


o1-1,5% amo oha ta Ca otouc AvOpEeC

o Auéavopevn ouxvotnta oTLC BLONXOVOTTOLNLEVEC
XWPEG

o 1- 2 % audoTePOMAEUPQA, EK TWV OTIOLWV:
= 80-85% 6LapopeTLKOU LOTOAOYLIKOU TUTIOU
" 10-15 % tOLou. LoTtoAoyLkoU TUTIOU



* 90 — 95 % OyKoL OO YEVVNTLKA KUTTOPO
— Jeplvwpa = 40 €1n
— Mn cepvwpatwdelg oykot = 25-35 €1n
e 5—-10 % OyKoL QIO Un YEVVNTIKA KUTTOPOL
— Alapeoa kuttopa tou Leydig
— Baowa kUttapa tou Sertoli
— [ovadofBAacTwua
* Aladopol oyKol
— Nepdwpa
— NevUyopio
— MeTaoTaoELC



Aev vTtapyouv cadn aitia

Kpugopyla

Klinefelter (XXY)

Atpodla - TpAUUATLOUOC

OPUOVEC ATIO TNV UNTEPA KOTA TNV EYKUHOOUVN
[eveTIKOL— KANpOVOuLKOL TTOPOLYOVTEC

— lcoxpwpoowua 12 (i12p) oto 80 %

— MetaA\agelcoto p53 (66 % twv TIN)

— MetaAAaéeic ota xpwpoowpota 4, 5, 6 & 12



A. I2TOPIKO — KAINIKH EIKONA — KAINIKH EZETAXH

B. AMEIKONIZTIKOS EAEFXOY

. EPFASTHPIAKOS EAEMXO3

.

AIATNQ2H



A. loTopiko - KAIvikn gikova - KAIvikn €€€Taon

 Avwbduvn YPnAadntn pala (ocuxva amo tuyaia
YnAadnon)

* AloOnua Bapouc N acadec alyog opxews (20 %)
e O&U aAyoc = 10 % (potalel pe opyxeosmidtdbupitida)
* 7 % yuvalkopaotio

* AAyoc.00dpUOC - artodpPAKTILK oupomabela -
oriloBomepLrovaikn Aepdadevomabela



B. ATIEIKOVIOTIKEG ECETAOEIC

* YrEpnxog ooxeou — svatcOnoia 96-100 % (Mpemel va
ylvetal akopun kat o€ epdavn PnAadpnto oyko)

* Ye aoBeveic pe un PnAadpntn pala mov epdavilouvv
auénUEVOUC KapKLvikoUg delktec ) omloBomepLtovaikn
AepdoadevomabeLa.

* MRI oox€ou 6ev dikaoAoyeitatl AOyw avénuevou
KOOTOUC.



MikpoAiOiaon 6pxewg oTov US

e Aev amotelel mapayovia Kivduvou yia avamtuén Ca
OPXEWG
e Aev amatteitatl veoc US ota mAatlota mapoakoAovOnong

* E¢oipeon 0TO AVWTIEPW OTTOTEAOUV TIEPLITTWOELC
avénuevou kKwduvou yla Ca Pe cuvumapxovoo
ABlaon:

— Atpodila opxewc < 12 ml
— Kpupopylo
— |oTOPLKO TPAW MATLOUOU



I EpyaoTnplakég eSETATEIC

Kapkwikoi Seiktec

Afp HcG -

AvVTOTTOKpLON

Aldyvwon 2tadtomoinon Mpoyvwon NS

EKQPAYH . 2TO 50% TON KAPKINQN TOY OPXEQZ



I EpyaoTnplaKES ESETATEIC

a- FP (50-70 % NSGCT)

—Mot€ oto oeulvwpa

— A\ek1Bkou aokou

B — hcG (40- 60-% NSGCT)

—10-30 % oto ospivwpa EAU (7-10 % ota AUA)
LDH —.-auvénuevn oto mpoxwpnpevo Ca
PLAP/(placental alkaline phosphatase) > AMLYEC OEULVW O (uévo oe pn

KOLTIVLOTEC)



OpxexToun HE UWNARN aImoAivwon Tou
OTIEPHATIKOU TOVOU HETA amoé
BouBwvikn mpooTréAaocn



