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Teaching theTesticular Exam: A Mode&
Curriculum From“A” to“Zack”®

Julie Scott Taylor, MD, MSc; C atherine E. Dubé, EdD; C atherine E Pipas, MD;
BarbaraK. Ruller, MPH; LauraK . Lavallee Roche&lle Rosen, PhD

Background and Objectives: The testicular exam was not explicitly taught at our medical schodls before
2002. In this article, we explore different phases of curriculum development, implementation, and evalu-
ationof amethod for teaching the testicular exam. M ethods: Medical studentsparticipated insurveysand
focus groups, and male patients participated in focus groups. From the results of the focus groups, we
developed a comprehensive tetticular exammodulethat includes (1) aPower Point lecture, (2) avideo, (3)
reading materials, and (4) an artificial male modd (“ Zack’ ®). These materials were then incorporated
into family medicine clerkships. Students and faculty have evaluated the project. Results: Initialy, stu-
dentsexpressed discomfort discussing sexual issueswith patients, especially those of the opposite gender,
and knew little about testicular cancer. Male patients had limited knowledge of the testicular self-exam
and felt that their physical examtraining had not beenideal. Faculty and sudentsagreed that a lecture on
thetedticular examand pracicewith Zack were useful in improving their examskills, whilethevideoand
readingswereless so. Conclusions To addresscurricular deficits, a self-contained module onthetesticu-
lar exam has been successfully incorporated into family medicine clerkships at two different medical

schools. Thismodule is easily adaptable to other settings and ingtitutions.

(Fam Med 2004;36(2):209-13.)

Discussionabout sensitive topicsand sexual organscan
be uncomfortable for both physicians and patients. If
not appropriately addressed, thisdiscomfort can result
ininadequate patient education about self-examination
of sexual organs, with failure to detect early warning
signs of cance. Discomfort may also resultin patients
feeling physically and psychologically exposed and
humiliated, increasing the possibility of withholding
important information or even avoiding the physician
completely,* which could potentially delay cancer
screening and/or early diagnoss.

Althoughrare, testicular canceristhe most common
cancer in menbetween the agesof 20 and 35. Theinci-
dence of testicular cancer has been steadily increasing
over thelast decade, particularly in white males.? Early
detection and treatment clealy improve patient out-
comes. Cure raes approach 100%for eaxrly stages and
90%for all stages, makingit one of the most curable of
all solid neoplasms?
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The American Cancer Society recommends routine
tedticular examsby aclinicianfor menover age 20and
the American Academy of Pediatricsrecommendstes-
ticular self-exam (TSE) beginning at age 18.*°Although
the routine screening of all male paients using either
of thesetechniquesisnot recommended by the USPre-
ventive Services Task Force, the Task Force does rec-
ommend that patientsat increased risk be " informed of
their increased risk of testicular cancer and counseled
about the options for screening.”® Patient preference
would then determine whether these men would be
screened by physician examingion and/or TSE. Fur-
ther, the Task Force recommends that adolescent and
young males be “advised to seek prompt medical at-
tention if they notice a scrotal abnormality.” Severd
sudiesof malecollege sudentshave shown tha more
than 90% had had no previous training on how to pa-
form a TSE."® Howeve, men who are taught the tes-
ticular exam are ableto remember and corredly dem-
ongrate the proper technique.

As part of a broader educational initiative at Brown
Medical School (BM S) and Dartmouth Medical School
(DMS) funded by the National Cancer Inditute (R25
CA82320), educational researchand curriculum devel-
opment on thetedticular exam, aswell asseverd other
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male cancer screening topics, has been undertaken by
a team of medical educaors and medical school fac-
ulty for the past 2 years. In this report, we describe
curriculum development, implementation, and evdua-
tion of thetesticular exam module at both schools.

Methods

During the academic year 2002—-2003, BM Shad 324
studentsenrolled, 56% of whomwerefemale,andDM S
had 289 students, 46% of whom were female. BMS
hasarequired 6-week family medicine outpatient rota-
tion with no night cdl. This rotation can be taken &
any timeduring thethird year or in thefirg half of the
fourth year of medical schoal. Students spend 30% of
their timeat the main hospital participating in didactic
sessons, which follow thelife cycle chronologically.
DMS has a required 8-week family medicine outpa-
tient rotationwith no call duringthethi rdyear of medi-
cal schoal. Studentsspend 20% of their timein formd
didactics.

