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Germ Cell Neoplasms

1.  Testis

2.  Ovarian

3.  Extra-gonadal
A.  Retroperitoneal
B.  Mediastinal



Pathology

Seminoma

Embryonal carcinoma
Teratoma
Yolk sac tumors

Choriocarcinoma
Mixed germ cell tumors

Non-seminoma



Staging Work-up

HCG, alphafetoprotein

Abdominal CT scan

Chest x-ray / CT scan

Other studies as warranted



Stages

I (A).  Confined to testis

II (B).  Testis plus retroperitoneal nodes

III (C).  Supradiaphragmatic or visceral
involvement



PVB

Cisplatin 20 mg / M2 days 1-5

Vinblastine 0.15 mg / kg days 1 and 2

Bleomycin 30 units days 1,8, and 15

Courses repeated every 21 days x 4



PVB versus BEP
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Conclusions: Metastatic Disease

1.  About 70-80% of patients will remain free of
disease after initial chemotherapy

2.  There is evidence that success is dependent
upon the use of closely spaced courses of
cisplatin-based induction therapy

3.  Maintenance therapy is unnecessary
4.  Some patients require surgery after

chemotherapy
5.  Etoposide replaced  vinblastine in the

chemotherapy regimen



Question

Why are germ cell tumors so uniquely
sensitive to chemotherapy?



Prognostic Factors

Good prognosis minimize treatment
>90% cure

Poor prognosis  improve results
50-60% cure



Question

Other than extent of disease and
marker elevation, what are the
differences between patients
destined to be cured and those
destined to die of their disease?



Post-chemotherapy Teratoma

1.  Some patients with metastatic disease will have a
significant residual mass at the conclusion of
chemotherapy.

2.  When these residual masses are surgically removed,
about 45% of patients will have only fibrosis/necrosis,
10% will have persistent cancer, and 45% will have
teratoma.

3.  The latter patients have a good prognosis as long as the
teratoma is completely resected.



Post-chemotherapy Teratoma (cont)

4.  Some residual masses will over time progress or recur
and become life-threatening if not removed.

5.  Occasionally, other neoplasms (various carcinomas,
sarcomas) will develop in persistent teratoma.

6.  These malignancies do not respond to chemotherapy.



Question

What is the biology of teratoma that
persists after chemotherapy?  Why
does this happen?  Why is there on
occasion phenotypic migration?



Management

1.  Diagnosis and initial management by inguinal
orchiectomy

2.  Chest CT normal and abdominal CT either
normal or modestly abnormal RPLND

3.  Chest CT abnormal or abdominal CT with bulky
tumor chemotherapy



Surveillance in Clinical Stage I
Testis Cancer

Deferral of subsequent treatment; 65% will
not require further therapy

Requires vigorous follow-up with the addition
of abdominal CT scan every two months for
the first year and every four months for
the second



RPLND

1.  Is very dependent on experience of the
physician

2.  Facilitates follow-up

3.  Provides pathologic staging

4.  Impact on fertility probably similar or less
than observed patients



Surveillance

1.  Avoids surgery in nearly all
2.  Requires more testing and higher

compliance
3.  Places patients at some risk of late

relapse
4.  A few more patients will require

chemotherapy
5.  Cure rate the same as with RPLND



Question

Can we better predict which patients
are less or more likely to have
retroperitoneal node involvement or
are at most risk for the
development of metastatic disease?



Non-seminomatous Germ Cell Tumors

Stage % Patients % Cured

    I      40   100
    II      40   98
    III      20   80
 Total      100   95






