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28-year late spermatic cord relapse of a testicular  
non-seminomatous germ cell tumour, managed robotically
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Abstract

We present a patient who relapsed symptomatically 28 years post-
orchiectomy, initially followed by active surveillance for clinical 
stage I non-seminomatous germ cell tumour (CSI NSGCT). His 
relapse was localized to the pelvis, managed with robotic surgery, 
and achieved a complete resection with tumour markers normal-
ized. We highlight the current Princess Margaret guidelines for 
followup of CSI NSGCT and discuss the trade-off between life-
long radiographic surveillance to detect the very small risk of late 
relapse. We discuss the incidence and presentation of late relapse, 
treatment options, and outcomes, highlighting that these tumours 
are typically refractory to chemotherapy and can often be managed 
with surgery alone.  

Introduction

Options for management of clinical stage I nonseminoma-
tous testicular germ cell tumours (CSI NSGCTs) include 
active surveillance, chemotherapy (consisting of bleomycin, 
etoposide, and cisplatin for one or two cycles), or retro-
peritoneal lymph node dissection (RPLND). Active surveil-
lance is offered for low-risk patients (CSIA) in most centres, 
but controversy exists about the preferred management in 
high-risk CSI NSGCT (typically defined by the presence of 
lymphovascular invasion, pure embryonal carcinoma, and 
rete testis invasion in the primary tumour).

At the Princess Margaret Cancer Centre, all CSI NSGCT 
patients, regardless of risk, have been offered active surveil-
lance as initial management since 1981.1,2 This has proven 
an effective strategy to maintain high survival and minimize 
morbidity. As a result, this approach has been recommended 
by several guidelines and adopted by many other centres 
worldwide.1,3-5

The current active surveillance protocol for CSI NSGCT at 
Princess Margaret involves regular and structured monitoring 

of tumour markers (alpha-fetoprotein [AFP], human chorion-
ic gonadotropin [hCG], lactate dehydrogenase [LDH]) and 
computed tomography (CT) scans of the chest, abdomen, 
and pelvis, and has been previously outlined in the litera-
ture.1,6 After two years of active surveillance, the intensity is 
tapered. After five years, most patients with no evidence of 
disease are now discharged from further followup to their 
primary care provider.1,6 Good evidence exists to stop after 
five years because our subsequent relapse risk has been very 
low. In a pooled analysis of 938 men with CSI NSGCT man-
aged with active surveillance, only 1% experienced relapse 
after three years of post-orchiectomy surveillance.3

Overall, the relapse rate for CSI NSGCT is 26‒35%.1,3,6-8

The most likely site of relapse is the retroperitoneum, fol-
lowed less frequently by the lung.1 Most (90%) CSI NSGCT 
relapses, occur within two years, with a median time to 
relapse typically around 6‒7 months.1,3,4 Relapses beyond 
two years are considered late relapse and are much less 
common. A 2007 systematic review of testicular GCT sur-
veillance found only seven reported recurrences after five 
years of surveillance, with a maximum time to relapse of 
14.25 years.7 In our 2011 update on active surveillance data, 
we reported two cases of late relapse at 12 and 14 years.1

Additionally, a literature search found an additional two 
cases of very late relapse (32 and 43 years).9,10 The nature 
of late relapse CSI NSGCT biology means that patients who 
relapse are commonly symptomatic and present most often 
with abdominal pain.9,11,12

Case report

We present a rare case of a 28-year post-orchiectomy late 
relapse in a 50-year-old male who underwent left radical 
orchiectomy in 1987. His pathology showed pure embryo-
nal histology with lymphovascular invasion, stage pT2. His 
staging CT scan was negative, as were his chest X-ray and 
pre- and postoperative serum tumour marker assessments. 
Thus, he was CSIB and managed according to the Princess 
Margaret active surveillance guidelines. He was discharged 
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to his primary care physician after eight years of surveillance 
without evidence of disease.

In February 2015, he presented to a local hospital with 
complaints of left lower quadrant abdominal pain suspicious 
for diverticulitis. A non-contrast CT of the abdomen and pel-
vis revealed a 2.5 x 2.0 cm mass lateral to the sigmoid colon 
in the left lower quadrant. Followup at Princess Margaret 
included a repeat CT scan confirming a mass along the left 
vas deferens adjacent to the external iliac vessels (Fig. 1). 
Serum tumour markers showed normal hCG and LDH, but 
elevated AFP (110 µg/L; normal <6). Physical exam was 
unremarkable. 

After multidisciplinary discussion of options, including 
chemotherapy and open/laparoscopic/robotic mass excision 
± full bilateral RPLND, the patient elected robotic mass exci-
sion. Port placement followed a template similar to that used 
for robotic prostatectomy, with slight migration cephalad 
and contralateral to the mass. Dissection included removal 
of the mass and remnant spermatic cord (Fig. 2) extending 
into the inguinal canal and proximally up to the level of the 
lower pole of the kidney. Additionally, a left pelvic lymph 
node dissection was performed, with limits from the geni-
tofemoral nerve laterally, to the hypogastric artery medially, 
to the obturator fossa posteriorly, and the node of cloquet 
inferiorly and proximally to include para-aortic tissue up to 
the level of the lower pole of the left kidney. A mesh repair 
using spiral titanium tacks was conducted to reinforce the 
region around the left inguinal canal. Intraoperative photos 
are presented (Fig. 2).

The procedure was conducted without complications and 
the patient’s postoperative course in hospital was unremark-

able. Pathological analysis of the mass revealed a 2.9 x 
3.7 x 3.3 cm yolk sac tumour and there was a previously 
undetected, single positive lymph node containing meta-
static seminoma with no extranodal extension. The surgi-
cal margins were negative for malignancy. At 14 months 
followup, our patient remains free of disease with normal 
tumour markers

Discussion

Our patient presents an extremely rare case of 28-year post-
orchiectomy relapse of a CSI NSGCT in the spermatic cord. 
To our knowledge, only two later cases have been reported9,10

and only 1% of patients will relapse three or more years post-
orchiectomy.3 This case and other rare late relapse cases raise 
the question of whether lifetime imaging surveillance should 
be performed for CSI NSGCT patients. With the documented 
risks of radiation exposure associated with CT scans, the cost 
to the healthcare system that would be incurred by serial 
imaging, and the relative rarity of late relapses, we and others 
continue to support  a policy of discharging patients after five 
years of surveillance, knowing there is a small (<1%) risk of 
late relapse. Additionally, predicting the time to relapse past 
two years is difficult.3 Fortunately, it appears that most patients 
with late-relapsing GCT present symptomatically,9,11-14 most 
commonly with abdominal pain, as seen in this patient and 
other patients previously described.1 Moreover, late relapses 
typically can be managed surgically.11 In a recent large mul-
ticentre cohort report of CSI NSGCT on surveillance, there 
were no deaths from disease or treatment in patients relapsing 
after two years.3

Fig. 1. Coronal (A) and axial (B) computed tomography scans of abdomen and pelvis with arrow indicating location of left pelvic mass emanating from spermatic cord. 
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The decision to manage this case with a local mass exci-
sion only and no systemic therapy arises from the long natu-
ral history favouring an inability of the tumour to metasta-
size distantly. Relapsing GCTs are also typically resistant to 
chemotherapy11 and often include a component of teratoma, 
which is intrinsically chemotherapy-resistant.15 The decision 
to manage this case robotically was made in part based 
on the localization of the mass, allowing a similar surgical 
approach to that used for prostatectomies. Robotic surgery 
is being used more broadly in urology and its application 
now includes RPLND.16,17
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