MepIKN OPpXEKTOHN; - EVOEIEEIC

* AuPOTEPOTTAEUPOL TAUTOXPOVOL OYKOL

* Oykoc o€ povnpn opxL
—Oykoc < 30 % Tou GUVOALKOU OYKOU TOU OPXEWC



MEeTA TNV OpXEKTOUN = OWOoONTIOTE KAPKLWVLKOL deiktec ( pe Baon Ttov xpovo
nuioeLag {wng)

— o-FP: 5 -7 nuUéEpEC

— B- hcG: 24 wpec (2-3 NuEPEC)

— MUKPOUETAOTAOELG

CT avw — katw Kowktag 1 MRI ( avénuévo kKOoTOC)
Ro Bwpakoc n CT Bwpakog

Erti evdei&ewv Kal povo

— CT eykedaiouv

— Bone scan

PET/CT : povo yia follow-up agBevwv pe ospivwpa kot onttobomeptrtovaikn
nado peta oto XMO



Senum tumour markers

LDH
Abdominopalvic CT All patiants A

Chest CT Al patiants A
Testis US (bilateral All pationts m

incase ofsympror —
Brain scan (CT/MREI) In case of symptoms and patients with metastatic .

disease with multiple lung metastases and high
beta-hCG valuas

Recommended test for staging at diagnosis (EAU Guidelines 2017)



Primary tumour?

pTX Primary tumour cannot ba assassad (see note 1)

pTo No evidence of primary tumour (2.g. histological scar in tastis)

pTis Intratubular germ call neoplasia (testicular ntraepithelial neoplasia)

pT1 Tumour imited to tastis and epididymis without vascular/lymphatic invasion: tumour may
invade tunica albuginaa but not tunica vaginalis

pT2 Tumour limited to tastis and epididymis with vascular/lymphatic invasion, or tumour
axtending through tunica albuginea with invoivament of tunica vaginalis

pT3 Tumour invades sparmmatic cord with or without vascular/lymphatic invasion

pT4 Tumour invades scrotum with or without vascularfymphatic invasion

Regional lymph nodes clinical

NX Regional lymph nodes cannot ba assassad

NO No regional lymph noda metastasis

N1 Maetastasis with a lymph node mass 2 cm or less in greatast dimension or multipia lymph
nodas, nona more than 2 cm in greatest dimension

N2 Maetastasis with a lymph node mass more than 2 cm but not mora than 5 cm in greatast
dimension. or multiple lymph nodes, any one mass mora than 2 cm but not more than 5 cm
in graatest dimension

N3 Metastasis with a lymph node mass more than 5 cm in greatest dimansion

Pathological
Regional lymph nodes cannot ba assassad
No regional lymph noda metastasis
Maeatastasis with a lymph node mass 2 cm or less in greataest dimension and 5 or fawear
positive nodes, none more than 2 cm In greatast dimension
Metastasis with a lymph node mass more than 2 cm but not mora than 5 cm in greatast
dimension; or more than 5§ nodes positiva, none mora than 5 cm; or avidanca or extranodal
axtension of tumour
Matastasis with a lymph node mass more than 5 cm in graatest dimansion

Distant metastasis

MX Distant matastasis cannot be assessed

Mo No distant metastasis

M1 Distant matastasis

Mta Non-regional lymph nodeis) or lung

M1b Othar sites

Serum tumour markers

Sx Serum marker studias not available or not performed

So Serum marker study levals within normal limits

TNM Classification for testicular cancer (UICC, 2009, 7t edn [57])




hCG (mil/mL) AFP [ng/mL)

5,000-50,000 or 1,000-10,000
= 50,000 ar

TNM Classification for testicular cancer{UICC, 2009, 7t edn [57]



Stage grouping
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*Stage I:
TLEPLOPLOEVO OTOV
opxt = 75-80 % twv
CEUWVWHATWV Kot 55
% Twv NSGCT

*Stage Il: pe

AepPadeVIKEC

METOLOTAOELG
*Stage IIA
*Stage |IIB
*Stage IIC

*Stage lll: pe
METOLOTAOELG OE
opyava



 Meta tnv dtayvwaon tou Ca opxewc ol acBevelc
taélvopouvtal o€ opadec Kvduvou

e Jeplvwpa:
—KaANG = 90 % TwV EPUTTWOEWV
—eVOLALEONC TIPOYVWONC

—TTOTE KOAKNC

* NSGCT:
— KaAng (56 %) 90 % 5etnc emPiwon
~Evélapeonc (28 %) 80 % 5etnc emPBlwon

