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So far, apart from the generosity of Euratom and certain
private charities in Continental Europe the American National
Cancer Institute has been the main sponsor of the E.O.R.T.C.
The organizers of the E.O.R.T.C. have the satisfaction of
realizing that their performance and proposals have passed the
hard scrutiny of that institute but in the long run must find a
way to attract sufficient funds from European sources. The
various cancer leagues and cancer charities have an under-
standably nationalistic outlook, for they fear that if they
diverted even a fraction of their income to international
co-operative ventures outside their control it might have an
adverse effect on their fund raising.

Living from year to year, the E.O.R.T.C. has carried on its
work, serving as a focal point for the exchange of ideas and
encouraging collaborative effort in cancer research. The
British members find it an excellent way of maintaining
regular contact with the pick of Europe's clinical oncologists,
and their growing participation in the organization's scheme is
a measure of their belief in its objectives and methods. It is a
body that deserves support.

Chronic Mucocutaneous
Candidiasis
Patients with chronic mucocutaneous candidiasis are among
the most difficult to treat effectively. Fortunately the disease
is not often seen. The usual presentation is either with chronic
thrush infections in the mouth or with nails heavily infected
with candida, several nails showing infection of the whole nail
plate. These cases are entirely different from the more acute
candida infections.

J. M. Higgs and R. S. Wells1 have been investigating the
chronic forms of the disease and from observations of 46
patients have put them into four clinico-genetic groups. In
group 1 the disease was ofautosomal recessive inheritance, and
they named it familial chronic mucocutaneous candidiasis.
Onset was early in life. The patient presented with chronic
oral candidiasis, the nails were usually affected, and there was
sometimes infection at other sites. Almost half the patients
were in this group. In group 2 the mode of inheritance was
unknown. Onset was again early, with chronic oral candidiasis
and extensive skin lesions, sometimes granulomata, and with
susceptibility to other fungal and bacterial infections. This
group the authors later called diffuse chronic mucocutaneous
candidiasis. In group 3 inheritance was again autosomal
recessive, and the disease was associated with endocrinopathy.
It had an early onset together with hypoparathyroidism,
hypoadrenocorticism, hypothyroidism, or diabetes mellitus. In
group 4 the disease was probably not genetically determined
and started late in iife.

In addition to these must be added the cases in which
primary immunodeficiency diseases are also present. These
patients have severe, recurrent infections of various types and
usually die in early childhood. In a more recent article the
same authors2 call this group 1 and all the remainder group 2
with four subgroups, and they discuss the management of the
various groups.
Any attempt to treat the primary immune deficiencies other

than symptomatically will require restoration of immune
competence by grafting bone marrow cells or fetal tissues, but
these measures bring the risk of a graft versus host reaction.
In familial chronic mucocutaneous candidiasis the feature

which is of great importance is the high incidence of latent
iron deficiency; it is associated with low iron absorption in a
third of these patients. The administration of iron by mouth
(ferrous fumarate 200 mg three times a day) or, when necessary,
parenteral iron produced greater improvement in oral lesions
than when local antifungal agents were given alone, and
improvement was maintained so long as the iron therapy was
continued. In some patients normal nails regenerated when
iron therapy was continued for more than six months. Though
many of these patients also showed immunological abnormali-
ties, they improved on iron whether or not the abnormalities
were corrected.

In diffuse chronic mucocutaneous candidiasis the only
treatment which has been available in the past has been ampho-
tericin B administered by slow intravenous infusion but with
the risk of kidney damage. It is possible that much smaller
doses than those conventionally used might be as successful
and free of side effects.3 Some but not all of these patients have
defects in cell-mediated immunity, and it may be possible to
correct them by grafts or by injections of transfer factor. Two
ofthe patients studied by Higgs and Wells2 were found to have
chronic iron deficiency and low serum levels of vitamin A and
pyridoxine. Administration of iron and the vitamins resulted
in great improvement in oral and skin lesions, but serum levels
remained low.
The cause of the chronic candidiasis in the cases in which

it is associated with an endocrinopathy is obscure. The
infection is generally fairly mild and can usually be controlled
by local antifungal agents. Some of these patients also have
iron deficiency and will gain further benefit from oral or
parenteral iron.

