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carrying a high risk of ventricular fibrillation regardless of
the coronary anatomy and remains ill-understood.

Spontaneously occurring angina is preceded by a rise in
heart rate and blood pressure,24 which augment myocardial
oxygen demands. It is associated with a hypoxia-induced re-
duction in ejector efficiency from the left ventricule,25 which
may further intensify ischaemia. The benefit of propranolol
can be related to counteraction of these provocations, particu-
larly when recurring pain further increases the rate of sym-
pathetic stimulation. This clinical benefit from propranolol,
even despite left ventricular failure (when it might be thought
contraindicated) is worth stressing. When left ventricular
dysfunction is associated with painful ischaemia (rather than
infarction), ventricular efficiency is regained when the
ischaemia is relieved. The Boston workers emphasize the use
of beta-adrenergic blockade to stabilize the patient, thereby
enabling the majority to be investigated and if necessary
treated surgically after readjustment and loss of pain at rest.
Fourteen patients were subsequently operated on and 12
benefited. There were no deaths in their series during the
acute phase, but three medically treated patients died later.
Though these acute coronary syndromes are not usually

precursors of imminent infarction or death, they may repre-
sent a phase in the course of progressive coronary artery
disease before the collateral supply to an obstructed coronary
segment becomes adequate.22 Propranolol is rapidly effective
in relieving pain and carries less risk than emergency surgery.
After being tided over the acute phase by medical means,
investigation and bypass surgery may be followed by early
resumption of normal activity, with the hope also of reduc-
ing the risk of myocardial infarction in the following months.
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Alcoholism Research
Over 8,000 cases of alcoholism are being admitted to mental
hospitals in England and Wales every year.1 Some go to
highly specialized units.2 Others, and especially the vagrants,
are admitted to the general wards of mental hospitals.3 No
matter what the treatment setting, a familiar question then
confronts the clinician: For how many weeks should his

patient be asked to stay in hospital? The conventional wis-
dom today would probably suggest that a stay of two or three
months is preferable to any shorter period.47 But we have
little o)bjective evidence on an issue that is as important to
the individual patient as to national planning of services.

Recently P. J. A. Willems and colleagues8 described a
controlled trial in which alcoholics were randomly allocated
either to a short-stay inpatient regimen (31 patients, mean
stay 20 days) or to a long-stay regimen (38 patients, mean
stay 82 days), with follow-up of both groups for two years
after discharge. This study represents something of a land-
mark in research on alcoholism.

Trials of different ways of treating alcoholism set special
difficulties. Alcoholic patients are often hard to trace, and
that Willems and his colleagues succeeded in triacing all but
two of their 69 patients speaks of perseverance. Furthermore,
the information obtained from the alcoholic himself is often
suspect. The present report is based in every instance on
the report of corroborative independent witnesses as well as
self-report. On the basis of this painstaking piece of work
the authors offer a conclusion which is boldly unequivocal:
"Inpatient treatment for longer than one month is not neces-
sary for the successful treatment of alcoholism."
What price now the accepted wisdom? Is the conclusion

really so "clear" that any psychiatrist who continues to run
his unit on the conventional model of two to three months'
treatment must be seen as needlessly overtreating his
patients, and this to much public cost? A critical reading
of the present research might suggest that the conclusions
which can fairly be drawn from the results are not altogether
so certain as the authors claim. With such complex problems
a controlled trial is perhaps seldom so sharp a scientific in-
strument as might be hoped. The research design in the
present study involved, for instance, the giving of more
intensive aftercare to the short-stay group than to the long-
stay group. Assessment was not "blind." Extrapolation from
the present findings to the treatment given in other hospitals
is to an extent limited by the authors' admission that the
type of group therapy they offered was largely didactic or
directed to immediate life problems. It could be argued that,
when the group treatment regimen is directed to less super-
ficial end-s and utilizes more complex dynamic techniques,
the longer stay is still likely to be preferable.

In an accompanying paper Willems and his colleagues10
descrilbe some rating scales which can serve as prognostic
indicators for the outcome of treatment. Their findings
that higher scores on measures of impaired social stability
(e.g., homelessness, job instability, criminal activity) all pre-
dict a bad outcome is fully in tine with previous research.4
The practical inference might 'be that if (better results are to
ibe obtained with this type of patient imaginative experiment
in aftercare and hostel accommodation is needed to repair the
social rootlessness.1' The finding that the degree of "insight"
at discharge (but not at admission) is a strong indicator of
a good outcome suggests by inference that inpatient treat-
ment can certainly bring beneficial changes.

