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consequence of failure and is apt to be chronic, disabling, and
resistant to intervention.12
The spatial functions of the dominant hemisphere are

concerned with the control of changes in posture, and its
complex verbal and praxic functions derive from such
control."' Damage may impair the acquisition of motor
skills,'3 especially those requiring rapid movement.'4 Apraxia
may be a prominent feature-the inability to perform purposive
or complex movements, despite intact mobility, sensation, and
co-ordination.') These features may arise from lesions in the
dominant hemisphere, both hemispheres, or occasionally (as
with dressing apraxia) the non-dominant hemisphere.

Apraxias may not only be acquired: they may be recognised
as developmental defects in clumsy children.) They are less
likely to be troublesome in left-handed people.'" Bilateral
apraxia, with disconnection between the idea of the movement
and its motor execution (ideomotor apraxia17) or a defect in the
actual handling of objects (ideational apraxia' 7), is due to
lesions near the supramarginal gyrus of the dominant hemi-
sphere, and often coexists with aphasia. A lesion underlying
Broca's area and the left motor cortex may result in an
expressive aphasia, right hemiplegia, and a "sympathetic"
apraxia of the non-paralysed left arm.'8 "I A pure articulatory
apraxia has been described,21' and apraxias may affect the
faciocranial musculature, arms, trunk, and legs in descending
order of frequency.2'
More specific apraxias are also recognised. Constructional

apraxia affects assembling and drawing22 23; it occurs twice as
frequently2' and with greater severity25 when the lesion is on
the right side. Left hemisphere lesions disrupt the sequencing
of movements necessary for constructional activity, whereas
two- or three-dimensional visuospatial defects underlie right
hemisphere lesions.2" 23 Ocular apraxia27 (inability to move the
eyes to command) may occur with lesions of either hemisphere.
Apraxia of gait may result from bilateral frontal lesions2" or
from damage in the posterior temporal regions mediated via
Turcks's tract.21 There may be inability to correct postural
errors even when attention is drawn to them (apraxic astasia)
or inability to walk, although walking can be simulated while
lying down (apraxic abasia).'
The basis of apraxia is uncertain. Brodal2" argued that it is

due to loss of the capacity to permit automatic performance of
movements organised at spinal level; whereas Brain1"
considered the distinction between apraxia and agnosia to be
ill defined, and Ettlinger3"1 emphasised that apraxias are
language dependent in so far as they are movements in
response to commands. The failure may be in kinaesthetic
memory:" or feedback32 or a failure to process information at a
normal rate.:33

Whatever the merits of the theories, however, the value of
active rehabilitation in overcoming these neurophysiological
handicaps is undoubted.34 Thus greater success could follow
more accurate diagnosis and treatment, and relatively simple
measures may be of immense help. Recounting his own
experience after a stroke, Brodal2" commended the value of
passive movement in making functional movement easier.
Hurwitz and Adams:15 saw the essentials for the restoration of
motor function as including an emphasis on normal postural
settings and patterns of movement rather than on muscle
strengthening; on sensory input and awareness of activity in
hemiplegic limbs; and on the initiation of movements from the
proximal muscle groups.
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Renal carbuncles

Doctors continue to see renal carbuncles,' though the pattern
of pathogenesis is changing. Before antibiotics were available
there was a well-established association between renal car-
buncles and staphylococcal infections elsewhere, and the
recognised route of infection was via the blood stream. Gram-
negative organisms, however, possibly from ascending
urinary infections, are increasingly being found in the car-
buncles. Vesicoureteric reflux in children, obstruction of the
pelviureteric junction, and lower urinary tract infections may
be coincidental findings. Although patients debilitated by
drug addiction or immunosuppression and diabetics are
especially at risk, instances have been reported in healthy
individuals.
The patient usually presents with loin pain and fever sug-

gesting a renal cause for his symptoms. He may be acutely ill
with septicaemia or may have a history of more chronic
malaise and weight loss, making it harder to differentiate a
carbuncle from a neoplasm. The results of urine analysis are
usually normal if the causative organism is a staphylococcus,
but when a Gram-negative organism is subsequently cultured
from a carbuncle urine culture may show a growth of the
same organism.

