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daily, one with a bacteriostatic detergent and the other with a
shampoo. They tested the comedogenic effect of soaps and
shampoos on rabbits' ears and found that seven out of 21
soaps and 10 out of 18 shampoos had some effect, usually
slight. They did not produce acne experimentally in man,
and they acknowledge that the rabbit's ear may not reflect
accurately what happens in patients, but nevertheless they
believe on clinical grounds that acne detergicans exists as a
rare phenomenon among obsessional washers. They also
suggest that washing may play an important part in aggrava-
ting acne vulgaris in the less obsessional. In any case, they
argue, washing does little to help acne vulgaris and it is not an
important part of treatment-an opinion with which not all
dermatologists would agree. Be that as it may, their suggestion
needs to be taken seriously, since it is clearly undesirable to
recommend any form of treatment in acne vulgaris that can
give rise to comedones. We should, perhaps, advise washing
in acne vulgaris only in moderation and tell our patients to
avoid soaps and other detergents that contain halogenated
bacteriostatic agents, especially hexachlorophane, which the
authors found to be more comedogenic than the other bac-
teriostatics tested.

1 Mills, 0 H, and Kligman, A M, Archives of Dermatology, 1975, 111, 65.

Diagnosis of Down's
syndrome at birth

Down's syndrome may be difficult to diagnose at birth, and
normal babies may have some of the features (the term
mongolism is now thoroughly outmoded and should be
replaced by Down's syndrome'). In his thesis on newborn
infants with the syndrome Hall2 selected ten cardinal features.
The most constant of these were flat facial profile, abundant
neck skin, dysplastic ears, muscle hypotonia, and radiological
evidence of a dysplastic pelvis. These signs are usual in
affected babies and unusual in normal newborns, and they are
relatively easy to assess. Other typical features are a round
head, protruding tongue, iris spots, blunt inner eye angle,
and a short broad hand and incurving little finger with a short
middle phalanx. The skin is pale, the cry weak, the Moro
reflex depressed, and characteristically spontaneous movement
is reduced. Some features are less prominent at birth than in
infancy-the epicanthic folds, high palate, plantar furrow, and
widely spaced first and second toes. Congenital heart lesions
are present in about 400/( of children with Down's syndrome.
Most have atrial or ventricular septal defects or endocardial
cushion defects. Affected infants born preterm present a
greater diagnostic problem, because features such as hypo-
tonia, loose pale skin, and the rounded head are absent.

Selective antenatal screening by chromosome analysis of
amniotic fluid cells should greatly reduce the numbers of
infants born with Down's syndrome. Nevertheless, meanwhile,
despite the advances made in cytogenetics since the first
demonstration of trisomy 21 by Lejeune et a13 in 1959, clinical
diagnosis needs to be improved, especially in the newborn.
Paediatricians and general-practitioner obstetricians require,
firstly, simple criteria for the decision to request chromosome
analysis, especially when only one or two features are present;
and, secondly, a reasonably confident clinical diagnosis while
awaiting the results. This is most important in the early

supportive management of the parents of a child with Down's
syndrome, who need to be told the diagnosis as soon as the
physician is convinced of its reliability.4 The particular prob-
lem of duodenal atresia in a child suspected of having Down's
syndrome is best managed at a centre where bone marrow
aspiration for chromosome examination of mitotic cells can
give a rapid diagnosis5 and a balanced paediatric surgical
decision be made.

Dermatoglyphic analysis is objective and probably more
accurate than any list of loosely defined physical features.
Reed et a16 devised a diagnostic nomogram based on the
palmar triradius. Unfortunately these palm prints and ridge
patterns are difficult to obtain in newborns and are therefore
not ideal for general use. With practice, triradii and ridge
patterns can usefully be observed with an auroscope, but
accuracy in the use of a nomogram depends on angle
measurement and ridge counts from prints.