Needs Assessment

In prepaation for formal curriculum development,
faculty researchers conducted needs assessments in-
volving medical sudents and male patients at both
schools. Students participaed in surveys and sngle-
gender focus groups, male patients paticipated in fo-
cus groups led by male facilitators. Results of these
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three assessmentsand corresponding componentsof the
new aurriculum are presented in Table 1.

1. Surveys. Toassessstudents' training experiencesand
needs, a two-page self-administered survey was dis-
tributed to BM Sand DM Sstudentsafter classlectures
(firgt- and second-year students) and through campus
mail (third- andfourth-year clerkship students) in May
2001. Student participation was voluntary and anony-
mous. A total of 253 surveys were collected or returned
through campus mail, for aresponse rate of 43%. The
surveys addressed male cancer screening in the medi-
cal curriculum and also comfort/confidence leves of
sudents with both related subject matter and skills. In
general, neither male nor female medical sudentsfdt
as comfortable discussing sexual issues with patients
of the oppodite gender asthey did with patients of the
same gender (P<.001). Male sudentswere significantly
more comforteble teaching the TSE than female stu-
dents(P<.0001). Usng ascalefrom1 (nounderstand-
ing)to 7 (thorough understanding), sudentsratedtheir
knowledge of tedticular cancer the lowest of any male
cancer screeningtopic (prostate 4.3, colorectal 4.1, and
tedticular 3.5).

2. FocusGroupsWith Medical Students. DM Shasrou-
tinely used male standar di zed patients to teach the geni-
tourinary (GU) examinaion to second-year medicd
sudents. A DM Sfaculty mem-
ber assessed student percep-

Tablel

NeedsAssessment and Curriculum Development

Findings
Medicd Student

urveys » Sudents were uncomfortable discussing
sexual issues with patients of the opposite  femde doctor)
gender * Role play

* Their knowledge of testicular cancer

rated lowest among all male cancer cancer
screening topics

Medicd Student

FocusGroups e« Male group sad more emphasis on * Video
communication with male patients * Role play

was needed

» Female group wanted competence with
physical exam skills prior to real
clinical encounters

Male Patient

New Curriculum

e Observaional video (malepatient,

« PowerPoint presentaion on testicular

¢ Anatomic testicular model

tions of this learning experi-
ence with two focus groups
(conducted after working with
the standardized patient) com-
prised of medical students who
responded to abroadcast e-mail
soliciting their participation.
Tofacilitatean open discussion
of sexual exams and gender-
related issues, focus groups
were dther all male or all fe-
male. The faculty moderator
followed aprotocol containing
gpecific questions about stu-
dent comfort with communica-
tionand technical aspectsof the
male GU exam. The protocol
also allowedfor exploration of
student-initiated topics. Each
student signed an informed

Focus Groups

« Clini cians should explan the context

of the physicd exam

 Patient's concems arenot always

addressed

« PowerPoint presentaion on normal male
anatomy, TSE, and the screening
recommendations of various agendes

« Opportunity to practice simultaneous
communication and physicd exam sKills

consent that described the fo-
cus group's research purposes
and methods used to ensure
participant anonymity. A quali-
tative researcher at BMS re-
viewedthetranscriptsand pre-
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pared summaries describing major themes of focus
group discusson.

Focusgroupresultsrevea el that male medical Su-
dentsfelt they were not taught adequately how to in-
teract with male patients and tha more emphasis on
communication with male patients was needed. With
respect tophysical exam kills, male sudentsfelt com-
fortable with their anatomical knowledge, but many
were concerned about inflicting pain on the patient.
Femalemedical students were aware of theimportance
of addressing comfort during the male genital exam
but were nat sure how to do that most effedtively. A
few female students expressed concerns about poten-
tial sexual attraction between provider and patient and
their ability to deal professonally with this stuation.
Female medical studentswere anxiousabout their mas-
tery of male GU exam procedures and needed to fed
competent with thar clinical skills before examining
real patients.

3. Focus Groups With Patients. To elicit patient per-
spectives, research saff conducted four focus groups
with young mde patients, ages 18-35, at two dtesin
Rhode Idand and New Hampshire. Focus group pa-
ticipantswererecruited from college campusesin both
gatesusinginformational flyers, aninformational table
in dining halls, and broadcast e-mails. Inclusion crite-
riawereage 18-35, previousexperiencewithaclinical
genital exam, and self-reported comfort discussing can-
cer screening in asmall group with other men and a
male physician.

