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alveolitis and their management were analysed by Margaret
Turner-Warwick. N. S. C. Rice and B. R. Jones added a
detailed analysis of the symptoms of vernal kerato-conjunctivi-
tis and its management with corticosteroids, acetyl-cysteine,
and sodium cromoglycate.

Credit for organizing this meeting is due to T. Oppe' and
J. Pepys, and for its editing to J. Brostoff. The sponsors,
Unigate, deserve thanks for making the proceedings available
free on request to interested paediatricians and others.

Unigate Paediatric Workshop No. 1, ed. J. Brostoff, Clinical Allergy, 1973,
3, suppl.

Paying for Research
Medical research is one of the very few aspects of health care
where non-government finance makes more than a marginal
contribution. So it is interesting that, according to a recent
estimate' by the Office of Health Economics, it is also one of
the fastest growth areas in terms of money spent. Between
1961-2 and 1972-3 expenditure from all sources-public and
private-went up four-fold, from £26 million to £108 million.
This impressive rise, even allowing for inflation, represents a
far greater rate of increase than that recorded by expenditure
on the N.H.S. during the same period. In short, medical
research seems to have benefited from being able to draw on a
number of different sources of finance, rather than being
entirely dependent on the Treasury.

Still, the trend is towards greater reliance on central govern-
ment finance: a trend which, though at present only slight,
could have long-term implications both for the sort of research
that is carried out and for the conditions in which researchers
work. In 1961-2 government finance, channelled through the
Medical Research Council and the University Grants Com-
mittee, accounted for 58% of the total spent on medical
research. By 1972-3 this had crept up to 61%. The rest was
paid for partly by the pharmaceutical industry and partly by
charities and trusts, the industry's share declining from 30 5
to 26-5%, while the charities' rose from 11-5 to 12-5% of the
total.
Equally noteworthy has been the changing role of the

Department of Health and Social Security. At the beginning
of the period the D.H.S.S. made no direct contribution to
expenditure on medical research. By the end it was spending
£10 million a year. Yet this was before the full effects of the
Government's adoption of the Rothschild recommendations2
which introduced the "customer/contractor" principle, giving
government departments more influence at the expense of the
research councils.

Ifthe Government's role in the financing ofmedical research
is to become both bigger and more direct, then it is crucial that
the system for allocating funds should become more open.
Increasing public participation should also mean increasing
opportunities for public scrutiny of what the D.H.S.S. is
doing, how, and why. Fortunately there has already been some
progress in this direction. The appointment of a Chief
Scientist, Sir Douglas Black, backed3 by "a small team of
scientists of widely varying experience in the medical and
social sciences" from outside the department should help to
ensure that criteria other than administrative expediency will
be applied to financing research. Further, the publication4 of
details of the research funded by the D.H.S.S. allows an
examination of departmental priorities. The hope must be that
these will be vigorously debated since it is far from clear at

present what the Department's policy is: for example, it has
been financing 56 projects concerned with technology and
hardware and 40 using computers as against only eight dealing
with handicapped children-though those projects vary
greatly in cost and scale.

It would be illusory, however, to expect general agreement
about what the right priorities in medical research should be.
Should they be determined by the size of the groups of
sufferers ? Or by the availability of research staff ? Or by calcu-
lations about the likelihood ofmaking a research breakthrough ?
There are no self-evident answers to such questions, under-
lining the importance of diversity both in the source of finance
and in the criteria applied. Since no one has a monopoly of
wisdom in this field, it would be unfortunate if there were a
monopoly of control over funds.

It is precisely because diversity is so desirable that the trend
towards government-financed research requires watching. At
present the danger of an excessive government role in the
funding ofmedical research is still extremely remote; the rapid
growth of charity and foundation contributions is particularly
reassuring, and the main problem remains that of persuading
the government to spend more. But ifthe nationalization of the
pharmaceutical industry, or any part of it, were to become an
active political issue, then the effects on the balance of research
funding ought to be one of the considerations in the debate.
As the report of the Sainsbury Committee5 pointed out, the
pharmaceutical industry has played a major part in the "great
advances in therapeutics during the past few decades," even if
much of the industry's effort was concerned with the "imita-
tion of existing products by the minimum of molecular
manipulation required to circumvent patents."