—Kakng npoyvwone (16 %) 40 - 50 % 5etnc¢
emBlwon



Prognostic-based staging system for metastatic germ cell cancer

Good-prognosis group

Non-seminoma (56% of casas) All of the following critena:
5-year PFS 80% * Testis/ratropentonaal pnmary
5-year survival 92% * No non-pulmonary visceral metastasas
e AFP < 1,000 ng/mL
¢ hCG < 5,000 IU/L {1,000 ng/mL)

o | DH<15x ULN

Seminoma (90% of casas) All of the following cniterna;
5-year PFS 82% * Any pnmary site
5-year sunival 86% ¢ No non-pulmonary visceral metastasas
* Normal AFP
e Any hCG
e Any LDH




Prognostic-based staging system for metastatic germ cell cancer

Intermediate prognosis group

Non-seminoma (28% of casas) « Testis/retropearitonaal pnmary
5 years PFS 75% ¢ No non-pulmonary visceral metastasas
5-year survival 80% e AFP 1,000 - 10,000 ng/mL or
* hCG 5,000 - 50,000 [U/L or
e | DH1.5-10xULN

Seminoma (10% of casas) All of the following cntena:
5-year PFS 87% ¢ Any primary site
5-year survival 72% * Non-pulmonary visceral metastasas
* Normal AFP
* Any hCG
e Any LDH

Poor prognosis group

Non-seminoma (16% of casas) Any of the following cntana:
S-year PFS 41% * Mediastinal primary
5-year survival 48% ¢ Non-pulmonary visceral metastases
* AFP > 10,000 ng/mL or
* hCG > 50,000 IU/L (10,000 ng/mL} or
¢ DH > 10x ULN

Seminoma No patients classified as poor prognosis




e T
Emikoupikn Ospameia
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2EULVWHAL




EmKoupikn) Ospaneia

|
Mn oepIVWHOTWOELC OYKOL




Katw armo 15% €xouv UTTOKALVIKN LETAOTATLKI VOOO (KUuplwc
omloBomepltovaika Kot Oo UTTOTPOTILACOUV OV YLVEL LOVO

OpXEKTOWN)

H anodaon ylo EMKOUPLKN XNMELOBEpaTTELD TTPETEL VA
AapBavetal peta ano ovlntnon KUe tov a.cBevn.

Y& aoBeveic xaunAou kwvduvou (<4ek , xwpic StnBnon tou Retes
testis) mou tiBevtou uTO TapakoAovOnon Ta Mocoota
UTtOTPOMNG ayyilouv.to 6%

Ta nocoota emtBiwonc (overall cancer specific survival rate) yLa
ocplvwLaTa stage |, dtavouv to 97-100% o€ e€elbLlkeLUEVA
KEVTPOAL.



A. NapakoAouOnon

e KaAnc npoyvwonc
e Ytevo follow —up

* Me kivbuvo umoTpomne 6 %

—> OVILLETWITIEN LE XMO



B. EmKoupIikn xXnueEloBepameia

e Agv UTtApXEL onNUAvTLK SLadopa OTO TOCOCTA UTIOTPOTINC KOl
emBlwonc kabBwc Kol 0To XpOVO UTIOTPOTINC, LETA OO
ETILKOUPLKN XNHELOBeparmeia pe kapBomAativn og oxeon Ue
ETILKOUPLKN akTwvoBepameia (vtotponn 2,7%). *

e Evac kUkAoc kapBomAaTivnc LUTTOPEL VOl AVTIKATOOTAOEL TNV
akTvoBeparmeia N TNV evepyo nmapakoAovBbnon oe stage |
OEUWVWHLOTAL.

* AUO KUKAOLKapBOmAQTivNC LELWVOUV TIEPETALPW TOV KivOuvo
UTTOTPOTING Kata 1-3% **

* Cullen, M:H., et al. Short-course adjuvant chemotherapy in high-risk stage | nonseminomatous germ cell
tumors of the testis: a Medical Research Council report. J Clin Oncol, 1996. 14: 1106.

**Aparicio, J., et al. Risk-adapted management for patients with clinical stage | seminoma: the Second
Spanish Germ Cell Cancer Cooperative Group study. J Clin Oncol, 2005. 23: 8717.