Intravenous urography, with or without nephrotomo-
graphy, is mandatory. As with all renal masses, ultrasound
examination should be the next step. Some carbuncles are
transonic but others have internal echoes and therefore
qualify as complex lesions.2 Aspiration of lesions shown by
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ultrasound to be cysts is safe in children and adults,3 4 and will
indicate the underlying cause of the carbuncle. The pus should
be cultured, and an antibiotic instilled into the abscess cavity
may be helpful.
The management of patients with ultrasonically complex

lesions is more difficult. Renal carbuncles do not have charac-
teristic arteriographic features. Early lesions have no abnormal
circulation, while more chronic ones may show large vessels
that are easily confused with those of renal neoplasms. The
greater resolution of grey-scale ultrasound or computer-
assisted tomography may help to resolve the nature of complex
lesions; but since there is no evidence that needling tumours
results in spread of malignant cells or alters the five-year sur-
vival rates aspiration is not necessarily contraindicated.)
Ultrasonically guided aspiration of a renal carbuncle may have
advantages,'; not only confirming the diagnosis and providing
fluid for culture and sensitivity testing but also enabling
percutaneous drainage with a polyethylene catheter to be
established.
A range of renal infective diseases exists, from acute

suppurative pyelonephritis to multiple cortical abscesses, renal
carbuncle, and perinephric abscess. Localised infected
parenchymal lesions may respond to intensive systemic
antibictics. Ultrasonically guided percutaneous puncture,
besides providing fluid for culture, may on occasion provide
adequate drainage that makes surgical exploration unnecessary.
Despite the increasing incidence of carbuncles secondary to
Gram-negative infection and the decline of staphylococcal
carbuncles this type of renal lesion is by no means merely a
historical curiosity.
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Failure of the Rothschild
principle
The British taxpayer spends a lot of money on medical
research. In addition to supporting medical schools and post-
graduate institutions the Government provides the /50m a year
currently spent by the Medical Research Council and another
f26m spent by the Department of Health. This large
DHSS research budget is a comparative innovation: the
impetus for its recent spectacular growth came from the
Rothschild report' published in 1971, which argued that
Government departments should have more direct control
over the allocation of funds for "applied" research.

Lord Rothschild had looked at the pattern of state-financed
medical research in the postwar years and concluded that too
little had been spent on practical problems and too much on
theoretical or basic research. He rejected the argument that
fundamental research of that kind might prove to have
important practical applications: "The country's needs are not
so trivial as to be left to the mercies of a form of scientific
roulette," he wrote, suggesting that the DHSS-the customer
-should control more of the available finance for medical
research, so that it could identify the practical priorities and

pay for research into them. As a result of this report the
DHSS appointed a chief scientist to advise on the choice of
suitable projects and it set up a range of research committees
and, later, a dozen or so research liaison groups in which civil
servants met with scientific advisers to formulate research
objectives.
The verdict on this system reached by a Nuffield Working

Party (whose report2 was published earlier this week) is that
it has failed. In particular, says the report, all the attempts to
set up an adequate "customer" organisation to identify
practical research priorities have been unsuccessful: there is no
chief scientist's organisation set up in the way envisaged by
Lord Rothschild; and there is even less accountability for
research spending than before the Rothschild report. Despite
the vast amount it spends on research the DHSS gives very
little information about how it uses this money. DHSS
research is "certainly of more than private Departmental
interest and concern . .. yet the present performance cannot
effectively be judged from the DHSS annual research and
development reports." So far, the report concludes, health
services research has produced "few publications-and no
sign of a policy for the future."
What went wrong? Firstly, Lord Rothschild was mistaken

to generalise from principles established in other branches of
scientific research and apply them to medicine. In particular,
his distinction between applied and basic research was
strained. His concept of the research customer may have been
valid in, say, defence, where the generals may be assumed to
know what sort of tank they need, but had less value in medicine,
where the customer is the DHSS speaking, presumably, on
behalf of patients. Secondly, too much has been made of
success stories of scientists drafted into Government service
and told to design an atomic bomb or a Mulberry harbour.
In practice-and in peacetime-scientists do the work they
find interesting: the motive of good research is curiosity
rather than ambition or financial need. The real achievements
of the Medical Research Council have come from its policy of
encouraging a competitive approach from research workers
seeking its support. Those who most impress the working
scientists on the Council and its committees get the money-
so ensuring that, in general, research funds go to enthusiasts
working on the projects that attract their enthusiasm. Ex-
perience has shown that (except in circumstances as unusual
as war) this approach is more profitable than selecting a
project and then trying to find someone to tackle it. Possibly
in the 1950s and '60s too much attention was given to molecular
biology and too little to schizophrenia or dementia; but the
Rothschild principle has not proved the way to adjust that
balance.
The Nuffield working party's own solution is, firstly, for the

present chief scientist's organisation at the DHSS to be
converted into an independent council modelled on the MRC.
This would provide finance for projects of the kind not
normally supported by the MRC but with the same independ-
ence and the same attitudes to monitoring research
performance and measuring its outcome. Secondly, the report
suggests that an intelligence unit is needed, perhaps a British
equivalent to the Brookings Institution in Washington, which
could survey the whole range of Government activities and for
health look at the quality of care and the directions in which
research and development should be moving.
Much of the recent history of medical research in Britain

reflects the temperaments and abilities of those making the
decisions at the DHSS and the MRC-and the ways they were
helped or hindered by the Civil Service. When he was Chief
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