Since the Sainsbury report appeared, the pharmaceutical
industry has rather lagged behind in the financing of research,
but it is not clear whether or how the balance of the research
effort has changed. As in the case of the public sector, the first
need seems to be for more information before decisions are
taken.

1 Office of Health Economics, Expenditure on Medical Research, Information
sheet no. 25. London, O.H.E., 1974.

2 The Lord Privy Seal, A Framework for Government Research and Develop-
ment. Cmnd. 4814. London, H.M.S.O., 1971.

3 Department of Health and Social Security, Annual Report, 1972, Cmnd.
5352. London, H.M.S.O., 1973.

4Portfolio for Health No. 2, ed. G. McLachlan for the Nuffield Provincial
Hospitals Trust, London, Oxford University Press, 1973.

5 Report of the Committee of Enquiry into the Relationship of the Pharma-
ceutical Industry with the National Health Service (chairman Lord
Sainsbury). Report, Cmnd. 3410. London, H.M.S.O., 1967.

Obsessional Slowness
Discussing' obsessional illness in 1956 Sir Aubrey Lewis was
fully justified in saying that little progress was apparent in our
knowledge or management of obsessional-compulsive dis-
orders. Response to treatment was poor-whether psycho-
analytical, psychotherapeutic, with drugs, or by other means.
Both Lewis2 and Pollitt had found high remission rates but
there was a strong suspicion that these were independent of
the treatment given.

Since then considerable advances have been made in
treatment. Enduring unremitting illnesses with severe
incapacity have long been known to respond to prefrontal
leucotomy, but at the risk of some damage to personality.
More accurate stereotactic surgical techniques are now used
and are devoid of serious risk of such damage4 5; so much is
this so that surgery might well be offered to less severely ill
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patients and to those who have not had to endure years of
suffering.

However, the finality of surgery can often be avoided by
behaviour therapy. Early reports6 up to 1965 seemed to
indicate that obsessional disorders responded less well to
behaviour therapy than anxiety and tension states, hysteria,
and some sexual disorders. Indeed, the presence of severe
obsessions has been held to predict a poor response for
desensitization.7 In the last few years there have been several
accounts of small numbers of patients with obsessional-
compulsive disorders who have responded to modelling
(learning by imitation), shaping (rewarding of a small response
initially but later only of successively larger responses),
flooding (implosion), the discouragement and prevention of
compulsive behaviour between sessions, or by a combination
of several of these methods.A13

As with the treatment of phobias, therapy is directed at
overt behaviour and is designed to enable the patient to
approach the feared object or to resist the compulsion to
perform rituals for increasing periods. Subjective symptoms
such as ruminations have naturally proved far less accessible
to these kinds of treatment.

Recently Rachman14 has reported a direct attack on the
slowness shown by some patients with obsessional-compulsive
neuroses in carrying out ordinary day-to-day routines. He
selected 10 obsessional patients (matched with 10 controls)
who spent an inordinate amount of time washing, shaving,
cleaning their teeth and dressing. In spite of rising early most
ofthem were hardly ready to start the day by 11 a.m. and some
had not completed their preparations by teatime-naturally
with dire effects on their working capacity. One man took 45
minutes to brush his teeth and three to five hours to have a
bath.

In the treatment programme some use was made of modell-
ing, but the main methods used were shaping, prompting, and
pacing (words that explain themselves) with regular reminders
of the passage of time. The pressure to speed up seldom made
the patients more than mildly uncomfortable, but two of the
ten became slower under pressure. One of the more severely
handicapped, who had been admitted to hospital many times
in 20 years and who was seldom ready for lunch before 5 p.m.
has maintained his improvement for two years and is now in
full-time work.
Though speeding-up in the performance of ordinary

routines may have been achieved, Rachman's claim to have
established a new syndrome of primary obsessional slowness
is more questionable. Slowness is not specifically mentioned
in descriptions of the neurosis in textbooks or in the classical
papers on the subject. The excessive time is tacitly assumed to
be spent in compulsive repetitive activity, in rumination, and
in the delays of indecision. In Rachman's study those in whom
slowness was clearly secondary to extensive checking and
rituals were excluded, and even after introspection his patients
found it difficult to say why they spent so long on a simple task.