. EmMIKOUpPIKN aKTIVOOEparmeia

E€oupeTika aKkTIVvOoEUaloONTA KOPKLVLKA KUTTOPO

TopaaopTika 1 Aayovia Apdw UELWVOUV TNV UTTOTPOT Katd 1-
3%

YTouc omloBomepltovaikoUug AepadEvec

AkTwvortpodUAaEN VYELOUC OpXEOUC AOYW OKESAONC
aktwvoPBoAtag.



2UOTAOEIC AVTIMETWITIONG
zemvwparoc CSI (EAU)

Recommendations

€]

Offer surveillance as a management option if facilities A*

are available and the patient is compliant.

MNPO20XR 2N Y

EP-©

ERPAN

Offer one course at area under curve (AUC) 7, if

carboplatin chemotherapy is considered.

ElA

A

Do not perform adjuvant treatment in patients at very A

low risk (no risk factors).

A



30% twv a.cBevwyv epudavilouv LTTOKALVIKA HETAOTOON Kol Oa
UTTOTPOTILALOOUV KATA TNV TtepLlodo mapakoAovOnonc.

55 % twv neputtwoewv Twv NSGCT eivou STAGE |

EntiBiwon: 94 —=100%



A. NapakoAouOnon

Y€ KAANC MPOYVWONC
Avotnpotato follow- up

Y UYKEVTPWTLKA OE TIEPUTTWOELG MOVO TtapakoAolOnonc
urtotpor) 0t0-30% (e to 80% oto 10 £t0¢, TOo 12% 0TO 20 £10C,
6% oto 30 Kot 1% oto 40 Kot 50 £10¢).



B. XnueioOepameia

Avo kUKAoL BEP (Bleomycin, etoposide, Cisplatin)

Apxka og aacBeveic upnAou kKivdUvou (ayyelokn
51iBnon) (MRC TRIAL 1996)

Muwkpad mocoota urtotpornng (2,7%)

Entnpeadouy o€ pikpo Baduo Bpaxumpobeoua tn
YOVLLLOTNTOL.

AYVWOTECG Ol [LOKPOXPOVLEC CUVETIELEC.



. RPNLD (OmocOomepITOVAIKOG

AEPPADEVIKOG KOOAPICHOG)

Movo amo €EeLOLKEVLEVOUC XELPOUPYOUC KOl KEVTPOL UE TEXVLKN
nerve sparing.

MuKpn xpnolpotnta cnuepo. Aoyw xnUeLoBeparelac.
Exel B€on we Beparmeia dtaowonc (salvage) oe umotporn.

Meta amo RPNLD pikpotepo Kootog Aoyw Alyotepwv CT KolAlog
ota Aoiola mapakoAkouBnonc



Guidelines for the treatment of stage 1 non-
seminomatous germ cell tumour

Recommendations

Inform patients with stage 1 non-seminomatous germ cell tumour (NSGCT) about all adjuvant

treatment options after orchiectomy (surveillance, adjuvant chemotherapy, and

retroperitoneal lymph node dissection [RPLND]) including treatment-specific recurrence rates

as well as acute and long-term side effects.

In patients with stage 1 NSGCT, offer surveillance or risk-adapted treatment based on vascular
invasion .

If patients are not willing to undergo surveillance, offer one course of cisplatin, etoposide,
bleomycin (BEP) as an adjuvant treatment alternative since it has proven to be superior to
RPLND in terms of recurrence rates

In patients with marker-positive recurrent and/or progressing lesion during surveillance,

perform salvage treatment consisting of three or four courses of BEP chemotherapy according

to the International Germ Cell Cancer Collaborative Group classification, followed by post-
chemotherapy retroperitoneal lymph node dissection if necessary.




Figurs 1: Risk-adapiaed treatmant in patients with clinical stage 1 mon-seminoma NSGCT CS1 [138]"

Lovew-risk Highi-riak
Mo vascular invasion Vascular imvasion present

L L L L L

Cpticn i conditions Cpticn if
against survellancs oconditions sgainst
and chamotherapsy prien charmothampy

I I l I

Marse-sparing NS
RPLM

Option iF conditiors
oot against survsillanss

Survaillance Chermotherapy

Treatmant according to the ME05EGE clhassification
3-4 cydea BEP [or V1FP] followed by ressction in cass of
residual turmour)

Al reatmeaerd opbtions will neaed discussing with indiwauwal patients, to alfow for them to make an informrmad
decizion as to thair further cara.




