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General Principles
 All patients referred with a suspicion of testicular cancer need to be treated equally whether referred as USC, Urgent or Routine by 

referral GP / HCP / other speciality.
 All patients must be discussed at MDT meeting throughout their patient journey as required.
 Patients with symptoms potentially indicative of testicular cancer should have an urgent testicular ultrasound and if malignancy 

suspected, urgent review by urology team.
 Patients should be vetted in accordance with the Scottish Referral Guidelines for Suspected Cancer.
 Where available, clinical trials should always be considered as an option for all eligible patients and consideration given to referral to 

other Scottish boards.
 Patients must be involved in decision-making relating to their care with informed consent required for patients undergoing treatment.
 All patients should be referred to or made aware of the Clinical Nurse Specialist services available in the North of Scotland, for 

assessment and ongoing advice, education, support and coordination.
 The wishes of the patients must influence decision-making with respect to treatment choices within this CMG.
 A list of SACT regimens is provided (page 10).

 Full regional SACT Protocols will be developed and linked to from this document. 

Lead Author: Dr. Graham Macdonald, NCA Testicular Cancer clinical lead File Reference: NCA-CMG-TES V12 
Approved:  21st September 2020 Published: 20th October 2020

For symptoms of suspected urological cancers, please refer to the Scottish Referral Guidelines for Suspected Cancer
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Initial Evaluation
 Patient history and clinical examination
 Full Blood Count, Liver Function Test, Urea & Electrolytes
 Tumour Markers (AFP, HCG, LDH)
 Biopsy of extra-gonadal site if relevant
 Testicular ultrasound
 Chest X-Ray

 CT chest abdomen and pelvis (prior to histology if grossly elevated markers, or suspicion of metastatic disease from CXR / US)
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For relevant patients:
 Semen cryopreservation after HIV and Hepatitis B & C testing.
 Brain MRI for those with HCG > 10,000 or >20 pulmonary metastases, or poor 

prognosis non-seminomas
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Follow-up

Combined germ 
cell tumour or 

NSGCT

Spermatocytic 
seminoma

Adjuvant TreatmentPrimary Treatment

Inguinal 
Orchidectomy +/
- prosthesis and 
consider biopsy 

contralateral 
testis

For patients <30 
years of age and 

testes volume 
<12mls +/- 
ultrasound 

abnormality
(*1)
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CT chest 
abdomen pelvis 
once provisional 

pathology of 
malignancy 
confirmed 

(between 2-3 
weeks following 
orchidectomy) if 
not undertaken 

beforehand

Seminoma

Evaluation

Initial Evaluation 
(see page 2)

Complex 
patients may 

require 
discussion at 
MDT prior to 

Orchidectomy

No routine 
follow-up 
required - 
discharge

Follow-up
(See Page 7)

Carboplatin 7AUC based on EDTA (*2)

Para-aortic RT in exceptional 
circumstances (*3)

(Dog-leg field for patients with 
previous inguino-scrotal surgery, 

including vasectomy)

Surveillance

Stage 1 high risk

Stage 1 low risk

LVSI
+ve

LVSI
-ve

1 x BEP 500 (*4)
Or Surveillance

Surveillance

All patients 
discussed at MDT 

post orchidectomy

Follow-up
(See Page 6)

If aggressive chemo-resistant histology 
noted, consider RPLND
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Metastatic Germ Cell Cancer IGCCCG International Prognostic Classification (*9)
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Non-Seminoma Seminoma

GOOD PROGNOSIS

Testis/Retroperitoneal primary

And

No non-pulmonary visceral metastases

And

Good markers-all of:

AFP<1000ng/ml and hCG <5000iu/L and LDH<1.5 xULN

56% of non-seminomas

5yr  PFS 89%

5yr OS 92%

Any primary site

And

No non-pulmonary visceral metastases

And

Normal AFP, any hCG, any LDH

90% of seminomas

5 yr PFS 82%

5 yr OS 86%

INTERMEDIATE PROGNOSIS

Testis/Retroperitoneal Primary

And

No non-pulmonary visceral metastases

And

Intermediate markers – any of:

10 000 ng/mL > AFP > 1 000 ng/mL or

50 000 iU/l > hCG >5 000iu/l or

10 x ULN > LDH >1.5 x ULN

28% non-seminoma

5yr PFS 75%

5 yr OS 80%

Any primary site,

And

Non-pulmonary visceral metastases

And

Normal AFP, any hCG, any LDH

10% seminomas

5 yr PFS 67%

5 yr OS 72%

POOR PROGNOSIS

Mediastinal Primary,

Or

Non-pulmonary visceral metastases

Or

Poor markers – any of:

AFP > 10 000 ng/mL or hCG>50 000 iU/L or LDH > 10 x ULN

16% of non-seminoma

5 yr PFS 41%

5yr OS 48%

No patients classified as poor prognosis

NB: Refers to nadir markers post orchidectomy (where appropriate)
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Follow-up

Stage IIa

Treatment

Seminoma
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StagingEvaluation & Initial Treatment

All patients 
discussed at 

MDT

Treatment plan 
agreed at MDT

Follow-up
(See Pages

7 & 8)

Combined 
germ cell 
tumour or 

NSGCT 
(except pure 

teratoma) 
Stage 1M - IV

Stage IIb

Stage IIc & 
IId

Stage > III

Initial 
orchidectomy 
for patients, 
except those 

with life 
threatening 

disease and / or 
grossly raised 

markers

Para-aortic Radiotherapy (30Gy/15#) +/- 5Gy boost to nodes (*7)

SACT – Carboplatin 7AUC followed by Para-aortic Radiotherapy 
(30Gy/15#) + / - 5GY boost to nodes (*6)

SACT – 3x BEP 500 (3-day or 5-day) or 4x EP 500 (*8)

Dog-leg Radiotherapy (30Gy/15#) + 5 GY boost to involve 
nodes *7

SACT – BEP 500 x 3 3-day (9) or EP 500 x 4 5-day
Or Radiotherapy if too frail for chemotherapy

SACT 
according to 

IGCCC 
prognostic 

group
(See Page 5)

Good

Intermediate

Poor

3-day BEP 500 x 3 or 5-day EP 500 x4 
(*10 *11)

5-day BEP 500 x4 or VIP x4

5-day BEP 500 x 4 or C-BOP-BEP or VIP x4 
(*12)

MDT review of 
post SACT CT 

and 
consideration of 
RPLND for non-

seminoma 
residual masses 

>1cm.
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Seminoma

Early
<2 years from primary treatment

Late
>2 years from primary treatment

NSGCT

Stage IIa / IIb

SACT – 
Carboplatin AUC 

7 followed by 
Para-aortic 

Radiotherapy 
(30Gy/15#) +/- 
5GY boost to 

nodes (*6)

Or
Radiotherapy 

alone (30-36Gy 
dog leg)

Or
BEP500 x3

Or
EP 500 x4

SACT according 
to IGCCC 
grouping

(see page 5)

Monitor

YES

NO

Prior Cisplatin-based 
combination SACTNO

Allocate IGCCC2 
Prognostic Score (*17)

TIP x 4 (*13)
+/-

 High dose SACT(*14) – 
refer to WOS BCC

YES

Complete Response

Resectable?NO

Surgical 
resection of any 
residual disease 

if possible

YES

Incomplete
Response

Incomplete
Response

Follow-up

Complete Response

Further relapse

High dose chemotherapy if 
adequate performance status and 

adequate end-organ function – 
refer to WOS BCC

Re-resection

Gemcitabine and oxaliplatin (*15)
Or Oral Etoposide until progression 

or intolerable toxicity (*16)

RESECTABLE

IRRESECTABLE

PALLIATIVE
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Notes
# JEB – where cisplatin is contraindicated and where would otherwise receive BEP, JEB can be considered.
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Definitions
BCC Beatson Cancer Centre
CXR Chest X-Ray
IGCCC International Germ Cell Consensus Classification
LVSI Lymphovascular space invasion
MDT Multi-disciplinary Team
NSGCT Non-seminomatous germ cell tumours
RPLND Retroperitoneal lymph node dissection
SACT Systemic Anti-Cancer Therapy
RT Radiotherapy
WOS West of Scotland

https://www.ukctg.nihr.ac.uk/
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