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Malignant Lymphomas of the Testis

AABBSS  TTRRAACCTT  OObb  jjeecc  ttii  vvee::Tes ti cu lar lympho mas are si mi lar to that of tes ti cu lar germ cell tu mors and
ac co unt for ap pro xi ma tely 9% of all tes tis tu mors and rep re sent 1-2% of all lympho mas. We eva l-
u a ted cli ni cal fe a tu res, ma na ge ment and sur vi val of 10 pa ti ents with pri mary tes ti cu lar non-Hodg -
kin's lympho ma pre sen ted to our he ma to logy unit bet we en Ja nu ary 2001 and July 2006,
ret ros pec ti vely. MMaa  ttee  rrii  aall  aanndd  MMeett  hhooddss:: The me di an age of pa ti ents was 53 ye ars at pre sen ta ti on
(ran ge 51-72 ye ars) and all of them we re >50 ye ars old. In all of ca ses, orc hi dec tomy was per for med
as di ag nos tic and first-li ne the ra pe u tic pro ce du res. RRee  ssuullttss::  Do mi nant his to lo gi cal subt ype was dif-
fu se lar ge B-cell non-Hodg kin's lympho ma. Six pa ti ents out of 10 (60%) we re Ann Ar bor sta ges I-
II and, the re ma i ning fo ur pa ti ents (40%) we re sta ges II I and IV. All of the pa ti ents re ce i ved
do xo ru bi cin-ba sed che mot he rapy and ac hi e ved comp le te re mis si on. All pa ti ens con so li da ti on tre -
at ment re ce i ved fo ur cycles of MI NE tre at ment. The ad di ti on of ri tu xi mab and cen tral ner vo us sys-
tem proph yla xis with in trat he cal com bi ned che mot he rapy con ta i ning met hot re xa te, cyta ra bi ne
and de xa met ha so ne we re app li ed to thre e pa ti ents who we re re cently ad mit ted. No pa ti ent had el-
e va ted AFP and HCG or a his tory of un des cen ded tes tis. The ra te of re lap se wit hin re fe ren ces was
8% and prog res si on-fre e sur vi val (PFS) at 5 ye ars was 88%. But all pa ti ents are ali ve and in ca se re-
mis si on me di an du ra ti on of res pon se was 62 months (ran ge 10-62 months), me di an 72 months of
fol low-up. CCoonncc  lluu  ssii  oonn::  Tes ti cu lar lympho mas tends to oc cur in midd le ages. Tu mor mar kers AFP
and BHGC are in nor mal li mits. De ve lop ment in cryptorc hid tes tis is ex tre mely ra re. An early sys-
te mic the rapy is in di ca ted.  

KKeeyy  WWoorrddss::  Lymphoma; antineoplastic protocols; prognosis 

ÖÖZZEETT  AAmmaaçç::Tes ti kü ler len fo ma lar, tes ti kü ler germ hüc re li tü mör le re ben zer ler ve bü tün tes tis tü -
mör le ri nin yak la sık %9’unu ve bü tün len fo ma la rın yak la sık %1-2’si ni oluş tu rur lar. Ocak 2001 ve
Tem muz 2006 tarihleri ara sın da he ma to lo ji bi ri mi mi ze baş vu ran pri mer tes ti kü ler non Hodg kin
len fo ma lı 10 has ta nın kli nik özel lik le ri ni, ta ki bi ni ve sağ ka lım la rı nı de ğer len dir dik. GGee  rreeçç  vvee  YYöönn  --
tteemm  lleerr::  Su nu lan has ta la rın or ta la ma yaş la rı 53 (51-68) olmakla birlikte hep si 50 yaş ından bü yük tü.
Bü tün olgu lar da, ta nı ve te da vi pro se dü rü ola rak or şi ek to mi uy gu lan mış tı. BBuull  gguu  llaarr:: Bas kın his to -
lo jik sub tip, dif füz bü yük B hüc re li non Hodg kin len fo ma idi. Ann-Ar bor ev re le me si ne gö re 10
has ta dan 6 (%60)’sı ev re 1-2, ge ri ka lan 4 (%40) has ta ev re 3 ve 4’tü. Bü tün has ta lar do kso ru bisin
ta ban lı ke mo te ra pi al dı ve tam re mis yon el de edil di. Has ta la ra kon so li das yon te da vi si ola rak MI NE
pro to ko lü uy gu lan dı. Ya kın za man da ka bul edi len 3 has ta ya ri tu ksi mab ve santral si nir sis te mi pro -
fi lak si si ola rak me tot rek sat, si ta ra bin ve dek sa me ta zon içe ren in tra te kal kom bi ne ke mo te ra pi ek -
len di. Has ta la rın hiç bi rin de AFP ve BHCG yük sek li ği ya da in me miş tes tis öy kü sü yok tu. Li te ra tür de
5 yıl lık re laps ora nı %8 ve 5 yıl lık nüks süz sağ ka lım %88 oranında be lir ti lir ken, has ta la rı mız da
nüks gö rül me di. Or ta la ma ce vap sü re si 62 ay dı. Bü tün has ta la rı mız ha yat ta ve re mis yon da idi.  SSoo  --
nnuuçç::  Tes ti kü ler len fo ma lar. tes ti kü ler germ hüc re li tü mör le re ben zer ler ve or ta yaş lar da gö rül me
eği li min de dir ler. AFP ve BHCG tü mör belirteçleri nor mal sı nır lar da dır. Krip to or şit tes tis ge li şi mi
son de re ce na dir dir. Er ken sis te mik te da vi en di kas yo nu var dır. 