Recently Jackson et al7 formulated a check list of the ten
most discriminating signs in cases of suspected Down's
syndrome under the age of 2 years. With computer analysis
weighted correlation coefficients were given to the signs,
and summation allowed a positive diagnosis if the cut-off
figure was exceeded. The accuracy claimed-930 )-compares
well with dermatoglyphic methods. Nevertheless, the list still
included some signs which are open to wide subjective inter-
pretation, such as flat nasal bridge, incurved fifth finger, and
short neck, and others which are not very prominent in the
newborn, such as narrow palate, nystagmus, and separation
of the first and second toes. A check list more appropriate to
newborns is needed. If one could be devised with similar
accuracy and reproducible in normal practice an important
advance would be made in clinical diagnosis.

'Allen, G, et al, Lancet, 1961, 1, 775.
2 Hall, B, Acta Paediatrica Scandinavica, 1964, suppl 154.
3 Lejeune, J, Gauthier, M, and Turpin, R, Comptes Rendus de l'Academie

des Sciences, 1959, 248, 602.
Oster, J, and Van den Tempel, A, Acta Paediatrica Scandinavica, 1975,

64, 505.
5 Smithies, A, and Valman, H B, Lancet, 1974, 1, 1056.
6 Reed, T E, et al,3Journal of Pediatrics, 1970, 77, 1024.
7 Jackson, J F, North, E R, and Thomas, J G, Clinical Genetics, 1976, 9, 483.

Latent schistosomiasis
Tropical diseases may sometimes stay latent for months and
even years after a traveller's return to his temperate homeland.
Their presentation may then be perplexing, and a timely
reminder has come from the USA of the many ways in which
infection with schistosomiasis can become manifest. Both
aspects of the problem were presented in the single case of a
man who developed paraplegia and skin lesions some seven
years after his last possible exposure to infection, the parasite
being Schistosoma mansoni.
The longevity ofthe schistosomal worm in the human host is

well documented2 3 and may certainly be over 20 years.
What is less well known, however, is that during these 20
years the patient may be substantially free of symptoms
and physical signs. After the end of a prolonged latent period
neurological complications may develop-both paraplegia and
deposits of eggs in the brain (especially with S japonicum)
which may mimic a cerebral tumour; while in the case of
S mansoni and S japonicum prolonged and symptomless egg
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deposition within the liver may eventually lead to the charac-
teristic picture of schistosomal hepatic fibrosis. Portal hyper-
tension may develop with splenic enlargement unaccompanied
by clinical or biochemical signs of liver disturbance. Clinically
such patients differ from those with portal hypertension due
to cirrhosis in that they can withstand repeated episodes of
bleeding from oesophageal varices without going into hepatic
coma.

Another disquieting aspect ofschistosomiasis is that, as in the
case quoted, there may be no eosinophilia, which is so helpful
in raising suspicion of the presence of helminth infections in
general. Eosinophilia is common in the early invasive stages of
schistosomiasis, but often disappears in the later stages.

Fortunately, serious sequelae of urinary schistosomiasis
caused by S haematobium are uncommon in Europe, as they
are usually due to prolonged and heavy infection. Nevertheless,
anyone who has lived at some time in an endemic area who
presents with urinary symptoms of any description should be
screened for the presence of the infection. The diagnosis of
all forms of schistosomiasis may, however, present problems.
In general, the diagnosis must rest on the finding of living
schistosome eggs in the urine or the stools. Immunodiagnosis
is unsatisfactory, for false-positive and false-negative results
are common and a negative result by no means excludes the
diagnosis. Immunodiagnostic tests may become positive as a
result of exposure to non-pathogenic schistosomal cerceriae in
Britain, so that a positive test alone should not be taken as an
indication for chemotherapy. An exception to this rule may be
made for those patients whose neurological abnormalities
are suspected to be due to the deposition of schistosome eggs
but in whom the diagnosis cannot be confirmed directly. The
danger of leaving such patients untreated is so great that less
strict criteria can be accepted.

