may have lost sight of the fact that Lord Roths-
child (and Sir Frederick Dainton, whose report was pub-
lished in the same Green Paper) were asked to. review
arrangements for research in all scientific fields, not just
medicine. The Medical Research Council's budget for 1971-
72 is £22-4 million; but those of the other four research
councils total £87-1 million, while the expenditure on research
and development by the Health Departments, £1IO9 million,
is less than 2% of the total budget for these activities for all
Government Departments. Medical research is therefore
a minority interest in the dispute though the damage a
wrong conclusion could do to it would be immense. In the
medical context the Rothschild proposals would lead to a
reduction in the budget of the M.R.C. and an increase in
the research funds of the Health Departments so that in
future the procedure would be, in Rothchild's words, that
"the customer says what he wants; the contractor does it
(if he can); and the customer pays." But it would also lead
to a subtle yet damaging change over the whole relationship
between the Government and M.R.C.-a matter to which
the founders of the M.R.C. attached high importance and
which their successors today also value highly.

In the debate on the Rothschild proposals, as so often
happens when feelings run high, two separate issues have be-
come confused: is the customer-contractor theory of research
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valid for medicine, and should the Health Departments get
a bigger slice of the available research funds? And a third-
the need for the M.R.C. to be independent-has been hardly
mentioned. Some have asserted that in the past too little
medical research has been relevant to the practical needs of
the community. Major causes of human misery, such as
chronic mental illness, have seemed to receive little attention
while efforts have been concentrated on intellectually attrac-
tive scientific advances. Look at the Manhattan project for the
atomic bomb, runs that argument: whatever the problem, if
enough money is made available research staff of high quality
will be attracted and a solution found. Greater priority should
be given to practical, mundane illnesses such as peptic ulcer
and varicose veins and cures will be discovered. But this is a
naive view. What Government is prepared to pay the sort
of money moonshots or atomic bombs attract? What prob-
lem will be solved ad hoc unless the resources in trained and
imaginative men, techniques, and the rest are there, or within
sight? If President Nixon's assault on cancer proves as suc-
cessful as was President Kennedy's on the moon, then-and
only then-will it be time to reconsider the assumptions
on which the M.R.C.'s success has so far been based.

In pracidcal terms, no one could seriously suppose that a
reversal of the present 2: 1 ratio of the budgets of the
M.R.C. and the Health Departments would lead to significant
changes in the kind of medical research that would attract
Government support. As things are several research units
receive funds jointly from the M.R.C. and the Department,
and the work of any given unit is no certain clue to its
financial backer. Advice on research is given to both bodies
by the same small circle of distinguished experts. They are
unlikely to change their views in a journey across London.
Feasibility in the light of current knowledge is likely to re-
main the crucial factor in assessing a project. Perhaps there
is a failure of communication here, and the M.R.C. should
do more to tell public and Parliament of its reasons when it
declines to make a frontal attack on some obvious social
scourge. But the Manhattan project approach requires finance
of a very different order to that currently available for medi-
cal research. In recent years there has been a trend towards
greater support for research in the fields of social medicine
and psychiatry, and this is welcome. Had the Departments
had no voice in research spending in the last decade then it
would be reasonable to argue that they should be given one;
but in practice the Departments have had ample funds for
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their own research as well as good relations with the M.R.C.
at all levels. There is nothing to suggest that the Depart-
ments have had requests for help refused by the M.R.C.

But because relations between the two have been good in
the past is no reason to suppose that the Rothschild pro-
posals would have only minor effects. Throughout the world
medical scientists envy British doctors for having an inde-
pendent M.R.C. Its freedom to support projects it thinks
worthwhile is essential to that reputation. Applicants for
support for research projects know that they will be assessed
objectively by practising scientists; such impartiality is not
associated with Government departments. This taint-unfair
though it may be-was recognized as long ago as 1918,
when Lord Haldane recommended that the Medical Re-
search Committee (as it then was) should be independent
of the Department which its efforts would most nearly affect.

Furthermore, any cut in the budget under full M.R.C.
control would be particularly unfortunate at present, when
cuts in Government expenditure have already adversely
affected university research. Many university medical de-
partments are now heavily supported by the M.R.C., and
any reduction in this support might force them to close.
There is not a shred of evidence that transfer of funds to
the Department from the M.R.C. would have any practical
advantages. The customer-contractor principle is only very
marginally applicable to medical research. Medicine is not
neatly divisible into basic and applied; staff need reasonable
security; and research workers set a high price on their inde-
pendence. Closer co-operation between the Department and
the M.R.C., as suggested in the latter's memorandum to the
select committee, is an obvious move in the right direction
and should lead to any practicable increase in consumer-
orientation of medical research. It would be a tragedy to
hazard a world-famous institution for doctrinaire reasons
alone.
1 A Framework for Government Research and Development. London,

H.M.S.O., 1971.
2 The Times, 27 January 1972.