These two papers offer important further leads for study.
Sadly, however, Governmental policies for research into alco-
holism are so little integrated that a systematic follow-
through of the present or any other research is in practice
likely to remain a pious hope. Research on the prevention
of alcoholism by the same sad token appears to be virtually
non-existent. The growing problems of alcoholism in Britain
deserve more than a haphazard research policy.
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Mucinous Tumours of the
Ovary
Cystadenomata of the mucinious and serous types are the
commonest varieties of ovarian tumour, probably accounting
for 60'S, of them.' The serous type is probably commoner
than the mucinous, which is characterized by cystic spaces
full of mucus. These cystic spaces are lined by a single layer
of tall cells with a clear, refractile cytoplasm and darkly-
staining nuclei close to the basement membrane.2

Ovarian cystadenomata are benign, but in both varieties
a malignant cystadenocarcinoma occurs. This kills by peri-
toneal implantation and distant metastases. Figures for the
incidence of malignancy vary considerably,3 I owing to the
existence of a borderline lesion that shares some of the
microscopical features of carcinoma but seldom metasta-
sizes.6 7 If such intermediate tumours are included in the
category of carcinoma, a confusingly good prognosis may be
-ound in a series of cases of ovarian cancer. It is therefore
important to study the course history of borderline serous
and mucinous ovarian tumours and to see how they differ
from the frankly malignant cystadenocarcinoma.
To this end W. R. Hart and H. J. Norris have recently

reviewed 688 mucinous tumours examined at the Armed
Forces Institute of Pathology, Washington.8 In 552 cases
(80°/,O) the tumour was a typical cystadenoma, while in a
further 97 cases (14°/,) the lesion was more proliferative. The
epithelium lining the cystic spaces showed a more exuberant
pattern and was stratified into two or three layers. The
overall pattern resembled that of an adenomatous polyp of
the colon. The epithelial cells had atypical nuclei with
hyperchromatism and enlarged nucleoli. Mitotic figures were
frequent, but there was no severe degree of anaplasia. In no
case was there any stromal invasion. These tumours were
classified as borderline. In the remaining 39 tumours (60/,)
there was undoubted carcinomatous change characterized by
stromal invasion and overgrowth of atypical epithelial cells.
These stratified cells were more anaplastic than those of the
borderline lesion and always exceeded three layers in thick-
ness. Even when stromal invasion was difficult to assess,
this epithelial proliferation served to delineate the malig-
nancy of the tumour.

Hart and Norris found that only 3' of the 87 patients
followed up with a borderline tumour died of cancer as
compared with 33", of the 27 patients followed up with a
cystadenocarcinoma. The rupture of the tumour with a spil-
lage of its contents into the pe2ritoneal cavity did not cause
adverse effects in either the benign or the borderline lesion.

A rare result of rupture of a mucinous ovarian or appendi-
ceal tumour into the peritoneal cavity is pseudomyxoma
peritonei. The tumour cells take root in the peritoneal meso-
thelium and secrete large amounts of mucus, which leads
to great abdominal distension. The condition recurs when
the mucus is removed, but a radical excision of the primary
tumour together with cytotoxic agents introduced into the
peritoneal cavity may result in a cure.9 In this series of cases
there was no instance of pseudomyxoma peritonei, which the
authors suggest arises from a special aggressive borderline
mucinous ovarian tumour.
The existence of a borderline variant of ovarian cysta-

denoma, both mucinous and serous,'0 11 is now well estab-
lished. Its prognosis is far better than that of the cystadeno-
carcinoma. It should be removed -by unilateral
salpingo-oophorectomy, and the other ovary can be retained
after careful inspection. Since many of these tumours occur
in young women below the age of 35, their prognostic
significance is considerable in relation not only to the
patient's life but also her fertility.
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Transposition of Great
Arteries
Some 300-400 babies are born annually in the United King-
dom with transposition of the great arteries. Their prospects
were admirably reviewed in a recent St. Cyres lecture' by
R. E. Bonham-Carter from the extensive experience at the
Hospital for Sick Children, Great Ormond Street. About the
same time a report2 appeared, a model of its kind, of a sympo-
sium on heart disease in infancy held in Auckland, New
Zealand, in February 1972. These important sources show
remarkable unanimity on the treatment of the disorder and
enable us to summarize the position.

If they are given no treatment, 85% of infants with transpo-
sition of the great arteries will die before their first birthday,3
either fiom inadequate mixing of the separate pulmonary and
systemic circulations or from harmful effects of a high pulmo-
nary blood-flow. Most of them present with cyanosis and
dyspnoea in the first few weeks of life, and accurate diagnosis
depends on cardiac catheterization. Though the range of
anatomical and haemodynamic abnormalities is wide, there
are three main groups of cases.

Transposition with atrial septal defect alone-"simple
transposition"-forms the largest group. The extent to which
mixing of the pulmonary and systemic circulations is adequate
depends on the size of the septal defect. The second group is of
transposition with ventricular septal defect. In these cases, if
the defect is sizeable, mixing may be adequate but the risk of
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