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ments make their individual arrangements so that some person
or agency was always available, with telephone numbers
publicised in surgeries and clinics ? And, of course, the
individual practitioner can help at an early stage if he will
listen. Mrs Jan Pahl5 told of battered wives who had wanted
to talk to their doctors but were given prescriptions for
tranquillisers with the words "Take these and you'll be ali
right."

Violence, whether social or individual, tends to increase
when responded to in kind. A particular problem is that it
may be handed down from one generation to another like a
family curse.4 The recent television dramatisation of the
Oresteia of Aeschylus should have reminded us of that
association-and of the long history of violence in human
relationships. Dramatists and film makers cannot and should
not be prevented from commenting on the cruelty and suffer-
ing in our society; but they may reasonably be asked to attempt
to draw valid conclusions. Even in monkeys, according to Dr
W M S Russell, cruel punishments, such as may occur in the
crowded and stressful conditions of a zoo, inevitably prodvuce
cruelty in the punished, creating a vicious circle. Well known
though this may be, the fact needs to be put over to-and by-
every generation.
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Improved management of
testicular tumours
Despite their apparent rarity, testicular tumours are the most
common cancers in young men, and have a major social,
economic, and personal impact.' Effective treatment has been
available for'the past two decades for patients with minimal-
disease, and recent clinical studies' have now reported much
better results in patients with bulky- local disease or with
metastases.

Staging systems for testicular tumours, which have been
crude23 in the past, have been improved by greater attention
to the importance of tumour bulk and the sites of the lesions.
New staging systems4 have used this approach, and the
National Cancer Institute in the United States is developing a
system which it hopes will be used universally. Clinical staging
has also become more accurate with the widespread adoption
of lymphangiography, whole lung tomography, and com-
puterised axial tomography, which can detect disease pre-
viously missed by conventional x-ray techniques.

Further benefits have come from the' introduction of
sensitive assays for alphafetoprotein (AFP) and 3 subunit
human chronic gonadotrophin (HCG).5 These markers should
always be measured' before operation for a suspected testicular
tumour; one or both are raised in 90% of patients with
metastatic disease. In addition to their usefulness for staging
and for assessing the response to treatment they may act as a
diagnostic aid. AFP concentrations are never raised in pure
seminomas; somewhat- raised HCG concentrations do occur
in seminomas,- when they indicate a poor prognosis if con-
ventional radiotherapy is used.

In Britain radiotherapy has been, standard treatment for
minimal disease (stage I or stage II with five or fewer para-
aortic lymph nodes of less than 2 cm diameter). In the United
States the preference has been for radical lymphadenectomy.
Comparison of the results achieved 'with either method alone
or in combination shows no difference in disease-free survival
(about 85% at two years).6 The upset caused by-these treat-
ments should, therefore, be'the deciding factor, but no com-
parative toxicity data are available-though many patients
undergoing lymphadenectomy have loss of ejaculation.7
Adjuvant chemotherapy has no role in -the management of
muiimal disease (outside randomised clinical trials). If
patients are followed carefully after their initial treatment
relapses will be detected early, when most can still be freed of
disease with chemotherapy.4

In contrast, surgery and radiotherapy have failed to control
bulky abdominal disease.8 Recent studies9 have used chemo-
therapy and combined this with surgery or radiotAherapy after
a complete or good partial response has been obtained. Surgery
is probably preferable to radiotherapy as it will identify
tumours composed of mature elements and avoid further
unnecessary toxic treatment. Radiotherapy has the dis-
advantage of limiting future chemotherapy.

Metastatic disease has been routinely treated with chemo-
therapy, but the introduction of intensive two-drug and three-
drug regimens using high doses of vinblastine, bleomycin, and,
more recently, platinum diaminodichloride (DDP) have
greatly improved previously dismal results.4 9 A complex
combination'0 of multiple drugs' (VAB 111) has also been used
with similar results and possibly less toxicity. This modern
chemotherapy910 can produce complete remission in 75% of
patients with extensive disease, and most of these patients are
still in remission-though longer follow-up is required before
the likelihood of cure can be assessed. Nevertheless, these
combinations are highly toxic,91' and their use has been
restricted to research ceptres; indeed, )DDP remains an
investigational drug. Surgery (thoracotomy or laparotomy)
has been used successfully in several series9 12 for any disease
remaining after initial tumour reduction.

Improvements in the management of teratomas are, then,
due to better staging; the introduction of markers (AFP and
HCG); and the use of highly active combinations of chemo-
therapy with or without surgery foi patients with bulky or
metastatic disease. These developments have come from
empirical studies, but we must now refine treatment and can
achieve this only by randomised, controlled trials. Teratomas
are uncommon and sufficient patient numbers will be available
in Britain for such an approach only if a testicular study group
is formed. Owing to the complexity of management and the
potential toxicity of treatment, this tumour should be managed
in specialist centres, and these must form the nucleus of such
a study group.
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