CS1S pe otaB@epa aveBaopevoug
KAPKIVIKOUG OEIKTEG

NapakolovBbnon AFP — hCG, acadnc poroc LDH
AUENoN = UTTOAELTITOLEVN VOOOG
MpEMEL va YIVEL Kot EToVAANTITLKOC US aAAou 0pxewC

2 e eplntwon rou yivet RPLND, 87% Ba exouv (+) Aepdadevec
oTo omoBormepLtovalo.



MeTAOTATIKOI OYKOI YEVVNTI
KUTTAPWYV

POYVWO

MTWTIKN TToP¢




Flgure 2: Treatment optlions In patients with seminoma clinical stage lIA and B

Clinical stage Il A Clinical stage Il B

Radiotherapy Chemotherapy Chemotherapy Radiotherapy
2Gyx15toa 3 x BEP or 4 x EP 3xBEPord x EP 2 Gy x 15 to a target
target dose of if if dose of 30 Gy
30 Gy to contraindications contraindications to paraacrtic and
paraaortic to Bleomycin to Bleomycin ipsilateral iliac fisld
and ipsilateral and an additional
iliac field boost o the
enlarged lymph
nodes of
2Gyx 3to6 Gy.

.___\

Residual tumour to be followed

BEP = cisplatin, etoposide, bleomycin; EP = etoposide, cisplatin.




e AVTIUETWTILON ALECA LLE XNUELODEPATIELA EKTOC ATTO:

i. NSGT Stage lIA ywpic avénuevouc delKTEeC,
ii.  ALLYEC TEPATWUA XWPLG oV ENUEVOUC OEIKTEC

TaL omola avtipetwrttovrat apxtka e RPLND n mapokoAouBnon
uexpL va EekaBaplotel To otadlo tng vooou. *

 *Baniel, J., et al. Cost- and risk-benefit considerations in the management of clinical stage |
nonseminomatous testicular tumors. Ann Surg Oncol, 1996. 3: 86.



Figure 3: Treatment options In patients with non-seminoma clinical stage I1A

CS 1A, Marker -

L

Chamotherapy

BEP X 3 MS-RPLMD

Aftar 6wesaks

Residual

e PS IAB

.-'.
.-".

aither

r
r

Follow-up EF‘ EECE?
Independant
Rasaction of wascular Follow-up

invasion

MS-RPLND Furthiar
Resaction or chama- NS-APLND Follow-up

of residual therapy
tumour

BEP = cisplatin, etoposide, bleomycin, NS = nerve-spaning, BPLND = refroperitoneal lymph node dissection;
PS = pathological stage; PD = progressive disease; NC = no change.




SGCT NSGCT

¥ KoAng B KoAng
POYVWONC POYVWoNC

8 Meong Méeonc
POYVWoNC POYVWoNC

POYVWONC



SGCT - Opada kaAng mpoyvwong

* H cisplatin unieptepel tng carboplatin*®
* EPx4 obnyel o€ laon ota oepvwpaTA KAANC TTpOyvwonc™*

* H otavtap avtipetwrnion npemneL va -eivot BEPx3 n EPx4 (sav 6¢
ylvetat va 500¢el n B)

*Bokemeyer, C., et al. Metastatic seminoma treated with either single agent carboplatin or cisplatin-
based combination chemotherapy: a pooled analysis of two randomised trials. Br J Cancer, 2004.
91: 683.

** Thibault, C., et al. Compliance with guidelines and correlation with outcome in patients with
advanced germ-cell tumours. Eur J Cancer, 2014. 50: 1284.



SGCT - Opada Meon mpoyvwong

 BEPx4 n etoposide, cisplatin, ifosfamide (VIP) emi avtevdelénc
yia B.



NSGCT - KaAng mpoyvwong

 BEPx3 > (Cisplatin,Vinblastin,Bleomycin — PVB) o€ npoxwpnUevn
vooo * **

 BEP o€ 5nuEpo oxnua
* OepameuTIko oxNua kabe 21 nUEPEC XwpPLC peiwaon tng doonc.

 KaBuotepnon povo emi mupetou HE
aKokKlokuTtopalpia<1000/mm3 r BpopBorevia<1000000/IU

e Aev KplveTal avaykaio n xopnynon avénTikwy mopayoviwy
aLpomoLnone:

* De Wit, R, et al. Importance of bleomycin in combination chemotherapy for good-prognosis testicular
nonseminoma: a randomized study of the European Organization for Research and Treatment of Cancer
Genitourinary Tract Cancer Cooperative Group. J Clin Oncol, 1997. 15: 1837.