Male physiciansmoderated the focusgroups, which
averaged five participants each. The discussion proto-
col focused on (1) experiences with the GU exam, (2)
knowledge of testicular cancer screening and sources
of that information, (3) suggestionsfor how to conduct
the GU exam from a patient’s perspedive, and (4) in-
fluence of the gender of the examiner on the interac-
tion.

4. Focus Group Analyss. Each focus group sesson
was audiotaped, and all transcripts were entered into
the qualitative data analysis software QSR-NVIVCO®
(QSRInternational Pty Ltd, Melbourne, Audtralia). The
gualitative research specialist generated the coding in
consultation with medical faculty. All codes were de-
termined by a combination of the key research ques-
tions and grounded theory analysis.®*°

Analysisof focusgroup transcriptsrevealed that none
of these patientshad ever had any prior explanationby
aclinician beforereceiving a GU exam. They did not
feel phys cianstalked enough during the exam, and they
uniformly felt rushed. Of note, once they learned ex-
actly what a tegticular exam was, many of these pa-
tients reported that they had never had one when they
previoudy thought they had.
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General knowledge of testicular issueswasquite lim-
ited. Sources of information induded videosin health
classes, pamphlets, and health educatorsinhigh school.
No one cited physicians as a source of information.
Suggegtionsthey hadfor future providersincluded dow
down andtalk at the patient’slevel, addressthe patient’s
concerns, and create a context with an explanation us-
ing either apicture, amodd, or adiagram. Preferences
for gender of the examiner were varied and seemed
often driven by specific individual experiences. How-
ever, therewasconsensusthat aclinician’sprofesson-
alism and comfort was more important than the

physician’s gender.

Curriculum

Using the results summarized above, we designed
and developed a comprehensivetesticular ecam mod-
uleincorporating multipleteaching mehods(Table 2).
This module includes a 45-minute PowerPoint lecture
that coversthe epidemiology of testicular cancer, indi-
vidual risk factors, clinicd presentation, diagnosisand
saging, screening, and therole of the testicular exam
in early detection. Physical exam and communicaion
skillsare taught in conjunction with the lecture. Nor-
mal and possible abnormal physical findings are re-
viewed. Thelecture also discusses the varying recom-
mendations by different medical organizations about
the TSE, providing a forum for discussion of the
srength of recommendations and the quality of the
evidenceaswell asareview of theprinciplesof effec-
tive cancer screening.

Table?2

TheTesticular Exam Curriculum

1. PowerPoint lecture (45 minutes)

Soecific gods:

a. Understand the epidemiology of testicular cancer and therole of
testicular exam in screening and early detection.

b. Acquireskills necessary for performing the mae genitourinary (GU)
exam.

c. Leantoteach pdientstesticular sdf-exam (TSE) techniques during
a GU exam.

d. Practicecommunication skills necessary for age-appropriate patient
eduction.

2. Video (7 minutes)
Case-basad discussion toillustrate theintegrati onof communicaionskills
with performance of the physical exam.

3. Readings
Junnila J, Lassen P Tegticular masses. American Family Physician
1998;57(4):685-95.

4. “Zack'®
A multipurpose male caresimulator (www.hedthedco.com).
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A 7-minute video allows students to observe afe-
male physician performingahistory and physical exam
on ayoung mde paient while smultaneoudy provid-
ing patient education on TSE. Like the lecture, it also
focuseson theintegration of key communication skills
with performance of the physical exam.

A single reading on tegticula masses accompanies
this module!* Students also receive a TSE “shower
card,” typical of a patient education tool that might be
given to patientsto guide self-examination while bath-
ing.Finally, sudentsare ableto practicetheir physcal
exam skills on a plastic model named “ Zack.”® Zack
is a commercially available life-size male anatomic
torso designed as amen's health teaching tool. He has
several abnormal findingson hisphysical exam, includ-
ing multiple testicular masses.