Fortunately obsessional neurosis is uncommon and clinical
pictures dominated by such extraordinary and crippling
slowness are rare-or seem to be. But these people are un-
obtrusive and often delay for years before seeking treatment.
If further research confirms that behaviour therapy can help
and that the improvement lasts, not only might patients come
forward earlier, but, as has happened before, there might also
turn out to be far more of them than anyone has hitherto
suspected.
' Lewis, A. J., Acta Neuropsiquiatrica Argentina, 1957, 3, 323.
2 Lewis, A. J., Proceedings of the Royal Society of Medicine, 1936, 29, 325.
3 Pollitt, J., British Medical Journal, 1957, 1, 194.

4 Kelly, D., et al., British Journal of Psychiatry, 1973, 123, 141.
5 Bridges, P. K., et al., British Journal of Psychiatry, 1973, 123, 663.
6 Eysenck, H. J., and Rachman, S., The Causes and Cures of Neurosis. London,

Ro itledge and Kegan Paul, 1965.
7Marks, I. M., Fears and Phobias. London, Heinemann Medical Books,

1969.
8 Meyer, V., Behaviour Research and Therapy, 1966, 4, 273.
9 Rachman, S., Hodgson, R., and Marzillier, J., Behaviour Research and

Therapy, 1970, 8, 385.
10 Levy, R., and Meyer, B., Proceedings of the Royal Society of Medicine,

1971, 64, 1115.
1 Rachman, S., Hodgson, R., and Marks, I. M., Behaviour Research and

Therapy, 1971, 9, 237.
12 Hodgson, R., Rachman, S., and Marks, I. M., Behaviour Research and

Therapy, 1972, 10, 181.
13 Boulougouris, J. C., and Bassiakos, L., Behaviour Research and Therapy,

1973, 11, 227.
14 Rachman, S., Behaviour Research and Therapy, 1974, 12, 9.

Sex for Medical Students
A curious belief persists that medical students are experts on
sex. Within a few weeks of starting their studies many medics
find they are asked for advice on contraception, abortion, and
psychosexual problems by their contemporaries in other
faculties. In fact until very recently medical students were
taught virtually nothing about these subjects other than the
basic physiology of reproduction. Even now the teaching given
on sex and family planning varies very much from one
medical school to another. This was one subject dis-
cussed last week at a symposium held at the Royal College
of Obstetricians and Gynaecologists by the Doctors and Over-
population Group.'
The main obstacle seems to be that the medical curriculum

is already so overstretched that every department has
jealously to guard its own share of the teaching time. Even so,
said Dr. Ronald Fletcher, there was not much direct opposition
to the introduction of specific lectures on sex; it was simply
that nothing was achieved in practice unless a strong and
effective pressure group could be formed from the medical
teachers who supported the idea. Time might then be found
for multidisciplinary sessions covering contraceptive methods,
sex counselling, demography, and population dynamics. Even
when time was found, however, the students had to be per-
suaded that these subjects were worth their attention. This
could be achieved by making them "important" in the context
of final examinations (for those medical schools that still have
them); but the better way-as was clearly explained by a
student speaker, Mr. David Adshead-was for teachers in all
disciplines to take every opportunity to remind students of the
practical results of failed family planning. Gynaecologists,
paediatricians, and psychiatrists saw examples of morbidity
from this cause every day, but too often they did not point out
the chain of causation to their students.

Another important lesson that emerged from the conference
was that mere expertise in contraceptive technology is no
longer enough for doctors. As knowledge of birth control
methods7 spreads in the community, their role is likely to
change from supplying devices or prescribing pills to giving
specialist counselling. Already it is becoming apparent that
many unintended pregnancies are due not so much to ignor-
ance of contraceptive methods as to women's reluctance to ask
for advice or to take it. Better understanding of sexual motiva-
tion is needed, by both teachers and students, if counselling of
patients is to be effective; and attitudes still need to be changed
so that both doctor and patient regard such counselling as just
as much part of medicine as advice on immunization.

I Morris, G., British Medical Journal, 1973, 2, 717.
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