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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 Respira-
tory Medicine, City Hospital, Nottingham NG5 1PB, UK. Edi-
torial and historical articles are normally commissioned but the
Editors 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
correspondence, 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
Editors. 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. The source
of funding of the work should be declared in the acknowledge-
ments at the end of the Discussion.

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, intro-
duction, 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 experi-
mental 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 illustration, 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 Editors recommend that
authors refer to Altman DG, Gore SM, Gardner M]J, Pocock SJ.
Statistical guidelines for contributors to medical journals. BM¥
1983;286:1489-93. Authors should name any statistical meth-
ods used and give details of randomisation procedures. 95%
confidence 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 standard
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 conversion 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. Particu-
lar care is needed with photomicrographs, where detail is easily
lost—it is often more informative to show a small area at a high
magnification 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. Four 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 illus-
trations.

REFERENCES Responsibility for the accuracy and complete-
ness of references rests entirely with the authors. References will
not be checked in detail by the Editors but papers in which
errors are detected are unlikely to be accepted. Reference to
work published in abstract form is allowed only in exceptional
circumstances—for example, to acknowledge priority or indebt-
edness 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 numerical 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 followed by ez al), title of article, and in the
case of journal articles 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. Texz-
book of pulmonary disease. London: Silver Books, 1982:349-
62.

REVIEWING PROCESS Papers submitted to Tharax will be
assessed by the Executive Editors and those considered unsuit-
able for publication will be returned directly to the authors. All
other papers will be peer reviewed by an associate editor and at
least one other reviewer. Rapid Communications will be
reviewed and returned to the authors within 4 weeks, and pub-
lished 2 or 3 months after acceptance.

CORRESPONDENCE The Editors welcome letters related to
articles published in Thorax. These should not exceed 300
words or contain more than three references, which should be
listed at the end of the letter. Letters should be typed in double
spacing with wide margins and must be signed by all authors.
REPRINTS Reprints are available at cost if they are ordered
when the proof is returned.
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USA subscription orders with or without payment may also be
sent to British Medical Journal, PO Box 408, Franklin, MA
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publisher in London. All inquiries about air mail rates and sin-
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THE LANCET CONFERENCE 1997 THE CHALLENGE OF

CALL FOR ABSTRACTS

The Lancet invites abstracts, in the form of posters, for a two day conference on The Challenge of Asthma. All
four sessions will include invited lectures, and there will be a Chairperson’s plenary lecture on dav 1. A feature of

Lancet conferences is generous time for discussion,

TOURS, FRANCE, OCTOBER 9/10 1997
CLOSING DATE FOR ABSTRACT SUBMISSIONS IS JUNE 2, 1997

The prevalence of asthma is increasing alarmingly world  Rising treatment costs and morbidity add to the economic
wide. Environmental factors. especially those related to burden on  health services. More emphasis is needed on
“westernisation” (such as pollution. urbanisation. smoking,  research into preventive measures. especially-in children and
allergen exposure. and diet). and respiratory infections  others at high risk. The aim of our 1997 conference. the
might play a partin the inercasing lrequency of the disease.  fourth in our Challenge series. is 10 focus on prevention and
Drog treatment is sometimes limited and controversial.  to identify future vescarch and treatment goals.

The themes of the four sessions will be Descriptive epidemiology - the problem; Mechanistic explanations;
Environmental factors; and Towards prevention.

Why is asthma prevalence increasing? How do environmental factors trigger the bronehial constriction.
inflammation. and hyperreactivity that characterise asthina? What factors in pregnaney and in newborn
babies lead (o the development of asthma? What are the limitations of current treatment? Is prevention

a realistic goal?

