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Correspondence

Atopy, immunological changes, and respiratory function in
bronchiectasis

SIR—Dr MB Murphy and others (March 1984;39:179)
found no serum IgG subclass deficiencies in a study of 23
patients with bronchiectasis and commented that they
knew of no other studies of IgG subclasses in this condi-
tion.

At the 1983 summer meeting of the British Thoracic
Society we presented the results of IgG subclass estima-
tions in 40 patients with bronchographically proved bron-
chiectasis and 40 patients with recurrent acute respiratory
infections.' All patients had normal or raised total IgG. We
found seven patients with serum IgG, concentrations of
0-04-0-57 g/l, below our normal range (1-1-10-7 g/l), of
whom two had bronchiectasis. Five of the seven had con-
comitant IgA deficiency (one with bronchiectasis) and two
had undetectable IgG, (one with bronchiectasis). There
was no clinical difference between the patients with IgG
subclass deficiencies and those with normal or raised levels.

Hence IgG subclass deficiencies can be found in patients
with bronchiectasis. Patients with IgG, deficiency have
increased susceptibility to recurrent pyogenic infections,
and have been reported to benefit from immunoglobulin
replacement therapy,?® and therefore we consider the
detection of such deficiencies to be important.

PHILIP STANLEY

PETER COLE

Host Defence Unit
Department of Medicine
Brompton Hospital
London SW3 6HP
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**This letter was sent to the authors, and Professor Fitz-
Gerald replies below

SIR,—We were very interested in the findings of Drs Stan-
ley and Cole, which appeared in abstract form after sub-
mission of our paper. The combined data from the two
studies give a broad perspective of the importance of
immunoglobulin and immunoglobulin subclass deficiency
in bronchiectasis. Clearly, our study groups were some-
what different given the very high prevalence of IgA defi-
ciency in the Brompton group, perhaps reflecting special-
ised tertiary referral to that unit. The data based on a
combined total of 63 patients with bronchiectasis show that
immunoglobulin subclass deficiency may occasionally con-
tribute to the pathogenesis of bronchiectasis in that two

patients had IgG, deficiency, one of whom had concomit-

ant IgA deficiency. We are certainly in agreement with the

therapeutic implications outlined by Drs Stanley and Cole
and, indeed, made these very points in our paper.

MUIRIS FITZGERALD

Medical Professorial Unit

St Vincent’s Hospital

Dublin 4

Role of lung scanning in assessing the resectability of bron-
chial carcinoma

SIR,—We are concerned with the practical, surgical impli-
cations for patients with bronchial carcinoma in the report
by Dr DA Ellis and his colleagues (April 1983;38:261-6).
Their conclusions state that for centrally placed tumours
perfusion of 25% or less in the affected lung is likely to be
associated with unresectability and that “The addition of
lung scanning to the preoperative evaluation of selected
patients with bronchial carcinoma should help to reduce
the number of patients undergoing unrewarding
thoracotomy.” The authors base this major assumption on
the results from only six patients, one of whom had a suc-
cessful resection. To add any credibility to their statement
it should be expected that this one patient would have the
highest perfusion in the group, but in fact the patient had
only 2% perfusion in the diseased lung.

Since 1980 in this regional thoracic surgical unit we have
regularly undertaken quantitated ventilation and perfusion
lung scans in patients with bronchial carcinoma considered
to be of poor operative risk. During this period we have
had seven patients with centrally placed tumours and
reduced perfusion which were technically resectable on
clinical, radiographic, and bronchoscopic assessment. The
percentage perfusion for the lung containing the tumour,
surgical outcome, tumour size, and reason for inoperability
are shown in the accompanying table. Four out of seven
patients with considerably reduced perfusion had a suc-
cessful lung resection—these findings are in contradiction
to those of Dr Ellis and his colleagues. There was no re-
lationship between the surgical outcome and either the
degree of impairment of lung perfusion or tumour size in
our patients.

We believe that quantitated lung imaging in carcinoma
of the bronchus is best reserved for estimating postopera-
tive lung function' and not in determining tumour resect-
ability, no matter what the level of perfusion. No patient
with lung carcinoma should be denied potentially curative
surgery on the basis of an unfounded statistical probability.

AJ WILLIAMS
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DCT WATSON

Departments of Thoracic Medicine and Surgery
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Birmingham B9 5ST
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Department of Nuclear Medicine
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