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The risk of a second contralateral
tumour is 1% so all patients should
continue self-examination routinely after
treatment for testicular cancer.

POTENTIAL FUTURE
COMPLICATIONS
Although testicular cancer has a high
survival rate, some men may suffer
irreversible morbidity from their
treatment. Men treated with
radiotherapy and chemotherapy are at
increased risk of leukaemia and solid
organ cancers compared with the
general population. Cisplatin based
chemotherapy can be associated with
ototoxicity, peripheral neuropathy, 
or nephrotoxicity. Bleomycin
chemotherapy can cause pulmonary
toxicity.16

Despite the availability of sperm
banking, infertility may be a significant
survivorship issue for men who have
undergone treatment. Patients with
testicular cancer have abnormal semen
parameters prior to treatment in up to
50% of cases.17 Radical orchidectomy
followed by chemotherapy or
radiotherapy may cause testicular
dysgenesis syndrome. Retroperitoneal
lymph node dissection is associated
with the risk of retrograde ejaculation.  

Assisted reproduction techniques
may be required after testicular cancer
treatment to achieve successful
conception.

Hypogonadism resulting from
treatment is common.16 GPs should
routinely evaluate men post treatment
for symptoms and assess hormonal
status accordingly. Decisions to
administer testosterone replacement
therapy should be made based on
clinical symptoms and initiated in
secondary care. GPs should refer men
with confirmed low testosterone levels
and symptoms of hypogonadism to
secondary care according to their local
protocols. 

CONCLUSION
Although uncommon, testicular cancer
is one of the most treatable cancers with
excellent survival rates. GPs have a key
role to play in the early diagnosis of
testicular cancer and supporting men
diagnosed with the disease. Most men
will live a long life after treatment and
GPs must be alert to these men’s holistic
needs and identify and manage men’s
long term survivorship needs. 
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Testicular cancer accounts for 1% of male cancers and is 
the most common solid cancer in men aged between 
15 and 49 years old. Around 2,300 new diagnoses are
made each year in the UK. The estimated lifetime risk of
testicular cancer for men born after 1960 is 1 in 215 in the
UK. The precise aetiology of testicular cancer is unknown
but recognised risk factors include cryptorchidism, family
history, previous testicular cancer, Caucasian ethnicity,
subfertility and HIV.

Most men present with a lump that they have identified in
their scrotum. Although the scrotal swelling is usually
painless, pain is the first symptom in around 20% of
patients, typically a dull or dragging ache in the testicle or
a heaviness in the scrotum. Rarely men may present 
with signs of metastatic testicular cancer which include: 
an abdominal mass; cervical or supraclavicular
lymphadenopathy; back pain; weight loss; cough;
shortness of breath; nausea; vomiting; gastrointestinal
bleeding; central or peripheral nervous system symptoms.

Examination should include visual inspection and 
palpation of the abdomen for abdominal masses and
scars. Orchidopexy is performed through a small groin and
scrotal incision and it is important to look for these scars as
patients may not recall the surgery being performed in
early life. A scrotal examination should be performed lying
and standing to determine whether left and right testicles
are present in the scrotum and palpate any abnormalities
of the testicle. The differential diagnosis includes inguinal
hernia, varicocele, epididymal cyst and orchitis.

NICE recommends that all men who have a non-painful
enlargement or change in shape or texture of their testis
should be referred to urology using the two-week wait
pathway. In men who have unexplained or persistent
testicular symptoms, an urgent direct access testicular
ultrasound scan should be requested.

Scrotal ultrasound is the key investigation to determine
whether there is a solid tumour within the testicle. All men
diagnosed with testicular cancer on ultrasound should
have a testicular tumour marker blood test. The levels of
the markers at diagnosis can help indicate what type 
of testicular cancer is present and can also be used to
evaluate response to treatment. An urgent CT scan of the
chest, abdomen and pelvis is necessary to exclude
metastatic spread.

The primary treatment for testicular cancer is usually a 
radical orchidectomy and all patients should be offered
the opportunity to bank sperm beforehand. Postoperatively,
depending on the tumour stage, patients may be offered
active surveillance, chemotherapy, radiation or 
further surgery to remove retroperitoneal lymph nodes.
Following treatment GPs should routinely evaluate men
for symptoms of hypogonadism and assess hormonal
status accordingly.
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