Registration and an evening reception will take place on Wednesday, October 8

Day 1 (October 9)

There will be two main sessions. The morning will focus on the epidemiology and natural history of asthma: the after-
noon on immunopathology and geneties. Fach session will have three gaest lectures. Discussion and debate will form a
major part of botl sessions, and parallel poster sessions will be in progress throughout the conference. Selected posters
will be presented and discussed during the sessions. The second session will end with the Chaivperson's plenary lecture,

The conference dinner will take place in the evening of day 1.
Day 2 (October 10)

The day will have the <ame Tormat as day 10with sessions onemvirommental factors and prevention. Aninvieed speaker

will give a Tinal overview of the conference. \ncinvestigator prize will be awarded Tor the hest poster presentation,

Written overviews related 1o the topies of the Tour sessions will be civenlated shorth before die conference o resisiered

deleaates and will sabsequenty be publishied as o sapplement o The Faneer
Chair: Prof Anne Tattersfield Nottingham. UK

We invite abstracts on the tollowing topies: Epidemiology: pathogenesis: treatment; and prevention.

\ecepted abstracts should be prepared as poster presentations, 1o be displyed throughout the mecting. The Tditor and
selection committee will select certain posters for shore oral presentation.

Deadline : Abstract forms must reach the London or New York office by June 2, 1997, Those received after that
date will not be considered. Please do not send submissions by fax or e-mail.

\bh=tract forms Tor posters oulyare available fronn:

The Editor 'Lancet Asthma Conference:, The Lancet, 42 Bedford Square. London WCIB 351, Uk
Tel +44 10 171 436 4981 Fax ++4 0% 171 436 7550 e-mail: a.dillon@elsevier.co.uk

The Editor ‘Lancet Asthma Conference , The Lancet, 245 West 17th Street. New York, NY 10011, U
el 212 633 3800 Fax 212 633 3850
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LETTERS TO
THE EDITOR

Lung transplantation in
patients with cystic fibrosis

We read with interest the paper by Ryan ez
al (March 1996;51:302-5) describing their
experience of pulmonary transplantation in
patients referred from a single cystic fibrosis
centre. We thought it would be useful to
present similar data from a lung transplant
centre serving several cystic fibrosis centres.

The Freeman Hospital Cardiopulmonary
Transplantation Unit regularly assesses pa-
tients from six cystic fibrosis centres in the
UK. To date we have assessed 137 patients on
site, of whom only 12 have been considered
unsuitable for transplantation. Of the 125
patients accepted, 36 have undergone pul-
monary transplantation, 22 remain alive with
an actuarial survival of 66% at two years and
38 have died awaiting transplantation. Fifty
one patients are currently awaiting trans-
plantation with 22 on the active list and 29
on the provisional list.

Our policy is to liaise closely with referring
centres and review patients when the FEV,
falls below 30% predicted, when there is evi-
dence of unusually rapid and progressive fall
in FEV,, or when there is an increasing need
for admission to hospital. Patients are placed
on the provisional list when judged suitable
for transplantation but are either too well or
have correctable relative contraindications.

Shortage of donor organs continues to rep-
resent the major obstacle and cause of death
associated with transplantation. The median
wait from acceptance to transplantation is
242 days and our experience in cystic fibrosis
is that, when actively listed, approximately
50% of patients will die before surgery.

We endorse the view that it is important
to discuss with potential recipients their
chances of receiving lung transplantation as
well as the results of this procedure.

E GABBAY

J] H DARK

N WRIGHTSON

P A CORRIS

Department of Respiratory Medicine,
Freeman Hospital, High Heaton,
Newcastle upon Tyne NE7 7DN, UK

Chronic hypoxia and
pulmonary rehabilitation

We read with interest the editorial by Dr
Wijkstra on pulmonary rehabilitation in the
home (February 1966;51:117-18). We agree
that accurate hospital assessment and selec-
tion of the patient with COPD is essential
before enrolment into a pulmonary rehabili-
tation programme, whether performed as an
inpatient, outpatient, or mainly in the home.
However, Dr Wijkstra also suggests that
patients with exercise hypoxaemia should be
excluded from home programmes, which will
include patients with more advanced COPD.

Few studies have investigated the effects
of pulmonary rehabilitation in patients with
severe COPD. In a recent controlled study of
rehabilitation reported by Goldstein and col-

leagues' patients with a forced expiratory vol-
ume in one second (FEV)) of less than 40%
predicted were selected and showed improve-
ments in exercise tolerance and quality of life
after rehabilitation. Oxygen prescription dur-
ing exercise was adjusted to maintain arterial
oxygen saturation at 85-90% and rehabilita-
tion continued at home after the initial in-
patient programme. In a retrospective study
patients with a mean FEV, of 20% predicted
with severe hypercapnia (Paco, >7.2 kPa)
showed increases in exercise capacity after
physical training.’