Brachial Plexus Birth Injury

The roots of the brachial plexus may be damaged during
difficult deliveries, particularly if extreme lateral flexion of
the neck occurs or if traction on the shoulders or arms is
required. This type of birth injury is not common. The
frequency in one New York hospital in 1962 was 04 per
1,000 births.' Complete recovery of function has been re-
ported in 13 %2 to 18%3 of cases, while appreciable motor or
sensory deficits remain in some 40%. Minor damage to the
roots of the plexus with haemorrhage into the nerve sheaths
may be followed by rapid and complete recovery, whereas
restoration of function may be more prolonged and less com-
plete after avulsion of the roots from the spinal cord. Re-
covery within six months is nearly always total, but minor
degrees of weakness or partial disturbance of function are seen
in those showing recovery during the first year.4

Historically, brachial-plexus injuries have been divided
into upper (Erb-Duchenne) and lower (Klumpke) plexus
palsies, which produce paralysis of proximal and distal
muscle groups respectively. In practice the clinical picture
is seldom so well defined, particularly during the first one
or two weeks of life, when the extent of the paralysis may
diminish appreciably. Lesions of the upper plexus (C5-6

or C5-6-7 roots) are much commoner than of the whole
or of the lower plexus.5 Lesions of the upper plexus have a
relatively better prognosis as a recent study showed.4
Permanent weakness or deformity was reported in
two out of ten infants with C5-6 injuries, in three out of
ten with C5-6-7 root injuries, and in three out of the
five in whom all the roots of the plexus had been damaged.
Complete or partial recovery of function was seen in one-
third of all the cases, and it occurred within the first year
of life.
The fact that spontaneous recovery may occur is not an

indication to delay treatment. Contractures can develop
rapidly during the first six months and cause functional
impairment later. Splinting does not prevent contractures
unless it is combined with repeated passive movements.2
As power returns to the limb, active movements can be
promoted by using techniques evolved for cerebral-palsied
infants and young children.6 The later orthopaedic manage-
ment of the results of injuries to the brachial plexus has
been studied in detail.7 Early galvanic stimulation of the
denervated muscles has much experimental evidence to
support it,8 but whether the benefits outweigh the discom-
fort and sometimes pain is questionable.
The physical signs associated with injury of the upper

plexus are nearly always unilateral. The limb is held in
shoulder adduction and internal rotation, with the elbow
extended and the forearm pronated. Wrist flexion with some
finger extension also occurs, to give the classical "waiter's
tip" posture. This is a grossly abnormal arm position for a
full-term newborn baby, whose upper limbs are generally
symmetrical with flexed elbows and closed fists. The para-
lysed arm does not respond fully in the Moro response,'0
and the asymmetrical weakness or paralysis of the biceps
muscle may be detected by the lack of normal recoil of the
forearms when the elbow is passively extended and then
released. The biceps jerk may be absent, but the hand grasp
is usually present. Occasionally a radial nerve palsy may add
to the physical signs in the forearm, wrist, and hand. An
area of subcutaneous fat necrosis overlying the radial groove
of the humerus offers a clue to the existence of an additional
peripheral nerve injury." A haematoma may be palpable in
the supraclavicular region, or chest movements may be re-
duced on the affected side, possibly with some respiratory
distress, suggesting phrenic nerve injury.

Injuries to the whole plexus are more likely than partial
injuries to be associated with some paralysis of the opposite
arm, but the physical signs are usually asymmetrical.
Damage to the spinal cord may produce signs of an upper
motor neurone lesion in the lower limbs. The totally para-
lysed arm lacks muscle tone, tendon jerks, and sometimes
sensation. It is therefore entirely limp, and its posture at
all times is determined by gravity alone. Recovery of the
upper roots may be rapid, and the clinical picture then
becomes one of a distal palsy with wrist drop, ulnar or radial
deviation of the wrist, and an absent or weak hand-grasp
response. Sometimes ptosis and meiosis of the homolateral
eye are seen because of damage to fibres of the sympathetic
nervous system in the first thoracic root.
The basic principles of management apply to these types

of palsy. When muscle imbalance produces unusual postures,
it should be corrected by splinting, and all joints should be
subjected to repeated passive movements. Damage to bones
is likely to add to the generally poorer prognosis which
these more extensive plexus injuries have, and disorders of
function, both motor and sensory, and impairment of growth
of the limb are likely to follow.
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