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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.
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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
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