Patients with more severe COPD have a
greater impairment of quality of life related to
the severity of their hypoxaemia,’ and consid-
erable anxiety and depression which further
impairs activities of daily living. This patient
group may be particularly suitable for home
pulmonary rehabilitation programmes, al-
though outcome measures may differ in view
of the greater degree of disability present.
Ambulatory oxygen devices are widely avail-
able to correct hypoxaemia during physical
training and we have used these in the home
without complications. More controlled stud-
ies are required to assess selection, effec-
tiveness, safety, and costs of rehabilitation in
patients with advanced COPD.

1 Goldstein RS, Gort EH, Stubbing D, Avendano
MA, Guyatt GH. Randomised controlled trial
of pulmonary rehabilitation. Lancer 1994;344:
1394-7.

2 Foster S, Lopez D, Thomas HM. Pulmonary
rehabilitation in COPD patients with elevated
Pco,. Am Rev Respir 1988;138:1519-23.

Okubadejo AA, Jones PW, Wedzicha JA. Quality
of life in patients with COPD and severe
hypoxaemia. Thorax 1995;51:44-7.
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R GARROD

R GARNHAM

J BESTALL

J A WEDZICHA
Respiratory Care Unit,
London Chest Hospital,
Bonner Road,

London E2 95X, UK

BOOK REVIEW

Occupational Lung Diseases. WKC Mor-
gan, A Seaton. (Pp 680; $89.50). Philadelphia:
WB Saunders, 1995. 0-721-64671-9.

The first edition of this well regarded book
was published in 1975 and the authors have
revised the text each decade since. Although
a number of other experts have contributed,
the two authors have continued to be involved
in writing most of the chapters which gives
the book a refreshing fluency and continuity
which is so often lacking in many modern
day, multi-author, multi-volume texts.

The first third of the book concentrates
on the history, epidemiology, physiology, and
pathophysiology of occupational lung dis-
ease. These chapters are well written and
provide first class instruction for those con-
templating research into occupational lung
disease. 1 particularly enjoyed Anthony
Seaton’s chapter on the history of occupa-
tional lung disease and Alan Gibbs’ chapter
on pathological reactions of the lung to dust.
One minor criticism would be that the chap-
ter on lung function is rather long and con-
tains detailed information on pulmonary
physiology readily available elsewhere.

Thorax 1996;51:1068

The remainder of the book is dedicated
to specific occupational lung diseases. Each
chapter opens with an account of the history
and a thorough review of the epidemiology
before moving on to clinical and pathological
aspects of the condition. The disease cover-
age is comprehensive rather than encyclopae-
dic, but this has the advantage of producing
a book which is not too weighty, and which
can equally be read in the library or used in
the field.

For me, however, the real strength of this
book is its ability to stimulate interest in, and
then guide, research into occupational lung
disease. This is an excellent text and is re-
commended. - RH

NOTICE

Pharmacology of Asthma

A course on the Pharmacology of Asthma
organised by Professor Peter Barnes will be
held at Imperial College School of Medicine
at the National Heart and Lung Institute
in collaboration with the Royal Brompton
Hospital, Dovehouse Street, London SW3
6LY on 25-28 November 1996. For further
details please contact the Postgraduate Edu-
cation Centre, National Heart and Lung In-
stitute, Dovehouse Street, London SW3 6LY,
UK. Telephone: 0171 351 8172. Fax: 0171
376 3442.

CORRECTION

Home assessment of peak
inspiratory flow through
the Turbohaler in
asthmatic patients

In the paper entitled “Home assessment of
peak inspiratory flow through the Turbohaler
in asthmatic patients” by R ] Meijer et al
which appeared on pages 4334 of the April
issue there was a typographical error in the
labelling on the X axis of figure 2. A correct
version of the figure is reproduced below.
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Figure 2 Correlation between peak inspiratory
flow through the Turbohaler (PIFgy) and
peak expiratory flow (PEF) at home. Data
points are shown as individual means.



