
As the microcomedo is a precursor of many acne
lesions it is reasonable to introduce a topical retinoid
(or retinoid-like drug, such as adapalene). Such drugs
reverse formation of comedones. Retinoids should be
used early on and continued throughout much of the
treatment programme. In contrast to the United States,
the topical retinoid tazarotene is not licensed for acne.
A topical retinoid can be used in the evening and an
antimicrobial agent in the morning. It is important to
emphasise the benefit of benzoyl peroxide, which may
reverse the increasing problems of resistance to Propi-
onibacterium acnes. Benzoyl peroxide can be used in
combination with oral and topical antibiotics or during
“antibiotic holidays” (breaks from antibiotic use).

We agree that when an oral antibiotic is needed,
oxytetracycline is the first choice. More expensive
preparations are not proved to be more effective. As a
second line drug, minocycline is worth trying. General
practitioners should be aware of the possible side
effects, especially drug induced lupus.4 General practi-
tioners in the United Kingdom prescribe minocycline
in a dose of 100 mg a day but American dermatologists
regularly prescribe 200 mg a day. Generic trimetho-
prim is both effective and inexpensive.

Patients should be warned to expect little improve-
ment in the first month, but thereafter they should
expect about 20% improvement a month. After
successful control of the disease, maintenance treat-
ment with topical agents is essential. Oral antibiotics
should be reintroduced if the acne occurs.

Women with acne who need the contraceptive pill
for gynaecological reasons are often prescribed cypro-
terone acetate and oestrogen (Dianette) and topical
treatment. Oral isotretinoin is highly effective at
treating acne, but in the United Kingdom it can be pre-
scribed only in secondary care because of its
teratogenicity and the risk of adverse psychiatric
events. In the United States the prescribing of oral
isotretinoin and contraceptive advice is very proscrip-
tive. UK guidelines are expected soon. The idea of

prescribing oral isotretinoin in the community is a
matter of debate. If general practitioners with a special
interest in dermatology were able to prescribe
isotretinoin it may reduce the waiting time for second-
ary care. However, any small changes in the threshold
for prescribing isotretinoin could have serious financial
implications for the NHS.5
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Submitting articles to the BMJ

We are now inviting all authors who want to submit a
paper to the BMJ to do so via the web
(http://submit.bmj.com).

We have introduced Benchpress, our new web based
manuscript tracking system, with the aim of
streamlining our processes and providing better,
quicker information for authors, reviewers, and editors.

Benchpress is a website where authors deposit their
manuscripts and editors go to read them and record
their decisions. Reviewers’ details are also held on the
system, and when asked to review a paper reviewers
will be invited to access the site to see the relevant
paper. The system is secure, protected by passwords, so
that authors see only their own papers and reviewers
see only those they are meant to. The system is run by
Highwire Press, who host bmj.com, and is already
being used by 30 journals, including most of the BMJ
Publishing Group’s specialist journals.

For authors in particular the system offers several
benefits. The system provides all our guidance and

forms and allows authors to suggest reviewers for their
paper—something we’d like to encourage. Authors get
an immediate acknowledgement that their submission
has been received, and they can watch the progress of
their manuscript. The record of their submission,
including editors’ and reviewers’ reports, remains on
the system for future reference.

Anyone with an internet connection and a web
browser can use the system.

As with all new systems we expect a few teething
problems, but the system itself offers extensive help,
and the BMJ ’s editorial office is geared up to help
authors and reviewers if they get stuck. We see
Benchpress as part of our endeavour to improve our
service to authors and reviewers and, as always, we’d
welcome feedback.

Benchpress is accessed via http://submit.bmj.com or
via a link from bmj.com

Corrections and clarifications

Randomised trial of endoscopy with testing for
Helicobacter pylori compared with non-invasive H pylori
testing alone in the management of dyspepsia
In this paper by K E L McColl and colleagues
(27 April, pp 999-1002), we inadvertently
published the wrong date for when we finally
accepted the paper for publication. The correct
acceptance date was 20 December 2001 [not
2 February 2002].

A time for global health
In this editorial by Richard Smith (13 July,
pp 54-5), we managed to mangle a currency
conversion. In the second sentence of the third
paragraph, $119bn is £76bn (exchange rate at time
of writing this correction), not £158bn, which is
patently wrong, even with the recent shifting
exchange rates. We should also have followed our
policy, in place since 1 January 2002, of including a
conversion to euros (which would be €121bn).

Clinical review
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