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Abnormalities of taste
On careful examination most patients who complain of loss
of taste will be found to be suffering from loss of smell, and
they interpret their failure to appreciate "flavour" as lack of
taste. Recognition of this distinction is important from the
diagnostic, therapeutic, and legal viewpoint.'

Actual abnormalities of taste exist, however, and are usually
referred to as ageusia, hypogeusia, or dysgeusia according to
the nature of the symptom. Electrical measurement of taste
has produced valuable quantitative information,2 but the
qualitative investigations oftaste remains the traditional testing
with salt, sweet, sour, and bitter solutions.

Since the chorda tympani, which transmits the gustatory
impulses, travels through the middle ear to join the facial nerve
ear disease should be considered in all patients with abnormali-
ties of taste. A common cause is damage to the chorda during
stapes surgery, but ifthe operation was on one side only attenua-
tion of the symptom can be predicted confidently even though
complete recovery is unlikely. There is an important difference
between those patients with chronic middle ear infection who
have retained the sense of taste and those with the more
serious erosive cholesteatoma, where taste is usually completely
absent.3 Abnormalities of taste occur when the facial nerve
itself is affected by the disease. If in addition there are lesions
of the auditory and vestibular pathways serious petrosal or
cerebello-pontine lesions must be excluded.

There remain a group of patients with taste symptoms in
whom no aural lesions are found; they are perhaps more
numerous than is generally thought. Only recently, for instance,
has the simple question been raised ofwhy after surgical opera-
tions patients find hospital food tasteless. The complex meta-
bolic changes affecting metallic ions which follow surgery and
severe burns4 have been overlooked because the hypogeusia
recovers with the patient, though recovery may be delayed by
severe anorexia. Henkin drew attention to the abnormalities
of taste and smell which occur in endocrine disorders such as
adrenal cortical insufficiency, chromatin-negative gonadal
dysgenesis, and hypogonadotrophic hypogonadism. With
others5 he has recently noted these symptoms in untreated
hypothyroidism. The importance of these findings may be
considerable in the aged, where loss of taste is often accom-

panied by anorexia and an alteration of the quality of the food
intake. There is a danger ofunrecognised subclinical avitamino-
sis, which may produce a vicious circle-perceptual changes of
taste and smell may be associated with pellagra. Medical
training in Britain, resting on a generally well-fed and affluent
population, has tended to decry the protective uses of vitamins,
but it may be time to review this attitude in the context of the
increasing numbers of aged patients and the rising price of
food.

Thiol-containing drugs may reduce the acuity of taste,
which may then be restored by zinc and copper ions.6 Chelating
agents such as penicillamine may produce dysgeusia, though
treatment with copper has not proved successful. Griseofulvin,
lincomycin, tranquillisers, and the tetracyclines may occasion-
ally produce symptoms, but more sporadically. Loss of taste
also occurs after the use of thiamazole and carbimazole; it
returns to normal after the drug has been withdrawn.7 The
active thiocarbamine contains an SH group, which may
possibly combine with metallic ions such as Zn++.
Though these observations have provoked much interest,

the obstacles in bringing theory closer to practice lie in the
difficulty of measuring zinc in body tissues-and indeed in all
zinc measurement techniques. Moreover, we still do not know
how serum zinc concentrations correlate with those in the
urine, and in the body itself. Nevertheless, there are strong
indications for using non-toxic zinc salts in the management
of patients with abnormalities of taste.

Bizarre gustatory symptoms in patients with mental illness
should not be overlooked, as these may be a side effect of
lithium carbonate.8 Any patient who develops this symptom
should be asked for a full list of the drugs he is taking.
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Early gastric cancer

Early gastric cancer is usually curable-in obvious distinction
to the high mortality of the more usual clinical form of the
disease. In common speech "early" signifies a relationship in
time, but in this context it must be defined using other dimen-
sions, for data are seldom available on how long stomach
cancer has been in existence before it is removed.' 2 In fact, the
term has become synonymous with growths limited to the
mucosa and without evidence of infiltration beyond the
muscularis mucosae.3 These neoplasms may metastasise to
lymph nodes while remaining intramucosal, and they are
distinct both from more deeply infiltrating growths and from
carcinoma-in-situ. A diagnosis of carcinoma-in-situ or the less
definite changes of dysplasia refers to cytological features
confined to cells within the basement membrane of glands. A
continuing difficulty is the distinction between regenerative
hyperplastic epithelium, as may be seen in chronic gastritis or
in association with healing gastric ulcers, and so-called
dysplastic epithelium. Perhaps the term epithelial dysplasia
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should be confined to cases where inflammatory features are
not prominent,' but such precision may be artificial when little
is known about either the clinical relevance of dysplasia or the
extent to which the changes are pre-malignant.

