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"Monday morning" angina in workers in nitroglycerin
factories, attributed to nitrate withdrawal, possibly also derives
from coronary spasm preventable or relieved by nitrates.
The Prinzmetal variant with ST elevation probably repre-

sents coronary spasm which lasts too little time to bring about
infarction but too long to be associated with ST depression.
ST elevation is known to be an early electrocardiographic
event in patients who go on to develop frank changes of
infarction, and it is probable that less or shorter lived spasm
may be associated with more mundane E.C.G. changes of
ischaemia, while even more prolonged spasm might cause
infarction or death (with or without thrombosis at the site of
spasm).
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Operability of Lung Cancer
Total resection is the treatment of choice for bronchial
carcinoma, apart from cases of bronchoscopically diagnosed
oat-cell carcinoma.' However, total resection is found possible
in only 20% or so of the patients diagnosed,2- and about one-
third of those subjected to thoracotomy2 6 are found to have a
tumour which cannot be totally removed. Resection in these
cases is only attempted if, as advocated by Abbey Smith,7 the
surgeon believes in an aggressive policy of removing as much
tumour as possible.
Where the tumour cannot be totally removed the survival

rate is extremely poor. Belcher and Anderson8 found that
resection had been possible in 79%/ of 1134 operations for
carcinoma ofthe bronchus at the London Chest, the Middlesex,
and Pinewood Hospitals from 1949 to 1963. The operative
mortality had been 10% for resection and 4% for exploratory
thoracotomy. The survival rate after resection was 46%/ at two
years. and 26% at five years, but only 3% ofthose patients who
had had an exploratory thoracotomy were alive after two years.
Weiss9 analysed a series of 968 men and 108 women who had
operations for bronchogenic carcinoma from 1956 to 1965 at
12 teaching hospitals in Philadelphia. About one-third of the
patients of both sexes had had exploration without resection;
in these cases the operative mortality of 9-700 for men and
8 3% for women had been a risk incurred without benefit to
the five-year post-thoracotomy survival rate of 2.4% for the
men and nil for the women.
Unsuspected extension to the mediastinal lymph nodes and

vascular invasion are the most likely reasons for a bronchial
carcinoma to be found inoperable at thoracotomy, and methods
of assessment likely to detect these conditions should be
encouraged. Paulson and Urschell' compared the effects of
increased pretreatment investigation on 1135 patients with
bronchogenic carcinoma seen from 1950 to 1959 and a further
952 patients seen from 1960 to 1969. Their results showed that
improved assessment of resectability led to a rise in the re-
section rate at thoracotomy from 7500 to 91°/ and an increase
in the five- year survival after thoracotomy from 18% to 35%.
Extended radiographic techniques, including tomography

in the anterior and lateral planes, may indicate the presence of
enlarged tracheobronchial, subcarinal, or paratracheal lymph
nodes, but it is unlikely to detect nodes less than 2 cm in
diameter, and infiltrated lymph nodes smaller than that are all
too frequently encountered at thoracotomy. Barium swallow
may sometimes show enlarged subcarinal lymph nodes
displacing or involving the oesophagus. Angiography has been
reported as a valuable method of assessing whether major
blood vessels have been invaded or compressed bv enlarged
lymph nodes,'1 12 but the technique has so far been adopted
as a routine preoperative investigation only in centres with
adequate resources of equipment and personnel. Similar
considerations limit the use of scintillation scanning of the
lungs. 13

Scalene node biopsy, first described by Daniels'" in 1949,
was extensively used during the 1950s to detect extrathoracic
lymphatic spread. However, Morgan and Scott'5 in a critical
evaluation in 1962 pointed out that though scalene fat pad
biopsies showed there was extrapulmonary extension in 12%
of cases with non-palpable supraclavicular lymph nodes a
negative biopsy did not indicate that the lesion was resectable.

Mediastinoscopy, introduced by Carlens16 in 1959, has now
largely supeiseded scalene node biopsy except for palpably
enlarged lymph nodes. Both sides of the mediastinum can be
explored through the same incision, and specimens can be
obtained from lymph nodes nearer to the carcinoma and
therefore more likely to be affected. Pearson'7 reported that
3300 of a series of 239 patients with presumably operable
bronchial carcinoma were proved by mediastinoscopy to have
tumour in superior mediastinal lymph nodes. Similar results
have been published by other investigators.'82' In a series of
400 mediastinoscopies, including 296 patients with bronchial
carcinoma, Sarin and Nohl-Oser22 found affected mediastinal
lymph nodes in 35% of those with squamous cell carcinoma
and 760% ofthose with oat-cell carcinoma. After exclusion from
thoracotomy of those patients shown to have extension to the
mediastinal lymph nodes, 94% of the remainder were found to
have resectable growths. As an alternative to mediastinoscopy
some thoracic surgeons prefer the greater exposure obtained
by anterior mediastinotomy23 21-at the expense of excision of
costal cartilages; and in summary it seems that more routine
use of one or other of these techniques could do much to
reduce the number of patients with bronchial carcinoma
found to be inoperable at thoracotomv.
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