** Horwich, A¢, et al. Randomized trial of bleomycin, etoposide, and cisplatin compared with bleomycin, etoposide,
and carboplatin in good-prognosis metastatic nonseminomatous germ cell cancer: a Multiinstitutional Medical
Research Council/European Organization for Research and Treatment of Cancer Trial. J Clin Oncol, 1997. 15:
1844.



NSGCT - Opada Meong mpoyvwong

 80% emnPBiwon *
e BEPx4 **

* Sheinfeld J, etal. Management of postchemotherapy residual masses in advanced germ cell tumours. Urol Clin North Am
1997: 18.

** De Wit, R., et al. Four cycles of BEP vs four cycles of VIP in patients with intermediate-prognosis metastatic testicular
non-seminoma:a randomized study of the EORTC Genitourinary Tract Cancer Cooperative Group. European
Organization for Research and Treatment of Cancer. Br J Cancer, 1998. 78: 828.



NSGCT - Opada Kakng mpoyvwong

 BEPx4 | PEI (cisplatin,etoposide, ifosfamide) ->
HuEAOTOSLIKOTNTA

e EQv PETA TO MPWTOo oxNuo BEP 6&v uTtapxeL mTwon
TwV OEKTWV-OAAAyYN O€ TtLO EMLOETIKO oXNMUAL.



Guidelines for the treatment of metastatic germ cell tumours

Recommendations

Treat low volume non-seminomatous germ cell tumour (NSGCT) stage IIA/B with elevated markers like
‘good or intermediate prognosis’ advanced NSGCT, with three or four cycles of cisplatin, etoposide,
bleomycin (BEP).

In stage IIA/B NSGCT without marker elevation, exclude marker negative embryonal carcinoma by obtaining
histology by either retroperitoneal lymph node dissection (RPLND) or biopsy. If not possible, repeat staging
after six weeks of surveillance before making a final decision on further treatment.

In metastatic NSGCT with an intermediate prognosis, treat with four courses of standard BEP.

In metastatic NSGCT with a poor prognosis, treat with one cycle of BEP, followed by tumour marker
assessment after three weeks: in the case of an unfavourable decline, initiate chemotherapy intensification.
In the case of a favourable decline, continue BEP up to a total of four cycles.

Perform surgical resection of residual masses after chemotherapy in NSGCT in the case of visible residual
masses and when serum levels of tumour markers are normal or normalising.

Initially offer radiotherapy for seminoma CS IIA. When necessary, use chemotherapy as a salvage treatment
with the same schedule as for the corresponding prognostic groups of NSGCT.

Initially offer chemotherapy in seminoma stage CS IIB (BEP x 3 or etoposide, cisplatin x 4, in good prognosis)
as an alternative to radiotherapy.

Treat seminoma stage IIC and higher, with primary chemotherapy according to the same principles used for
NSGCT.




Ymorpomnn; EmavacTadiomoinon

f

4

ATteLKOVLON



Moo LETA ATTO TNV ALPXLKI) OVTLETWTILON OEV MPEMEL VoL E€alpeLtol
OMECWC AAAQ LOVO LLETA OTTIO OTTELKOVLON Kol OELKTEG. ™

Y& a.0Beveic pe popdwpata >3cm -> FDG-PET (fluorodeoxyglycose)
SCAN **,

Av evpnpa <3cm tote to PET €lval PoaLPETLKO.

Erti eupnpiatoc og PET mou v aluéavel ToV OYKO TOU OE OXECN UE
naALd amelkovion: tote veo PET oe 6 eBdopadec.

*Hofmockel, G., et.al. Chemotherapy in advanced seminoma and the role of postcytostatic retroperitoneal lymph node
dissection. Urol Int, 1996. 57: 38.

** De Santis, M., et al. 2-18fluoro-deoxy-D-glucose positron emission tomography is a reliable predictor for viable tumor in
postchemotherapy seminoma: an update of the prospective multicentric SEMPET trial. J Clin Oncol, 2004. 22: 1034.



Meta amno BEP npwmq YPOLLLNG uovo T0 6-10% TWV uno)\emaukwv ua(wv
amoteAeital ano Blwolpa KapKwLKa KUTTOPQ, TO0 50% MEPLEXOUV TEPATWHATA KOl
40% VEKPWTLKO — LvwWdN LOTO.