Late-onset chronic mucocutaneous candidiasis may be
associated with an underlying malignant disease and in parti-
cular a thymoma. Careful investigation may be needed to
detect it. The infection often occurs in association with denture
stomatitis, and again latent iron deficiency may need to be
corrected4 in addition to the use of topical antifungal agents.

In summary, latent iron deficiency must be looked for and
treated in many of these cases. Local application of nystatin,
amphotericin B and clotrimazole are all useful while ampho-
tericin B may need to be given systemically in small doses
by intravenous infusion.
1 Higgs, J. M., and Wells, R. S., British Journal of Dermatology, 1972, 86,

Suppl. No. 8, 88.
2 Higgs, J. M., and Wells, R. S., British Journal of Dermatology, 1973, 89,

179.
3 Medoff, G., Dismukes, W. E., Meade, R. H., and Moses, J. M., Archives

of Internal Medicine, 1972, 130, 241.
4 Rose, J. A., British Dental Journal, 1968, 125, 67.

Arrivederci Roma
The constructive momentum of the recent Brussels "open
hearing"' on the free movement of doctors among the Nine
has persisted. Its effect was apparent in the annual plenary
session of the Standing Committee of Doctors held in Rome
last week-which agreed to set up a joint working party of
practising doctors and medical teachers "to consider the status,
composition, and terms of reference of a possible consultative
committee and report back."

This consultative committee should provide advice and
guidance on the criteria for comparing standards of full
registration among the Nine. There are still many difficulties
to be overcome among the member states as the debate on this
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motion, initiated by the United Kingdom, showed. Neverthe-
less, the doctors' spokesmen were united in their wish that free
movement should be achieved as soon as possible.

Director-General Gunter Schuster (number two to
Commissioner Ralf Dahrendorf, who has the research, science,
and education portfolio) reaffirmed that the E.E.C. Commis-
sion recognized the Standing Committee as the official body
representing all doctors of the Nine. This must have been
especially satisfying to Professor Antonino Spinelli, who in his
three years as Chairman of the Standing Committee has
patiently and courteously navigated it through some turbulent
waters. Mr. Schuster also said that his Commissioner and he
would shortly be reporting the outcome ofthe Brussels hearing
to their E.E.C. political masters, and his comments showed
clearly that after years of mutual wariness the Commission
and the Committee are now well-placed to help each other in
quickly achieving the free movement of doctors in the E.E.C.
The other major decision taken by the Standing Committee

was to invite the United Kingdom to take over the secretariat.
This formidable task rotates every three years through the
member states and so the Italians, with their engagingly
informal approach to administration, will be handing on to the
B.M.A. on 1 January 1974. Thus Mr. Walpole Lewin,
Chairman of Council, will be the new Chairman of the
Committee, and Dr. Derek Stevenson its Secretary General.
Though it usually meets only once a year in full session the
Standing Committee has a range ofworking parties and liaison
activity with specialist groups which add up to a substantial
work load for its members-and in particular the secretariat.

In an effort to streamline the work and reduce costs the
Standing Committee endorsed a U.K. proposal for a working
group to look at its constitution and operation. With meetings
taking place throughout Europe and problems of communica-
tion and translation the administrative machine has undoubt-
edly begun to creak. So when the Plenary Session meets in
London next year it will be in reforming mood. Outside the
formality of the conference chamber the Italians have been
splendid hosts to the Standing Committee, and London will
certainly find it hard to match such events as the delegates'
private audience with His Holiness the Pope in 1972 and the
reception this year by the President of Italy in the ornately
impressive Palazzo del Quirinale.
1 British Medical Journal Supplement, 1973, 4, 39.

