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treatment which aims to detect
relapse and to monitor the contralateral
testis as well as monitoring the side
effects of treatment, see below.  

MONITORING SURVIVORS
Testicular cancer is a curable cancer
predominantly affecting young men,
so the need to identify and manage
long-term health consequences in
survivors is very important.

Some patients become hypogonadal
after orchidectomy and require
testosterone replacement. 

Others will experience chronic side
effects from chemotherapy which
may be permanent. These include
hearing loss, peripheral neuropathy,
Reynaud’s phenomenon, renal
impairment and ototoxicity (hearing
loss and tinnitus). In most patients,
there is recovery of spermatogenesis
two years after completion of
chemotherapy20  but in all patients,
sperm banking should be offered
before chemotherapy. Bleomycin may
cause lung toxicity because it has the

For low-risk patients, surveillance
is recommended unless the patient
is unwilling or unsuitable, in which
case, adjuvant chemotherapy or
nerve sparing retroperitoneal lymph
node dissection are treatment
options. Adjuvant chemotherapy
with two cycles of BEP should be
recommended for high-risk patients. 14

Metastatic non-seminoma
The primary treatment of choice in
metastatic NSGCT is BEP
chemotherapy, three cycles for
patients in the good prognosis
group and four cycles for those in
the intermediate or poor prognosis
groups. 14 Overall survival in the
good, intermediate and poor
prognosis groups is 94%, 83% and
71%, respectively.19 Figure 4, below,
shows CT scans in a 51-year-old man
before and after successful
treatment with chemotherapy for
metastatic NSGCT.

All patients are placed on a 
long-term follow-up schedule after

become controversial and concerns
exist about its efficacy and the risk 
of radiotherapy-related induction of
secondary cancers. Chemotherapy is
an alternative to radiotherapy and a
recent study has suggested that it may
be associated with a lower relapse
rate.18 The most commonly used
regimen is three cycles of bleomycin,
etoposide and cisplatin (BEP). 

For advanced seminomas (IIC and III),
the standard treatment is chemotherapy.
Three cycles of BEP are given for
patients in the good prognosis group
and four cycles for those in the
intermediate prognosis group. 14

Non-seminoma
An algorithm for the management of
non-seminomas is shown in figure 3,
above.

Stage 1 NSGCT patients are divided
into low or high risk depending on 
the presence of vascular invasion. 
The five-year relapse rate is 20% for
low-risk patients and 40-50%  for high-risk
patients. 

FIGURE 4
CT scans in a 
51-year-old man
with metastatic
non-seminomatous
germ cell tumour:
(a) left, shows a left
para-aortic nodal
mass at presentation;
(b) right, shows a
complete response
of the para-aortic
lymphadenopathy
after four cycles of
bleomycin,
etoposide and
cisplatin
chemotherapy

FIGURE 3
Treatment
algorithm for 
non-seminomas  

BEP = bleomycin, etoposide and cisplatin; RPLND = retroperitoneal lymph node dissection


