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Notice to contributors
SUBMISSION AND PRESENTATION The original type-
script and three copies of all papers should be sent to the
Executive Editors, Thorax Editorial Office, Division of
Respiratory Medicine, City Hospital, Nottingham NG5 1PB,
UK. Editorial and historical articles are normally commissioned
but the Editor may accept uncommissioned articles of this type.
Manuscripts must be accompanied by a declaration, signed by
all authors, that the paper is not under consideration by any
other journal at the same time and that it has not been accepted
for publication elsewhere. The typescript should bear the name
and address of the author who will deal with editorial cor-
respondence, and also a fax number if possible. Authors may
be asked to supply copies of similar material they have published
previously. If requested, authors shall produce the data upon
which the manuscript is based for examination by the editor.
Papers are accepted on the understanding that they may undergo
editorial revision. In the event of rejection one copy of the text
may be retained for future reference. Authors are asked to
supply the name and address of a possible referee for
their work.
Papers must be typed in double spacing with wide margins for
correction and on one side of the paper only. They should
include a structured abstract on a separate sheet (see below).
Full papers should follow the basic structure of abstract, in-
troduction, methods, results, discussion, references, and tables
and figures as appropriate. They should not normally exceed
3000 words or include more than 30 references; priority will
be given to papers that are concise. In each issue of the journal
we will publish a small number of Rapid Communications,
intended for reports of work of major importance in any areas
of research, which will undergo an accelerated reviewing and
publication process. Rapid Communications must not exceed
2000 words, 15 references, and two figures or tables. Short
reports of experimental work, new methods or a preliminary
report can be accepted as two page papers and should comprise
no more than 1300 words including a structured abstract, one
table or illustration, and a maximum of 10 references. Case
reports should not exceed 850 words with one table or illus-
tration, a short unstructured abstract, and 10 references.
ABSTRACT Abstracts, which should be of no more than
250 words, should state clearly why the study was done, how
it was carried out (including number and brief details of
subjects, drug doses, and experimental design), results, and
main conclusions. They should be structured to go under
the headings "Background", "Methods", "Results", and
"Conclusions".
KEYWORDS Authors should include on the manuscript up
to three key words or phrases suitable for use in an index.
STATISTICAL METHODS The Editor recommends that
authors refer to Altman DG, Gore SM, Gardner MJ, Pocock SJ.
Statistical guidelines for contributors to medical journals. BM3
1983;286:1489-93. Authors should name any statistical methods
used and give details of randomisation procedures. 95% con-
fidence intervals should be quoted for main results given as
means or medians. The power of the study to detect a significant
difference should be given when appropriate and may be
requested by referees. Standard deviation (SD) and stan-
dard error (SE) should be given in parenthesis (not preceded
by ±) and identified by SD or SE at the first mention.
SI UNITS The units in which measurements were made
should be cited. If they are not SI units the factors for conver-
sion to SI units should be given as a footnote. This is the
responsibility of the author.
ILLUSTRATIONS Line drawings, graphs, and diagrams
should be prepared to professional standards and submitted
as originals or as unmounted glossy photographic prints.
Particular care is needed with photomicrographs, where detail
is easily lost-it is often more informative to show a small area
at a high magnifiation than a large area. Scale bars should be
used to indicate magnification. The size of the symbols and
lettering (upper and lower case rather than all capitals) and
thickness of lines should take account of the likely reduction
of the figure-usually to a width of 65 mm. Three copies of
each illustration should be submitted. Each should bear a
label on the back marked in pencil with the names of the
authors and the number of the figure, and the top should be
indicated. Legends should be typed on a separate sheet.
Authors must pay for colour illustrations.

