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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
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or four times a week. But, in addition to the problems that
a transplant operation presents to any patient, children are
liable to suffer serious impairment of growth. They often
remain short.1 2 A usefil report has been published recently
from Los Angeles on this problem.

C. M. Grushkin and R. N. Fine3 report on the growth of
26 children who have survived at least one to four years
after a kidney transplant. The patients were aged 1- to 17,
and most of them had cadaver grafts. Only six of the 26
achieved a normal linear growth rate, and a further five
had some useful growth at about half the normal rate. These
figures sound more depressing than they really are because
many of the children were rather old at the time of the
transplant. In those who had a bone age of under 12 years
and whose distal femoral and proximal tibial epiphyses had
not fuEed by the time of transplant 40% achieved normal
growth and 30% useful growth subsequently. The Los
Angeles workers concluded that the most critical factor in
predicting whether or not growth would occur after trans-
plant was a bone age of less than 12 years.
An important cause of the poor growth is likely to be the

immunosuppression that is required after a transplant. In
Europe extensive use is made of kidneys from the child's
parent. Even so most of the recipients need large doses of
corticosteroids to prevent graft rejection. If a child receives
more than 10 mg of prednisone per square metre of body
surface per day, growth is likely to be suppressed (a 9-year-
old has a surface area of about 1 m2). Treatment on
alternate days interferes less with growth,4 but it is not yet
certain that it ,provides satisfacory imrmunosuppression.5
Steroids are certainly not the only factor adversely affecting
growth in children who have had transplants. In fact many
problems remain unsolved. Boys tend to grow better than
girls after a transplant and there are isolated examples of
children on very large doses of steroids who have grown
better than others receiving small doses.3

Naturally the poor growth of some children after renal
transplantation has to be considered in the context of their
life without the operation and the best age to have it.
Children with renal failure grow poorly, and if they develop
renal osteodystrophy they may become severely deformed
and stunted. With regular haemodialysis they will grow and
mature, but in many the growth is less than normal,6 and it
is not completely clear whether this is related to inadequate
food intake, insufficient dialysis, or other factors arising
from their primary kidney disease. The parents of children
with renal failure and the doctors advising them have a
difficult choice to make. At present centres in the United
Kingdem are concentrating their resources on children over
the age of 5.2 For the young school child many people would
advice se-eral years of regular haemodialysis (in the home)
before embarking on transplantation. This seems reasona(ble,
since the growth problems on dialysis are usually less than
those following transplantation. But if either haemodialysis
or the child's growth while receiving it is unsatisfactory, then
it seems best to do the transplant before the child reaches
the age of 12-14 in order to take the chance of a period of
active growth before the epiphyses fuse.

1 Potter, D., et al., Pediatrics, 1970, 45, 432.
2 Lily, J. R., et al., Pediatrics, 1971, 47, 548.
Grushkin, C. M., and Fine, R. N., American Journal of Diseases of

Children, 1973, 125, 514.
4 Ney, R. L., Hospital Practice, 1968, 3, 57.
6 Reed, W. P., Lucas Z. J., and Cohn, R., Lancet, 1970, 1, 747.
6 BaiUod, R. A., Ku, G., and Moorhead, J. F., Proceedings of the European

Dialysis and Transplant Association, 1972, 9, 335.

Sir Rickard Christophers
On 27 November Sir Rickard Christophers, F.R.S., attained
the grand age of 100. And with countless friends and admirers
the B.M.J. congratulates him on receiving the gift of healthy
old age to crown a remarkable career in tropical medicine. He
is and will remain a legend in the Indian Medical Service and
in the larger sphere of medical parasitology. Together with a
versatile command of protozoology, entomology, and geology
he had an administrative ability that is not always conspicuous
in scientists but is of especial value in the tropics.

Christophers started his scientific career after graduating in
medicine at Manchester by going with Professor J. W.
Stephens, of Liverpool, to study blackwater fever in Africa
under the auspices of the Royal Society. At that time the
Punjab in India was suffering from devastating epidemics of
malaria, and he was appointed to investigate the problem. In
the event he carried out a pioneer study of these disastrous
outbreaks and laid down a framework of investigation which is
the basis of procedures still followed in malarial epidemiology.
Among his early interests in India was the study of babesiosis
(tick fever) in dogs. In this connexion, he made a detailed
study of the anatomy of the transmitting vector, the tick
Rhipicephalus sanguineus, and described many of the stages of
the parasite found in it.

In 1916 Christophers became director of the Central
Laboratory in Basra. The main study here was necessarily
malaria, and he carried out an elaborate survey over the whole
field of operations from the mouth of the Shatt-el-Arab to the
mountains of Kurdistan and much of Persia. After the end of
the first world war he was recalled to India to assume director-
ship of the Central Research Institute in Kasauli, the major
medical research establishment in the country. While in this
appointment he was elected to Fellowship of the Royal
Society in 1926 and was later a recipient of the Society's
Buchanan medal. About this time he was seconded as director
of the newly founded Kala-azar Commission in Assam, where
one of the devastating epidemics of this disease was then at its
height. Here his entomological skill produced a beautifully
detailed study of the anatomy of the transmitting agent,
Phlebotomus argentipes, especially of the biting mouth parts.
On his retirement from India in 1931 his entomological

interests resulted in a classical memoir on the mosquito Aedes
aegypti. This is probably the most accurate and detailed
histological study of any insect, and an essential work of
reference, for which the techniques of dissection and micro-
scopial section-cutting were entirely the personal work of the
author. During the 1930s his work on malaria took a new turn
at the London School of Hygiene and Tropical Medicine and
subsequently at Cambridge, when he investigated the mode of
action of antimalarial drugs and mosquito repellents. Nor
was his far-ranging mind restricted to medicine only, for he
was intensely interested in geology and palaeontology and
never happier than when working with his geological ham-
mer in the lower Himalayas and the rich fossil beds of the
Siwalik Hills.
As a government servant suffice it to say that on all scien-

tific matters Christophers was the final court of appeal and
advice to the Indian Government, and his services were
rewarded by the conferring of a knighthood. By his colleagues
in the I.M.S. he is respected as one of the greatest members,
and certainly the greatest living member, of the service he so
brilliantly embellished. They recall too that throughout his
career the late Lady Christophers was his essential partner and
was as esteemed and loved as he is.
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