In contrast to this uncertainty about epithelial dysplasia and
carcinoma-in-situ, the characteristics and behaviour of intra-
mucosal gastric cancers are becoming more clearly defined by
the new special diagnostic techniques. Intramucosal growths
manifest the same histological variations as advanced cancers,
being papillary, tubular, or mucoid, and showing all degrees
of differentiation.5 Morphologically they are usually flat, but
shallow ulceration is common, and sometimes larger ulcerating
lesions appear both radiologically and macroscopically indis-
tinguishable from benign gastric ulcers.6 Ulceration in an
intramucosal cancer may behave treacherously by healing, so
that the unwary diagnostician who fails to take sufficient
biopsies may be thrown off the scent, and an opportunity for
curative treatment be lost. Japanese observers have suggested
that as many as 7000 of malignant ulcers show transient healing
during part of their life cycles.7 Intramucosal carcinomas tend
to occur at an earlier age than invasive tumours8 and may be
multifocal.9 The most important and remarkably encouraging
feature of these early cancers is the high five-year survival rate
of patients having gastric resections (at least 95° ,),10 compared
with those with advanced gastric cancer who prove operable
at the time of diagnosis (survival 10-30%). Even if the lymph
nodes were invaded from an intramucosal carcinoma the
prospects for cure or long survival seem to remain excellent-
an observation which suggests that some patients with early
gastric cancer possess immunological or other self-protective
advantages. Certainly the intramucosal phase of gastric
carcinoma is likely to last very much longer in some patients
than others.
The Japan Society for Gastroenterological Endoscopy has

devised a classification of early gastric cancer based mainly on
endoscopic appearances."1 There is no difference in prognostic
significance in the different categories, and no account is taken
of spread to lymph nodes. Nevertheless, the system does
provide a nosological stimulus and should encourage diag-
nosticians to adopt a greater sense of critical awareness of these
lesions. Many of these tumours are likely to go unrecognised
unless the endoscopist has a suitably developed sense of
suspicion in detecting small areas of mucosal thinning, slight
nodulation, or roughening, in addition to the more conven-
tional lesions which show ulceration. Most of the many patients
discovered in Japan with early gastric cancer have had no
symptomS'2 13; they have come to notice from screening
techniques using air-contrast barium studies"4 and the
gastrocamera." Suspicious areas are then examined by fibre-
optic endoscopy with target biopsies and brushings for cyto-
logical analysis. Screening methods have not been applied on
this scale outside Japan. Probably the largest Western collec-
tion of intramucosal cancers is that painstakingly accumulated
by Schade by lavage exfoliative cytology.16
A remarkable feature in a recent account from Australia'7

was the identification of five cases of intramucosal cancer by
endoscopy and biopsy, in contrast to only 26 patients examined
during the same period who had conventionally advanced
gastric carcinomas. The five patients all came to notice because
they had symptoms, three having abdominal pain consistent
with peptic ulceration and two presenting with anaemia. The
Australian authors correctly emphasise that early lesions are
likely to be detected only as a result ofteam work among expert
radiologists offering good air contrast barium meals, experi-
enced endoscopists aware of the condition, and histopatho-

logists able to interpret the small biopsy specimens. Some of
the first observations on intramucosal gastric carcinoma were
made in Europe,18 but, because of the supposed rarity of the
lesions outside Japan, clinicians have tended to be too com-
placent in their diagnostic endeavours. Recent reports from
other parts of the world should stimulate greater interest in
early gastric cancer and in the methods now available for
detecting this curable form of malignancy.
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Uncertainties at a certain
age

The content of an average BMJ might suggest that the re-
maining gaps in medical knowledge are interstices in the small
print, but the falseness of this view was plainly shown last
week at the symposium on medical problems of middle-aged
women organised jointly by the BMA and the Royal College
of Obstetricians and Gynaecologists.
We do not know why women have a menopause or which

of the physical disabilities that our patients suffer are attribut-
able to the menopause as distinct from ageing. Professor C J
Dewhurst stressed this lack of reliable data in his discussion of
hormone replacement therapy, and was adamant that long-term
treatment should not be widely prescribed until more was
known of the effects of different hormone preparations and the
extent of any associated risk of uterine cancer.

In contrast, Professor R B Duthie's catalogue of the ortho-
paedic disabilities found in women over the age of 40 was
only too complete. Bone, cartilage, and connective tissues
altered with age, he explained, and while the severity of
postmenopausal osteoporosis was very variable another-
avoidable-associated factor was obesity.
More specific advice was given on contraception and preg-

nancy in the over-40s. As evidence of the age-linked hazards of
oral contraception accumulates, the case for advising a switch
to one of the alternatives becomes more and more convincing.
Effective methods are needed, for about half the women in
this age group who become pregnant have the pregnancy
terminated, a figure suggesting an even higher proportion of
unwanted conceptions. Some of the terminations are done for
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