REFERENCES Responsibility for the accuracy and com-
pleteness of references rests entirely with the authors.
References will not be checked in detail by the Editor but
papers in which errors are detected are unlikely to be accept-
ed. Reference to work published in abstract form is allowed
only in exceptional circumstances-for example, to acknowl-
edge priority or indebtedness for ideas. References should be
numbered in the order in which they are first mentioned and
identified in text, tables, and legends to figures by arabic
numerals above the line. References cited only (or first) in
tables or legends should be numbered according to where the
particular table or figure is first mentioned in the text. The list
of references should be typed in double spacing and in numer-
ical order on separate sheets. The information should include
reference number, authors' names and initials (all authors unless
more than six, in which case the first six names are fol-
lowed by et al), title of article, and in the case of journal arti-
cles name of journal (abbreviated according to the style of
Index Medicus), year of publication, volume, and first and last
page numbers. The order and the punctuation are important
and should conform to the following examples:
1 Anderson HR. Chronic lung disease in the Papua New

Guinea Highlands. Thorax 1979;34:647-53.
2 Green AB, Brown CD. Textbook of pulmonary disease. 2nd

ed. London: Silver Books, 1982:49.
3 Grey EF. Cystic fibrosis. In: Green AB, Brown CD, eds.

Textbook of pulmonary disease. London: Silver Books,
1982:349-62.
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LETTER TO
THE EDITOR

Bronchiectasis and
homozygous (P1ZZ) acl-
antitrypsin deficiency
We read with interest the case report by
Rodriguez-Cintron et al (April 1995;50:
424-5) of a man with bronchiectasis who also
had ocl-antitrypsin deficiency. They con-

cluded that "bronchiectasis must be con-

sidered part of the spectrum that may be
encountered in ... oc,-antitrypsin deficiency"
and the discussion attempts to establish that
the biochemical defect has led to bron-
chiectasis. We would like to point out that a

case report is at best an association and cannot
be taken as evidence for a cause and effect.
The three case reports they quote were

deemed inconclusive by other workers' for
various reasons. The patient in the first report2
had pertussis as a child which is a well known
cause of bronchiectasis; the patient in the
second report3 had Pseudomonas aeruginosa in
his sputum and a sweat chloride level of
77 mmol/l; and the third report had three
cases - one again had pertussis as a child,
another had bronchiectasis limited to the left
base which mitigates against a systemic aeti-
ology, while in the third case sweat levels of
chloride were not estimated.4
The paper gives a false impression that the

previous reports are a solid foundation on

which the authors are building, produces a

biased representation of the published lit-
erature and, lastly, fails to comment on

whether a systemic condition such as osi-

antitrypsin deficiency could virtually spare
one lung.
The authors state that the true frequency

of bronchiectasis in osl-antitrypsin deficient
individuals remains to be determined. In the
multicentre survey of deficient subjects con-

ducted by the British Thoracic Society none

ofthe 126 deficient patients or the 40 deficient
relatives had clinical or radiological evidence
of bronchiectasis.56 Most had emphysema.
We surveyed all 35 cases of bilateral wide-

spread bronchiectasis in our hospital (who
did not have cystic fibrosis, tuberculosis, or

any known cause for bronchiectasis) and none
had ol-antitrypsin deficiency.7 The relatively
small number of cases reflects the rarity of
bilateral bronchiectasis outside the spheres of
cystic fibrosis, tuberculosis, or immuno-
globulin deficiency.

F AL-KASSIMI
Division of Chest Medicine,
Medical Department (38),

College of Medicine,
King Saud University,

PO Box 2925, Riyadh 11461,
Saudi Arabia

1 Barker AF. Alpha-I antitrypsin deficiency pre-
senting as bronchiectasis (letter). Br3r Dis Chest
1 986;80:97.

2 Longstretch GF, Weitzman SA, Browning RJ,
Lieberman J. Bronchiectasis and homozygous
alpha-I antitrypsin deficiency. Chest 1975;67:
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Pulmonary diseases and
HIV infection

In their review (March 1995;50:294-302)
Mitchell and Miller rightly identify pneumo-
thorax as a relatively common compli-
cation of AIDS. Although we appreciate
the constraints of such reviews in presenting
argument, we are concerned about the state-
ment suggesting it advisable to avoid surgery

for pneumothorax in HIV positive in-
dividuals.

In this setting pneumothorax is frequently
recurrent, bilateral, and recalcitrant to con-

ventional therapy. Tube thoracostomy (with
or without chemical pleurodesis) remains the
first line treatment. However, even with pro-

longed intercostal drainage there is a high
failure rate. In patients without HIV infection
failure of first line treatment and recurrence

of pneumothorax are both indications for
surgical intervention. To withhold such treat-
ment in HIV positive individuals requires us

to show that such treatment is contra-
indicated. We do not believe this to be the
case.