To FDG PET bev evbeikvutal otnv enavaotadlonoinon acbevwy PETA amo
XNUeloBeparneia. *

Edv peta armo vea XNUELOBepaTELRt O UTTOAELUUATIKOC OYKOC uTtooTtpadel O
XPELALETOL EKTOUN TOU.

Edv amopevel poppwpa pe PLeyebBoc avw Tou 1cm TOTE PETEL VAL YIVEL EKTOUN.
AudiBoloc o pOAOC TNC EKTOMNG TLEPLTOVALKWY EPPUTEVOEWV <1EK

H exktopn mpemel va yivetal 1-6 eBdopadec peta tnv xnuetobepareia.

*QOechsle, K., et al. [18F]Fluorodeoxyglucose positron emission tomography in nonseminomatous germ cell tumors
after chemotherapy: the German multicenter positron emission tomography study group. J Clin Oncol, 2008. 26: 5930.






e 2TOYOC TA 5 mpwTta ypovia
* MrmopouUv va dtakptBouv 3 Baotkec opadec aocBevwv:
— Jepivwpa otadiou |
— Mn oepwvwpatwdelg oykol otadiov | og evepyo
napoakoAouOnon

— OMot oL aicBeveig tou eAaBav emKoupLKr'] n eepaneuru(r']
XN ustoeepanaa yLol ueraotaukn VOO0, KAANG N ev&aueonq
npovvwonq, emruvxavovraq £TOL Tt)\r]pn uTtooTPOdN TNG VOOOU

LE N XWPLC XELpOUPYELD.

* AoDOevelc xwpic mMANPN EAEYXO TNC VOOOU KOl KOKN
POYVWOoN MPETEL va itopakoAovBouvtol o€ eLOLKA
KEVTPOL



Recommended minimal follow-up for seminoma stage | on active surveillance or
after adjuvant treatment (carboplatin or radiotherapy)

Modality

Year 1

Year 2

Year 3

Years 4 &
5

After 5 years

Tumour markers

+ doctor visit

2 times

2 times

2 times

Chest X-ray

Abdominopelvic

resonance imaging

Once at 36
months

Once at
60
months

Further
management
according to
survivorship
care plan




Recommended minimal follow-up for non-
seminoma stage I on active surveillance

Modality Year 1 Year 2 Year 3 Years4 & 5  After 5 years
Tumour markers

4 times** 4 times 2 times 1-2 times
+ doctor visit

Once, in At 60 months |Further
case of LVI+ |if LVI+ management

2 times 2 times

according to
survivorship care

Once at 36 Once at 60 plan

. months* months*
etic resonance

imaging

* Recommended by 50% of consensus group members.

**In case of high risk (LVI+) a minority of consensus group members recommended six times.
***In case of high risk (LVI+) a majority of consensus group members recommended an
additional CT at eighteen months.




Recommended minimal follow up after adjuvant treatment or complete
remission for advanced disease (excluded: poor prognosis and no
remission)

Modality Year 1 Year 2 Year 3 Years 4 & 5 After 5 years

Tumour markers | _ . .
. 4 times 4 times 2 times 2 times
+ doctor visit

Chest X-ray 1-2 times |Once Once Once Further

Abdominopelvic management

computed according to
Once at 36 Once at 60 : :
tomography/ma [1-2 times survivorship care

] months months lan**
gnetic resonance plan

imaging

Thorax CT * * * *

*Same time points as abdomino-pelvic CT/MRI in case of pulmonary metastases at diagnosis.
**In case of teratoma in resected residual disease: patient should remain with uro-
oncologist.




uxva oe aoBevelc pe Ca opxewc evtormilovtal
PO UTIAPYXOVOEC AVWUOALEC OTO OTIEPULAL.

H xnueLo- kat aktvo- Beparmelo Umopet va
ETILOELVWOOUV TIEPLOCOTEPO TNV UTTOYOVLUOTNTA.
(kuplwc mapodika Kol e SOCOEEAPTWLEVO TPOTIO)

Y& aoBevelc avamopaywyLlkne NALKLOG TIPEMEL val yIVETaLL
nANpPNc oprovikog eleyyxoc (Testosterone, LH,FSH),

omEeppooLaypappa kot rtpotacn taduAaéng
OTIEPUATOC.

MNpoBAedn yia OpLOVIKN UTTOKOTAOTOON O€ MEPLMTWON
OPXEKTOUNG QP W.
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