Schistosomiasis may be rare in Britain at present, but travel
is becoming a feature of everyday life. It is becoming more
than ever important to take a proper geographical history
from every patient and to record his movements over the
preceding 20 years when he presents with symptoms which
could possibly be due to one of the forms of schistosomiasis.

Wood, M G, Srolovitz, H, and Schetman, D, Archives of Dermatology,
1976, 112, 690.

2 Wilcocks, C, and Manson-Bahr, P E C, Manson's Tropical Diseases,
17th edn, p 285. Baltimore, Williams and Wilkins, 1972.

3 Wallerstein, R S, American Jfournal of Tropical Medicine and Hygiene,
1949, 29, 717.

Unease at Durban
Now celebrating its 25th anniversary, the Natal Medical School
ofDurban, South Africa, is a most unusual institution. It is run
exclusively for non-White students. Although the staff are
predominantly White, many non-White doctors also have ap-
pointments there. Racial discrimination is a social disease that
is not peculiar to South Africa either within the African
Continent or outside it. But though in some ways the Durban
school may be held to epitomise it, in others it helps to mitigate
apartheid's evil consequences, for during the 25 years of its life
it has trained over 600 non-White men and women to medical
standards as high as are to be found anywhere in the world. In
providing the excellent facilities they do the staff have some-

times had to contend with political difficulties that must have
seemed daunting. For instance, despite protests, and indeed
action, by the Medical Association of South Africa, the Govern-
ment still insists on the payment of salary scales that differ
according to the colour of a doctor's skin.1
But despite its fine record in both training and research the

medical school is uneasy, for an abrupt change may be in the
offing. Earlier this year it became apparent that the South
African Government has a plan to phase Black students out of
the Durban school and to find accommodation for them in a
separate new medical school yet to be built.2 The Durban
school would presumably continue to train Indian and
Coloured students. This plan appears to have been concocted
to further the policy of apartheid, by which "separate develop-
ment" would be provided even for students training for a pro-
fession distinguished above all others by its international
character. Many of the leading members of the medical faculty
at Durban have protested against the proposal, for as well as
being an affront to medicine this kind of segregation can only
be harmful to the concept of a medical school. Whether it will
go ahead remains to be seen. The present disturbances in South
Africa spring largely from a sense of exclusion that most of the
Black population understandably feel. But what effect the
changing social climate may have on Government policies of
segregation is something the Government itself is unlikely to
be able to foresee clearly. Meanwhile the achievements of the
staff at Durban, which have won the respect of the students
trained there, deserve the congratulations of the medical
profession more generally.

I Naidoo, B T, South African Medical Journal, 1976, 50, 1625.
2 British Medical Journal, 1976, 1, 858.

New features
Besides a revised format for the Supplement, this week's BMJ
contains several new features. The first, "Condensed Reports,"
aims at a compromise between the need for scientists to
publish their raw data and the need for original articles to
be short and readable. When an article submitted for publica-
tion includes a lot of detailed results it will be assessed in the
usual way but publication will be offered in the condensed
form in which tables and figures of little interest to the general
reader are omitted. These extra data will be available from
the authors on request. "Side Effects," a variant of Short
Reports, are signed articles describing untoward effects of
drugs; the first two appear at p 849. The Medical Practice
section has a new occasional feature "Where Shall John Go ?"
aimed at telling the would-be emigrant or short-term visitor
the conditions, medical and non-medical, that he is likely to
encounter in countries abroad. News and Notes has another
regular feature added this week. Entitled "Views," it will
consist of short comments mainly on medical matters of
current interest. The final new series appears in the Supplement,
and its format as well as its title, "Briefing," follow the lead of
the Economist. These will deal with difficult topics which
affect the doctor directly or indirectly, and the first (p 890)
covers practice expenses. Future articles will deal with private
practice by consultants, certification, medical insurance, and
the EEC.
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