Previous studies have shown that surgical
intervention is both successful and well tol-
erated.1-3 Subsequent postoperative stay is
short' 2 and the incidence ofrecurrent pneumo-
thorax low.'3 These authors have therefore
supported the role of surgery in this situation.
While most HIV infected individuals with

pneumothorax have advanced disease and
therefore shortened life expectancy, we do
not think this in itself is a contraindication to
surgery. Conversely, if surgery reduces the
need for long periods in hospital, often de-
bilitating in itself, short life expectancy may
actually strengthen the argument.

Patient selection is, of course, critical; there
will always be individuals who are not suitable
surgical candidates. We believe, however, that
surgery does have an important role. Ifsurgery
is avoided carte blanche we are potentially
doing our patients a disservice.

MARTIN FISHER
DAVID ASBOE

BRIAN G GAZZARD

Department of HIV and Genitourinary Medicine,
Chelsea and Westminster Hospital,

London SWIO 9TH, UK

1 Gerein AN, Brumwell ML, Lawson LM, Chan
NH, Montaner JS. Surgical management of
pneumothorax in patients with acquired im-
munodeficiency syndrome. Arch Surg 1991;
126:1272-7.

2 Crawford BK, Galloway AC, Boyd AD, Spencer
FC. Treatment of AIDS-related broncho-
pleural fistula by pleurectomy. Ann Thorac Surg
1992;54: 212-5.

3 Horowitz MD, Oliva H. Pneumothorax in AIDS:
operative management. Am Surg 1993;59:200-
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BOOK NOTICE

Long-Term Oxygen Therapy. Walter J
O'Donohue, Jr. (Pp 416; $150.00). New
York: Marcel Dekker, 1995. 0 8247 9499 0.

Two randomised controlled trials have shown
that long term oxygen therapy (LTOT) im-
proves survival in patients with chronic
obstructive pulmonary disease (COPD).
However, 15 years after publication of these
results there are many questions still to be
answered about the mechanisms of these im-
provements, the optimum prescription of
LTOT, and the nature of oxygen technology.
This monograph discusses the physiological
basis for the use of oxygen therapy and the
clinical applications in both adults and chil-
dren with chronic hypoxaemia. The book is
mainly concerned with patients with COPD
as there is little information currently avail-
able on the outcome of LTOT in patients
with other respiratory diseases.
The book starts with an excellent and per-

sonal chapter on the historical aspects of
LTOT by Dr Tom Petty. The chapter has
some entertaining anecdotes on the de-
velopment ofthe service and is illustrated with
photographs from LTOT centres throughout
the world that have been visited by the author.
There are chapters on the scientific basis and
indications for oxygen therapy that are rather
repetitive, with the same graph appearing in
different chapters. A useful chapter on the
neuropsychological aspects emphasises that
LTOT has not yet been shown to improve the
quality of life, even though in other chapters
some authors add improvement in quality of
life to their list of expected benefits from
the use of LTOT. There are comprehensive
chapters on the effect of oxygen on exercise
and oxygen delivery systems, though the em-
phasis is on the technology currently available
in North America. Travel for patients on

LTOT poses particular problems and this is
covered in considerable detail towards the
end of the book.
The main value of this text is for reference

purposes, and some of the major studies are

described in some detail, which is useful for
anyone entering the field of oxygen therapy.
The book is well referenced and illustrated.
Almost all the contributors are American and
thus most of the practical information about
oxygen delivery systems is only applicable to
practice in North America. Despite over 50
years of research into oxygen therapy, pro-
vision of LTOT is still variable around the
world and the future challenge is to identify
factors that will lead to a definite im-
provement in quality of life. - JAW

NOTICE

BTS Abstracts
Readers are informed that abstract S49 that
appeared on page A35 of the Abstract Sup-
plement was withdrawn by the authors just
before the meeting, too late for it to be re-
moved from the Supplement.
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