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longed treatment. Lupus erythematosus may develop in
about 20% of them and does not always pass into remission
when treatment is discontinued. Many other drugs have been
used in attempts to suppress recurrent paroxysms; verapamil
is a recent example."3 Sometimes they are successful, but
like coronary artery surgery, treatment tends to be most
effective where it is least required and least effective where
it is most required.
Though physical exertion may sometimes trigger an attack,

children with paroxysmal supraventricular tachycardia should
be encouraged to live normal lives. No restrictions -should
be placed on their activities either at home or school. Above
all, they must be taught to regard the attacks as a minor
inconvenience and not as evidence of heart disease.
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Scleroderma or
Sclerodermas?
The name scleroderma describes several apparently distinct
syndromes in which sclerosis of the skin is prominent. But
as is almost inevitable when classification is based on
appearances rather than an understanding of the aetiology
intermediate cases occur which seem only to confuse our
ideas. The similar names of several other entirely separate
diseases add to the confusion.

Scleroderma is usually subdivided into localized, or
morphoea, and generalized, better called systemic sclerosis.
Morphoea typically presents with round or oval plaques of
sclerosis with a violaceous edge, but linear lesions are fairly
common. It is supposed not to lead on to systemic disease,
but the process can spread to the subjacent connective
tissue, muscle, and even bone. The linear lesions are
especially apt to do this, and widespread or localized
arthralgia has occurred in up to 40% of cases.' Electron-
microscopy shows that subclinical lesions of muscle are
rather frequent.2 3 In some cases atrophy rather than
sclerosis of the skin and underlying tissues may dominate
the picture.
The concept of generalized morphoea and its relationship

to systemic sclerosis has vexed dermatologists for many
years. It is generally agreed that morphoea can be very
widespread, often in places retaining its violaceous edge, and
can even progress to affect the whole skin.45 The prognosis
for life in such cases is fairly good, and the skin changes
may show partial or complete regression over some years.
But at a single examination these cases may be indistinguish-
able from a rare type of systemic sclerosis without involve-

ment of the extremities. In contrast, cases of unequivocal
systemic sclerosis can show plaques of morphoea.
The typical case of systemic sclerosis presents with slowly

progressive Raynaud's syndrome, sclerosis of the fingers
(sclerodactyly), and of other extremities, so that the name
acrosclerosis is often used. lesions in other organs, notably
the oesophagus, small and large intestine, kidneys, lungs,
heart, eyes, and joints are usual but not all in one patient.
But not all cases of systemic sclerosis have Raynaud's syn-
drome or an acral distribution of sclerosis. In some the skin
is spared altogether. Others shows extensive sclerosis of the
skin of rapid onset, and often the prognosis is poor owing
to early involvement of other organs.6 These rare cases have
caused confusion with generalized morphoea.
The aetiology of scleroderma is unknown.78 The light-

microscopic and electron-microscopic changes of systemic
sclerosis and morphoea are essentially similar, though some
workers have found slight differences-for example, in the
lesions of small blood vessels.9 Though the most prominent
change is often an abnormality and coarseness of the collagen
fibres in the dermis, the total collagen may not be in-
creased.'0 Early changes can be found in the subcutaneous
tissue,23 and the slerosis may be partly due to an abnormal
architecture of the collagen, with a tethering of underlying
tissues or to abnormal forces binding the individual fibres
together."
The nervous system probably plays some part in

scleroderma of all types.'2 Whether primary Raynaud's
disease without evidence of scleroderma can be considered
a forme fruste of scleroderma is uncertain, but patients can
be reassured that if the syndrome has lasted more than two
years without evidence of scleroderma the chances of its
developing are small, though not excluded.13
The evidence linking scleroderma with other so-called

connective tissue diseases and for its having an autoimmune
aetiology is equivocal. About one-third of cases of systemic
sclerosis have joint changes, Ibut biopsy shows them to be
different from rheumatoid arthritis,'4 and a variety of
pseudosclerodermatous conditions can occur with rheuma-
toid arthritis.12 However, a true association of scleroderma,
rheumatoid arthritis, dermatomyositis, and lupus erythemato-
sus does occur.'5.16 E. L. Dubois and his colleaguesl7 have al-
so described cases of systemic sclerosis and even of morphoea
with features resembling systemic lupus erythematosus.
These cases are important for our understanding of the
diseases and also because the patients respond better to
corticosteroid therapy than can be expected with pure
scleroderma.