At BMS, the testicular exam module was incorpo-
rated into thefifth week (adolescent medicine) of the
family medidne clerkship asa 75-minute sesson. At
DMS, the tedticular exam module is taught as a 90-
minute session very early inthefamily medicine clerk-
ship to provide students with physical exam skillsfor
usein theclinical setting. Each schoadl has between 5
and 15 students inany given rotation and two anatomic
models. The general forma of the module isa 45- to
60-minute interactive didactic presentation, induding
the vi deo case demonstration, followed by a30-minute
hands-on skill session where students are pairedtorole
play the hisory component with each other and the
physical exam component on Zack. Students finish by
presenting their findings to the faculty.

Program Evaluation

Clerkship students at both schools completed a self-
adminigtered evaluation form on the same day tha the
modulewastaught. Thisanonymous, sandard evdua-
tion form hadfive questions, eachwith a5-point Likert
response scale. Two additional evduation questions

Table3

Student Evaluaions (January—December 2002)

Brown Dartmouth
Medical Medical
School School
(eight (three
rotations)  rotations)
I nformative 45 4.6
Clear +well organized 44 4.8
Simulating and interesting 4.3 4.4
Sufficient opportunity to ask questions 4.7 4.8
| learned alot from thistalk 4.3 4.3
The model isuseful 45 4.3
| feel more confident re: PE skills 4.4 4.3

PE—physical examination
1=drongly disagree, 5=strongly agree
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were added specifically for thismodule. They included:
“Themodel isuseful” and “| feel more confident with
respect tomy physical exam skills.” Thiswrittenevalu-
ation form also asked studentsfor general comments
and suggestions. Clerkship staff distributed and col-
lected evaluations so that response rates approached
100% over 12 months (January to December 2002).
Clerkshipstaff alsoformally surveyedany faculty who
taught thismodule during 2002 usngawritten evdua-
tion form after completion of each sesson. Writtenfac-
ulty evaluation formsincluded three open-ended ques-
tions on changes made in format or content, observa-
tions, and suggestions for revison. Quantitative re-
sponseswere averaged; qualitative responseswerecon
piled. The clerkship directors at each schoal reviewed
al evaludions,

Reaults

Quantitative and qualitativeresults from both BM S
and DM Sareshown inTables 3and 4. In generdl, this
teaching module has been well received by sudents &
both medicd schools. Students were egpecially pos-
tive about the opportunity to practice their physical
exam skills with Zack.

Formal feedback from faculty who teach this mod-
ule at both medicd schools has been universally pos-
tive, with female faculty in particular reporting an in-
creasedlevel of personal comfort with their own clini-
cal Kkillsaswell astheir ability toeffectively teach this
topic to sudents. Informally, faculty have reported a
great deal of satisfaction in observing sudents' levd
of comfort increase both during the sesson aswell as

Table4

Student Evaluaion Comments
(January—Decembe 2002)

Positive comnents:

“Fun. Good. Pradical. | like.”

“Thiswasafirst and very needed lecture”

“Model was grea leaming tool.”

“ Excellent model.”

“Oneof the best lectureswe’ vehad.”

“Zack isa useful model.”

“Tedticular cancer screening is not donein the dinic . . . students benefit
from the review.”

* “ltwasvery good, espedally the video component.”

e o o o o o o

Negative comments:

“Would be hepful . . . to redly perform the exam.”

“This should be part of thephysical dx coursein year 2 of med school.”
¢ “Examineandcomparenorma andabnorma model, get anorma scrotum
for the modd.”

“Video was not particularly helpful.”

“Moreon differential diagnosis.”

“Probably leave out the video.”

“Male students should serve aslive models.” (n=2)

.

e o o o
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throughout the clerkship.
Discusson

Medicd students gender affectstheir clinical expe-
rience with sendtive procedures such as the testicular
exam.”? In astudy performed at Jefferson Medical Col-
lege in 1996, family medicine clerkship students re-
corded morethan 16,500 patient encounters. Although
therewere no student gender differencesin most pro-
cedures, there were significant diff erencesin procedures
and examinationsrelatedto sexual organs. Almost half
(42%) of femde students did not peform a single tes-
ticular exam during the clerkship, compared with less
thanonethird (29%) of male students(P<.05). Clearly,
the students gender aff ected their opportunitiesto prac-
tice thisclinical skill. Further, even alarge proportion
of male students never had the opportunity to practice
thetegticular exam duringthisclerkship. We sought to
address this patential digparity at our medicd schoadls
with adidactic module on the tegticular exam taught
during thefamily medidne rotation.

