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both preclinical and clinical levels; it has also purchased the necessary
equipment for these courses and sponsored the production of a
teaching video. We suggest further that policy guidelines for hospital
cardiopulmonary resuscitation should be set up, ideally identical
with the Resuscitation Council (UK) guidelines. An officer working
within the hospital should be designated as responsible for training
and standardisation of basic and advanced life support programmes.
These should be taught at the beginning and end of the clinical
years and, most important, examined both theoretically and prac-
tically. We find that for a group of eight students this takes three
hours for each session-a total of six hours in a course lasting four
and a half to five and a half years: surely not a high price to pay ?

We thank Miss Fiona Whimster for help in the preparation of the manu-
script and Mr Simon Dodds (medical student) for help with statistical
analysis.
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Delay in diagnosing testicular
tumours
Testicular cancer accounts for about 1% of cancers among men and is
increasing in incidence. It is potentially curable, even in the advanced
state, because of effective chemotherapy. The efficacy of treatment,
however, is dependent on stage and bulk of metastases,l and delays in
diagnosis affect stage and therefore prognosis.2 Delay may be attribut-
able to the patient, the general practitioner, or the hospital. We
undertook a retrospective study to measure these delays so that possible
remedies could be made.

Patients, methods, and results

We obtained from the Yorkshire Regional Cancer Registry a list of patients
with testicular cancer who had been operated on by consultant surgical
members of the Yorkshire Urological Cancer Research Group from 1976 to
1982. A questionnaire was completed for each patient. Of the 139 cases
identified, 132 questionnaires were returned. Eleven were rejected as not
having primary testicular tumours, leaving 60 seminomas and 61 teratomas.
The Royal Marsden Hospital staging system was used to stage the tumours.3
The principal delay in diagnosis was attributable to the patient (see table).

Although some patients sought advice immediately, most waited, some as
long as two to three years. Most patients were referred immediately by their

general practitioners, but in seven delay was more than two months and in two
more than six months. The majority attended hospital within four weeks,
but 4% waited two or more months: these delays may have been caused by
insufficiently explicit referral letters. Orchidectomy was performed fairly
quickly, but 10% waited four or more weeks for the operation. There was
virtually no difference in the delays for the two types of tumour. The longer
the total delay, however, the greater the proportion of higher stage patients
in both histological groups, particularly among patients with teratoma.

Comment

Occasionally patients present with metastatic disease without
testicular symptoms. Some change in testicular size or consistency,
however, is usually noted by the patient or his partner. It is often
the partner who insists that advice is sought about signs or symptoms
that the patient may be prepared to ignore or is embarrassed about.
Young men have little knowledge of testicular cancer. In North
America Cummings et al advocated public education programmes for
highschool children and that testicular self examination should be
taught.4 Testicular self examination led to the early diagnosis of one
case after the patient saw a film on the technique.5

It is difficult to know how this subject could be best approached in
the United Kingdom. Undue concern about this rare condition is
undesirable. The problem is how to impart the necessary information
in a tasteful and sensitive way to all men at a relatively early age,
without causing alarm or offence. Doctors performed well in this
series, but this topic needs to be emphasised during general practi-
tioner training schemes and postgraduate courses if standards are to
improve. Patients with testicular swellings should be referred urgently
to hospital, and the appropriate action undertaken speedily. Blood for
serum tumour markers ( 3 human chorionic gonadotrophin and x
fetoprotein) should be taken in all cases of testicular swelling at the
earliest opportunity.
The prognosis and the amount of treatment required for testicular

cancer are both related to stage at presentation. Cure rates could be
improved and morbidity decreased (less treatment required) if patients
were diagnosed earlier. This will only be possible if both patients and
doctors are alerted to this fact.

We thank the following members of the Yorkshire Urological Cancer
Research group for their collaboration with the writing of this report;
Mr R S Adib, Mr P B Clark, Dr H J Close, Mr R W Glashan, Mr P A
Hamilton-Stewart, Mr W A F McAdam, Mr D W W Newling, Mr B
Richards, Mr M R G Robinson, Mr P H Smith, and Mr R E Williams; the
Yorkshire Regional Cancer Registry for support; and Miss E Walker for secre-
tarial help.
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Details of delays experienced by patients with teratomas and seminomas

Teratoma (n = 61) Seminoma (n = 60)

Time periods in weeks Mean Median Range Mean Median Range

1st symptom to 1st medical advice 14 28 5 0-155 14-4 5 0-104
1st general practice attendance to referral letter 2-56 0 0-42 0-93 0 0-10
Date of referral letter to 1st hospital attendance 1-08 0 0-5 2-53 1.5 0-18
1st hospital attendance to orchiectomy 1-66 1 0-22 2-12 1 0-29
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