Sclerosis of the skin can also occur without the sinister
implications of systemic involvement. The commonest of
these syndromes is the sclerosis of the lower legs which some
patients experience in association with venous stasis. A
similar picture can occur in scurvy in the absence of the
better known follicular haemorrhages.18
The relationship of lichen sclerosus to morphoea is un-

certain. Werner's syndrome, porphyria cutanea tarda, and the
confusingly named sclerema, scleroedema, and sclero-
myxoedema are all apparently separate disorders, though
they sometimes show sclerosis of the skin. There have been
four reports, of which the most recent is that of J. F. Fries
and colleagues,'9 of skin changes clinically resembling wide-
spread scleroderma but without Raynaud's syndrome, asso-
ciated with a secondary carcinoid tumour. Other organs are
not affected. How this tumour leads to sclerosis is not clear,
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but such cases may help to elucidate the pathogenesis of
more typical scleroderma or perhaps only serve to remind us
that the same end may be reached by several routes.
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Shifting the European
Log Jam
Whitehall invented the "green paper" to initiate public de-
bate on areas of likely Government action. In Brussels last
week the Commission of the European Communities broke
*new ground by holding the verbal equivalent, the subject
being mutual recognition of medical qualifications in the
E.E.C. Until this issue is resolved the movement of
practising doctors within the Community is bound to be
restricted. Discussions have dragged on between the Six for
14 years;1 the relevant draft directives are now five years
old;2 and a sense of "thus far and no further" seemed to be
developing.
The arrival of Britain, Denmark, and Eire in January 1973

threatened to worsen a tangled situation. The expansion of
the E.E.C., however, prompted a major shuffle in the ranks
of the Commission-the E.E.C.'s civil service-and Com-
missioner Ralf Dahrendorf, displaced by Britain's Sir
Christopher Soames from external affairs, took over the re-
search, science, and education portfolio. Diagnosing the
need for a catalyst to get professional interchange finally
underway he persuaded the Commission to call an "open
hearing" of the doctors' case, perhaps the most intractable
one to solve. So practising doctors, university doctors, and
Tepresentatives of various European hospital and insurance
groups found themselves seated alongside medical students
and patients' associations and "observed" by Government
officials, E.E.C. legal experts, and representatives from other
professions. Such a new departure prompted a cautious,
even suspicious, reaction from the medical, university, and
other experts who have been involved in the 14-year mara-
thon. Some national delegates from the E.E.C.'s Standing
Committee of Doctors admitted as much when the hearing
started. But at the end of the four-day talk-in they confessed
to having ibeen mistaken.

As Professor Dahrendorf said in his opening speech, one
of the great principles of the Treaties of Rome is the estab-
lishment of an "area of full freedom of movement for per-
sons." But the higher the qualifications people hold the more
limited are the arrangements for such freedom. Further-
more, any proposals have to be unanimously agreed by all
the E.E.C. countries, and with the wide variation in the
training, registration, and specialist education of doctors in
the Nine unanimity will be hard to achieve. The range of
differences and the fears that any directives might damage
national standards, traditions, and interests were apparent
during the hearing. The British doctors' delegation, led
initially by Mr. Walpole Lewin, and subsequently by Dr.
A. J. Rowe, played a major part throughout these debates,
and junior doctors and students from Britain made their
mark, with Dr. Jean Turner for the former and Mr. R. S. J.
Frackowiack from the B.M.S.A., both speaking well to their
respective briefs.
A stumbling block to progress in achieving mutual recog-

nition has been the wide gap between the down-to-earth
views of practising doctors and the academic approach of
universities fearful of falling standards. Both practitioners
and teachers agreed they were closer together at the end of
the conference. No decisions could be taken-that was not
the intention-but by firmly confining the debate within a
framework of questions put by the Commission a surprising
degree of consensus emerged. Two broad alternative possi-
bilities were put to the hearing about "access to and practise
of the profession." Firstly, could it be agreed that "if a
doctor has satisfied all the conditions for access to and
practise of the profession in his own country, then he should
be permitted to practise similarly in any other country of the
Community?" Such a solution would depend on mutual
confidence in the broad comparability of training standards
throughout the Nine. The alternative would be "to incorpo-
rate in the directives specific criteria for minimum training
standards which must be satisfied in order to secure
mutual recognition. Such criteria could take different
forms." These two proposals were broken down into a series
of more precise questions related to 'basic medical and
specialist training, with specialist registration, further
training for general practice, and part-time training of
specialists prompting some spirited exchanges.
The idea of a European advisory committee to help estab-

lish qualitative and quantitative criteria for the fully
registered doctor seemed to be generally accepted, though
not without critical questioning of what quality and quantity
really meant. The practical value of a period of adaptation
to the language and customs of a host country was widely
recognized, and there were other points of agreement.
Though the generality of accord emerging from the meeting
(to (be reported in a future issue) will now be subject to
national scrutiny, formal discussions, and legal analysis, Pro-
fessor Dahrendorf's initiative seems to have succeeded in
shifting the log jam. Nevertheless, it may well be mid-1975
before practical results can be seen in the Council of
Ministers. By then Professor Dahrendorf, who referred
during the hearing to the great European traditions of
academ;c and professional migration, will himself have
migrated to become Director of the London School of
Economics. Perhaps this is a sign of confidence in a Euro-
pean future-a recurring theme during the hearing.
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