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Surgery is always first 

ÅRadical orchiectomy 

ÅThe tumour-bearing testis is resected with the spermatic cord at the 

level of the internal inguinal ring)

ÅAny scrotal violation for biopsy or open surgery should be avoided

ÅTumour marker analysis should be carried out 

ïBefore

ïAfter surgery until normalisation

ïProgression

ïPlateau development

ÅConsider sperm banking (atrophic contralateral testis, planed for RT 

chemo, history of infertility)



Management of opposite Testis

Å2%ï5% contralateral TGCT chances (metachronously or 

synchronously)

Å3% and 5% of testicular cancer patients have TIN in the contralateral 

testis 

ÅHighest risk (Ḑ30%) in men with testicular atrophy (volume <12 ml) 

and age <40 years, and in patients with EGGCT



Management of opposite Testis

ÅRoutine  biopsy of the contralateral testis is not indicated

ÅIf a biopsy is carried out and TIN is diagnosed, however, the 

condition may be managed by 

ïSurveillance 

ï20 Gy /10 # (with potential damage to the contralateral, 

nonaffected testis by scattered radiation) 

ïOrchiectomy depending on fertility issues.

ÅIn patients with metastatic disease treated with three or more cycles 

of cisplatin-based chemotherapy, TIN in the contralateral non-

resected testicle may be eradicated or progression may be slowed 

down, although the risk of developing an invasive tumour is still 

substantial



Risk stratification after orchidectomy IGCCCG

International Germ Cell Cancer Collaborative Group (IGCCCG). JCO 1997



Stage IA , IB

Stage IA,IB

Surveliinace Radiotherapy Chemotherapy RPLND



Surveillance  

Series No. Pts Median FU (mo) Relapse: No. Pts 

(%)

CSS (%)

Daugaard 394 60 69 (17.5) 100.0

Germa Lluch 233 33 38 (16) 100.0

Horwich 103 62 17 (16.5) 100.0

Oliver 67 61 16 (24) 97.0

Von der Maase 261 48 49 (18.8) 98.9

Tyldesley 93 33 16 (17.2) 97.8

Leung 484 79 72 (15) 99.8

Å Relapse rates 14 - 19%

Å The predominant site of relapse - paraaorticlymph nodes (93% in the Danish 

Testicular Cancer Study Group study and 84% in the PMH series)

Å The median time to relapse ranged from 12 to 18 months



RT

Author Study Years No. Pts Relapse (%) CSS (%)

Bayens 1975ï1985 132 4.5 99.0

Coleman 1980ï1995 144 4.2 100.0

Fossa 1989ï1993 242 3.7 100.0

Hallemeier 1972ï2009 199 2 99.0

Hultenschmidt 1978ï1992 188 1.0 100.0

Santoni 1970ï1999 487 4.3 99.4

Warde 1981ï1989 282 5.0 100.0

Å Relapse rates 0.5 - 5%

Å The most common sites of relapse following adjuvant RT are the mediastinum, lungs, 

and left supraclavicular fossa

Å Frequently occurs within the first 2 to 3 years 



Chemotherapy

Å Relapse rates 1.5 - 5%

Å Relapsed more frequently in the PA nodes

Author Study Years ARM Relapse (%) CSS (%)

MRC 

TE19/EORTC

30982  

1996ï2001 1 cycle 
Carboplatin 

573 5.3 100

RT 905 4 100

Klaus-Peter 

Dieckmann ï

2009-2015 1 cycle 
Carboplatin 

66 1.5 100

2 cycle 
Carboplatin 

362 5 100

R T D Oliver et al. JCO 2011

Klaus-Peter Dieckmann et al.  J Cancer Res Clin Oncol (2016) 142:1599ï1607



Chemo 1 cycle vs 2 cycle 

Author Intervention No. Pts Relapse (%) CSS (%)

Klaus-Peter 

Dieckmann ï

2009-2015

Survelliance 573 8.2 100

Radiotherapy  20Gy 41 2.4 100

1 cycle 

Carboplatin 

362 5 100

2 cycle 

Carboplatin 

66 1.5 100

Klaus-Peter Dieckmann et al.  J Cancer Res Clin Oncol (2016) 142:1599ï1607

p = 0.0573



RT vs Chemo 

Initial 72 hrs

R T D Oliver et al. Lancet 2005



RT vs Chemo

Initial 72 hrs

R T D Oliver et al. Lancet 2005



RT vs Chemo

R T D Oliver et al. JCO 2011



RT vs Chemo 

R T D Oliver et al. JCO 2011



Timor Size and Rete Testis Invasion 

Padraig Warde et al.JCO 2020

Author Intervention No. Pts Relapse (%) 5 yr CSS (%)

Padraig Warde et al

median follow up 7 yrs

Survelliance 638

From 4 institute 

82.3 99.3



Surveillance vs Chemo 
(risk factor tumor size and rete testis invasion)

Author Intervention No. 

Pts

Relapse 

Rate (%)

Relapse (%)

Without risk 

factor

Relapse (%)

With one or two  

risk factor

5 yr CSS 

(%)

T. Tandstad

(SEWNOTECA)  

2007-2010

Surveillance 469 7.5 4 15.5 (p<0.001) 100

One cycle 

carboplatin 

422 6.2 2.2 9.3 (p=0.001) 100

T. Tandstad et al, Annals of Oncology 27: 1299ï1304, 2016







Spermatic cord issue 

Sanfrancesco et al. Am J Surg Pathol � Volume 42, Number 3, March 2018



Spermatic cord issue 

Sanfrancesco et al. Am J Surg Pathol � Volume 42, Number 3, March 2018

ÅNew AJCC - discontinuous spermatic cord involvement as pM1

ÅNCCN - To be considered as pT3 (high Risk ïtreat accordingly)

ÅIf surveillance ïthen recurrence mostly in pelvis so include imaging 



Surveillance vs RT vs Chemo

Margaret S. Soper et al, Am J Clin Oncol 2014;37:356ï359

ÅN ï502

Å1990 -2010



Surveillance vs RT vs Chemo

Margaret S. Soper et al, Am J Clin Oncol 2014;37:356ï359

RFS lower in 

observation group 

Overall Survival is 

similar observation 

group 



RPLND

ÅOnly for patients refuse surveillance / RT or Chemo (Inflammatory 

bowel disease)

ÅGenerally not done nowadays 



5 yr RFS

13 trials N=12075 

Meta Analysis Fausto Petrelli, et al.Clinical Genitourinary Cancer  2015



5 ys OS

13 trials N=12075

Meta Analysis Fausto Petrelli, et al.Clinical Genitourinary Cancer  2015