Neither of our medical schools previoudy had acom-
prehensive male cancer screening curriculum. Asare-
ault, this module has been easy for usto integrateinto
our respective curricula. The didadic sesson, which
provides a thorough review of the fects on testicular
cancer and current screening recommendations, has
been well received. The testicular model, Zack, which
allowshands-on practiceandimmediate feedbadk, isa
critical part of themodule. Thevideo, which allows for
dired observationbut not for interaction, hasbeen less
well recaved but consstently useful in demonstraing
theincorporationof communication skills, performance
of the TSE, anddirect patient education. Aswith other
sexual hedth topics, this module provides an opportu-
nity for discusson of age-appropriate health mainte-
nance including contraceptive use and risks for sexu-
ally transmitted diseases.

Students have found that learning communication
andphysical examskillstogether isactually easier and
more successful than learning each of those skillsindi-
vidually. Many have informally reported weeks after
the session that they are much more comfortable with
T SE counseling and performingthe male GU exam after
participating in this sesson.

This study has several limitations, one of which is
that we are not able tocomment on differencesbetween
male and female medical students, since thar written
eval uations were anonymous. The maost important limi-
tation, however, isthat we have no dataonwhether this
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teaching method hasan eff ect on sudents' performance.
Specificdly, wedonot know, at thispoint, if our teach-
ing module resultsin better physical exam skillswith
actual patients. Nor do we know if the teaching mod-
ule improves sudents ability to communicate with
patients about genital examination. Our data only tell
ustha our teaching module was well received by stu-
dents and faculty. Additional study will be needed to
determine the long-term benefits of our teaching
method.

Note: This module is part of a larger series of 10 modules on male cancer
screening supported by the National Cancer | nstitute (R25CA 82320) .. Flease
contact Barbara Fuller & Barbara_Fuller @brown.edu for more informa-
tion on the curriculum. “Zack® is available from HEALTH EDCO at
www.hedthedco.com.

Acknowledgment: This project was presented at the 2003 Society of Teach-
ers of Family Medicine Predoctoral Educaion Conference inAustin, Tex.

Corresponding Author: Address correspondence to Dr Taylor, Memorial
Hospital of Rhode | land, Department of Family Medicine, 111 Brewster
Street, Pawtucket, RI 02860. 401-729-2980. Fax: 401-729-2923.
Julie_Taylor @brown.edu.

REFERENCES

1. LazareA. Shameand humiliation in themedicd encounter. Arch Intern
Med 1987;147:1653-8.

2. RiesL,Kosary C,Hankey B, etal. SEERcancer statisticsreview, 1973—
1995. Bethesda, Md: USDHHS, Public Health Indtitute, National In-
stitutes of Health, 1998. www.seer.incs.nd.nih.gov.

3. Seele G, RichieJ, etal. The national cancer database report on pa-
terns of care for testicular carcinoma, 1985-1996. Cancer
1999;86(10):2171-83.

4. Smith RA, Mettlin CJ, Davis KJ, Eyre H. American Cancer Society
guidelines for the early detection of cancer. CA Cance JClin
2000;50:34-49.

5. AmericanAcademy of Pediatrics. Guidelines for health supervision I1.
Elk GroveVillage, I1l: American Academy of Pediatrics, 1988.

6. USPreventive Services Task Force. Guide to clinical preventive ser-
vices, second edition. Baltimore: Williams & Wilkens, 1996.

7. Oswald S, Rothenberger J, Sullivan W. Young men'’s reproductive
health. Minnegpolis: University of Minnesota Press, 1985.

8. WardleJ, Septoe A, Burckhardt R, et al. Testicular self-examination:
attitudes and practices among young men in Europe. Prev Med
1994;2:206-10.

9. SraussA, Corbin J. Basics of qualitative research: grounded theory
procedures and techniques. Thousand Oaks, Calif: Sage Publications;
1990.

10. StraussA, Corbin J. Grounded theory methodology. In: Denzin NK,
Lincoln YS, eds. Handbook of quditative research. Thousand Oaks,
Calif: Sage Publications, 1994:273.

11. Junnila J, Lassen P. Testicular masses. Am Fam Physician
1998;57(4):685-95.

12. Louis DZ, Gottlieg J, Markham FW, Hoja M, Rabinowitz C, Gonnella
JS Sudents' gender and examination of patientsin athird-year family
medicine derkship. Acad Med 1996;71(10):S19-S21.