Voluntary Dislocation of
the Shoulder
From time to time doctors are confronted with patients with
simulated or self-induced illnesses or deformities. These can
take many forms, and the most extreme cases constitute the
hospital addiction or Munchausen syndrome.' An unusual
variety of this class of disorder is voluntary dislocation of the
shoulder, to which attention is drawn in a recent article by
C. R. Rowe and colleagues of the Massachusetts General
Hospital, Boston, U.S.A.2 Though the condition was first
reported in 1722, only 21 cases had been recorded up to 1962.3
Rowe and colleagues have now reported their observations on
patients with this disorder.

Voluntary recurrent dislocations of the shoulder, in contrast
to involuntary-usually traumatic-dislocations, are rare and
usually begin in childhood or adolescence. The patients acquire
spontaneously or after a mild injury the ability to displace

voluntarily the head of the humerous in an anterior, inferior,
or posterior direction. Reduction can usually also be accompli-
shed painlessly and voluntarily. Intra-articular injury does not
seem to occur in spite of the multiple voluntary dislocations
except in patients who have experienced repeated unsuccessful
surgical procedures, so that radiographs of the affected joint
are usually normal.
Of the 26 cases reviewed 19 were males and 7 females.

Dislocation began before the age of 25 years in all cases and
between 6 and 16 years in 19 cases. Fourteen of the patients
had bilateral dislocations, making a total of 40 affected
shoulders. Dislocations were in a single direction in 20
shoulders (12 posterior, 4 anterior, 4 inferior) and in more than
one direction in the other 20 shoulders. Seventeen patients had
distinct laxity of their shoulder joints, and eight of these had
laxity of other joints. Electromyography in 11 patients showed
that dislocation was induced by abnormal co-ordination of the
shoulder muscles. The scapula was anchored to the thoracic
cage while abnormal force was exerted in a particular direction
by suppression ofone halfofone ofthe force-couples normally
responsible for shoulder movement.
Rowe and colleagues advise that treatment should be

conservative in the first instance. The patient is told to cease
performing the trick and to undertake a supervised programme
of exercises of the shoulder muscles for at least six months. If
he has obvious emotional or personality difficulties or is
uncooperative and continues to dislocate his shoulder,
psychiatric consultation should be requested. They advise that
surgical treatment should be considered only when, despite
full co-operation in treatment over a reasonable period and the
cessation of voluntary dislocation, the shoulder remains
persistentlv unstable.
The presence of psychiatric disorder was associated with a

poor response to both conservative and surgical treatment.
Thirty-seven operations were performed on nine shoulders of
five patients with psychiatric disorder, of which 31 were
unsuccessful. Twenty-nine ofthese operations were performed
on four shoulder of three patients whose psychiatric disorder
was not recognized until late. In contrast, single operations in
three psychiatrically normal patients were successful. Rowe
and colleagues make some specific recommendations on the
surgical procedures,4 5 but after multiple unsuccessful
operations arthrodesis may be the only solution.
These unusual patients will inevitably be referred to

orthopaedic surgeons, so it is as well that these should bear the
condition in mind and be prepared to obtain psychiatric assist-
ance, particularly when surgical treatment is contemplated.

I Hall, P., Postgraduate Medical Journal, 1966, 42, 791.
2 Rowe, C. R., Pierce, D. S., and Clark, J. G., Journal of Bone and Joint

Surgery, 1973, 55A, 445.
Genovesi, A., Archivio Putti di Chirurgia degli Organi di Movimento, 1962,

17, 268.
4 Scott, D. J., jun.,Journal of Bone and-Joint Surgery, 1967, 49A, 471.
6 Boyd, H. B., and Sisk, T. D., Journal of Bone and Joint Surgery, 1972,

54A, 779.

Growth after Renal
Transplantation
The survival of children who have had a renal transplant
is comparable to that of children on long-term regular
haemodialysis (about 80% survival at two years). As with
adults, most children can lead a more normal life after a
successful transplant than they can on haemodialysis three

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.4.5891.504-a on 1 D
ecem

ber 1973. D
ow

nloaded from
 

http://www.bmj.com/

