TESTICULAR TUMOURS (Essential Surg 2nd Ed, pp 369)

Testicular tumours occur in three peaks: 0-10 yr olds, 20-40 yr olds, >60 yr olds. The Tumours can be classified by: Benign vs. Malignant. Benign lesions are the epidermoid cysts. 

Malignant lesions can be divided into germ cell tumours vs. non-germ cell tumours. The non-germ cell tumours arise from gonadal stromal, mesenchymal, and ductal cells. Germ cell tumours are categorised as either seminomas, which are derived from spermatocytes, or non-seminomatous germ cell tumours (NSGCT). Teratomas make up the majority of NSGCT, and remaining are undifferentiated embryonal cell carcinomas (contain: no organoid elements), choriocarcinomas (contain: syncitio & cytotrophoblastic features) or tumours of mixed cell type. 

Out of the non-germ cell tumours, Leydig cell tumours and Sertoli cell tumours are the commonest. The testis can also be involved in widespread malignancies such as: lymphoma & chronic lymphocytic leukaemia. 

The risk factors for testicular tumours include: age (established above), race (Caucasians at increased risk), undescended testis (4% increase in lifetime risk). 

CLINICAL FEATURES OF TESTICULAR TUMOURS (Essential Surg 2nd Ed, pp 370)

Malignant testicular tumours present as a PAINLESS enlarging lump, with involvement of the supraclavicular nodes, or lungs. If the capsule is involved a 2nd hydrocoele may be present, but this does not impinge on palpation of the tumour itself, as it is very small. Both seminomas and NSGCT spread via the lymphatics to the para-aortic nodes (L1/L2). Then they spread to the thoracic duct, supraclavicular nodes and systemic circulation. Lung metastases is common in teratomas. Testicular tumours, often poorly differentiated ones, secrete hCG (beta-hCG) and blood levels correlate with the extent of the tumour. Embryonal cell tumours and yolk sac tumours secrete alpha-fetoprotein (AFP). These are important in the investigative procedures, discussed below. 

STAGING OF TESTICULAR TUMOURS (Essential Surg 2nd Ed, pp 372)

Stage I: tumour confined to testis

Stage II: Retroperitoneal lymph node involvement
Stage III: Mets above diaphragm, but confined to lymph nodes

Stage IV: Extralymphatic mets: lungs, liver
INVESTIGATIONS FOR TESTICULAR TUMOURS

Ultrasound is an excellent investigative procedure to be done of a hard testicular mass is suspected to be a tumour. This is 95% sensitive for tumours in the testis. A CXR is usually performed as a general admission rule, and this may provide information about any hilar node involvement. 

Blood tests looking for specific tumour markers are also very valuable. AFPs are found more in teratomas, B-hCG are found more in choriocarcinomas, and lactate dehydrogenasa (LDH) is found more in metastatic seminoma. CT scans and then done to look for exact involvement of lymph nodes in the abdomen/pelvis. CT scans can also give information about lung metastases.

MANAGEMENT OF TESTICULAR TUMOURS (Essential Surg 2nd Ed, pp 371)

Orchidectomy is the appropriate treatment for primary cancers. The involved testis is removed, and the remaining testis is left untouched. After orchidectomy, treatment is dependent on the tumour type and stage. As a general rule, seminomas (stage I – no additional treatment indicated, stage IIa & b, for more advanced disease chemotherapy is indicated) respond well to radiotherapy. As a general rule NSGCT respond well to chemotherapy (etoposide, bleomycin). For NSGCT, there is also the option of retroperitoneal lymph node dissection as a preventative cure ( but risks damage of autonomic nerves ( ejaculatory dysfunction.
Patients should be counselled before any adjuvant therapy is used, because it can affect fertility (collect sperm prior to treatment ( future artificial insemination). Monitoring and surveillance is done by looking for tumour markers and CT scans. Recurrent disease can be treated with appropriate chemo/radio therapy or surgery.
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