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Describing new syndromes
The classification and study of developmental abnormalities
start with identifying disease entities. This often relies on
the definition of a composite picture from several variables
including the clinical appearances, aetiology, pathogenesis,
treatment, and prognosis of a sample of those affected. This
method is and has been very useful-with the caveat that it
should be applied cautiously to prognosis, which in develop-
mental disease may lead to a self-fulfilling prophecy.

Recently Garlinger et all have used this approach to try to
distinguish between a complete and a partial trisomy in
Down's syndrome and so to identify a recognisable new
clinical entity, partial trisomy 22. They relied on one case
of their own and 16 derived from published reports. The
children ranged in age from newborns to 17 years. The
delineation of a new clinical entity in this context requires
attention to continuous variables such as IQ, linear growth,
craniofacial asymmetry, the interorbital space, the slant of
orbital fissures, length of philtrum, the siting and configuration
of external ears, and the size of mandible. The authors state,
"The facial features of our case 1 show a striking resemblance
to those of other translocation cases-mild coarseness of
features with a broad nose and a long philtrum." These features
are difficult to measure and in the absence of objective methods
photographs are invaluable to capture the clinical observer's
concept. The photographs published in support of the new
syndrome are far from convincing, however, and the other
publications cited refer to children of widely different ages
and states of nutrition, which again makes comparison very
difficult. Furthermore, Garlinger et al clustered together
major system abnormalities to imply a commonality of
aetiology that can be misleading. Thus they advance diverse
skeletal variations such as scoliosis, hypoplasia of the middle
phalanx, and overgrowth of the medial femoral condyle as
constant variables occurring in the partial trisomy. They
emphasise, and correctly so, the difficulty in identifying a
single small acrocentric chromosome; and yet they categorise
two cases2 3 as examples of partial trisomy though this dis-
agrees with the original authors' interpretation. In such
circumstances they should surely have justified their own
assessment.

What, we may ask, is the justification of such criticism of a
single article in a specialist journal? There are two general
principles at issue. Firstly, labelling as a result of categorisation
may create real problems for the individuals so affected.
Garlinger et al designated as mentally retarded 14 of the 17
children described, though six were aged less than 21* years

and three others under 4 months. Mental retardation is a
pejorative term to many professionals and families, and,
though patients with autosomal chromosome abnormalities
are at high risk for developmental delay and ultimately mental
retardation, it serves no good purpose to lump them all
together. Labelling in this manner is all too frequent in
medical publications and has contributed to the number of
children who function at the retarded level because they are
expected to do so.

Secondly, professional meetings and gatherings are replete
with accounts of new syndromes based on anecdotal informa-
tion about unusual or flawed children. These reports generally
lack evidence based on clinical measurement using techniques
and values of the kind compiled by David Smith,4 William
Nyhan,5 and others. In the absence of such objective data
high quality clinical photographs are absolute requirements.
Investigators and editors should be as critical in their publica-
tion of clinical data and photographs as they are of laboratory
values.
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Pemphigoid
Of the many questions about pemphigoid that remain to be
answered, two are of current interest. The first concerns the
relation between the three syndromes in the adult to which the
term pemphigoid is applied. The second is the pathogenic
significance of the autoantibodies in pemphigoid.
The term pemphigoid was coined in France during the

nineteenth century, probably by Besnier, and applied by him
and by Colcott Fox in London to a bullous eruption, which
should be differentiated from pemphigus.' The diagnostic
criteria, however, were clinical and differed from country to
country in accordance with strikingly divergent concepts and
classifications of the bullous diseases. The systematic histo-
logical study of these diseases was undertaken by A Civatte of
Paris, but as the second world war was in progress his findings
were at first little known outside France. After the war they
were continued and extended by investigators in many
countries. Lever in Boston had independently differentiated
what he called bullous pemphigoid from pemphigus, also on
histological grounds. Subsequent histological refinements
confirmed the further differentiation, usually clinically obvious,
of pemphigoid from dermatitis herpetiformis. The discovery
of the latter's association with jejunal abnormalities was
followed by a report of the absence of these in pemphigoid.2
A new dimension was then added to the study of bullous

diseases by developments in immunopathology, and in
particular by immunofluorescence techniques. The histological
distinction between pemphigus and pemphigoid was reinforced
by the finding3-5 of circulating autoantibodies to different
zones of the skin. Immunofluorescence is seen in the inter-
cellular spaces in pemphigus while in pemphigoid it occurs at
the basement membrane zone. In dermatitis herpetiformis
the diagnostic feature is the presence of granular deposits,
consisting largely of IgA, at the tips of the dermal papillae.