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Lenfoma; antineoplastik protokoller; prognoz  

TTuurrkkiiyyee  KKlliinniikklleerrii  JJ  UUrroollooggyy  22001100;;11((33))::6699--7744

Mehmet DAĞLI, MD,a

A. İhsan ARIK, MDb

aDepartment of Haematology,
Selçuk University Faculty of Medicine,
Konya
bDepartment of Urology,
Ankara Oncology Education and
Research Hospital, Ankara

Ge liş Ta ri hi/Re ce i ved: 06.07.2010 
Ka bul Ta ri hi/Ac cep ted: 19.10.2010

Ya zış ma Ad re si/Cor res pon den ce:
Mehmet DAĞLI, MD 
Selçuk University Faculty of Medicine,
Department of Haematology, Konya,
TÜRKİYE/TURKEY
drmdagli@hotmail.com

Cop yright © 2010 by Tür ki ye Kli nik le ri

ORİJİNAL ARAŞTIRMA   



Mehmet DAĞLI et al MALIGNANT LYMPHOMAS OF THE TESTIS

Turkiye Klinikleri J Urology 2010;1(3)70

ri mary tes ti cu lar lympho ma (PTL) ac co unts
for abo ut 1-2% of all lympho mas and is the
most com mon tes ti cu lar ma lig nancy in men

aged >60.1 The di ag no sis is usu ally ob ta i ned af ter
orc hi ec tomy, and the do mi nant his to lo gi cal subt -
ype is dif fu se lar ge B-cell lympho ma (DLBCL).2-4

PTL shows a ten dency to spre ad to se ve ral ex tra -
no dal si tes at pre sen ta ti on or re lap se, inc lu ding the
con tra la te ral tes tis, cen tral ner vo us system (CNS),
skin, lung, ple u ra, Wal de yer’s ring and soft tis su -
es.2,3 Be ca u se of the low in ci den ce of the di se a se
and ab sen ce of pros pec ti ve stu di es, the most ap-
prop ri a te the rapy for PTL re ma ins con tro ver si al.
Early ret ros pec ti ve stu di es in di ca ted that lo cal tre -
at ment with sur gery alo ne or sur gery plus ra di ot -
he rapy (RT) and che mot he rapy wit ho ut
an tracy cli ne pro vi des su bop ti mal di se a se con trol
even in lo ca li zed di se a se.4-6 Re cently, com bi ned
mo da lity tre at ment with syste mic do xo ru bi cin-
ba sed che mot he rapy, proph ylac tic in trat he cal (IT)
che mot he rapy and scro tal RT has be en re com -
men ded be ca u se of the re lap se risk to ex tra no dal
si tes such as the CNS and con tra la te ral tes tis. De-
s pi te the se mo re ag gres si ve tre at ment mo da li ti es,
prog no sis is of ten po or, even in the lo ca li zed di se -
a se, with the two-ye ar re lap se ra te ex ce e ding
50%.1,2,4,7-9 In this ret ros pec ti ve study, we ai med to
eva lu a te the cli ni cal and his to lo gi cal cha rac te ris -
tics of PTL and ef fec ti ve ness of the tre at ment mo -
da lity ad mi nis te red in our cen ter. The ave ra ge
in ci den ce of tes tis tu mors is in the ran ge of 2,1 to
2,3 per 100.000 ma les. Ra rely, pri mary lympho ma
of the tes tis oc curs in chil dren.3,6

MA TE RI AL AND MET HODS

We eva lu a ted cli ni cal fe a tu res, ma na ge ment, out-
co me and sur vi val of 10 adult ma le pa ti ents with
pri mary tes ti cu lar lympho ma pre sen ted to the An -
ka ra On co logy edu ca ti on and Re se arch hos pi tal he -
ma to logy unit bet we en Ja nu ary 2001 and July
2006. We ret ros pec ti vely se arc hed 812 non-Hodg -
kin’s lympho ma (NHL) ca ses re gis te red bet we en
1999 and 2006 and inc lu ded in this study tho se
with a his to pat ho lo gi cally ve ri fi ed tes ti cu lar lym-
pho ma. We used da ta from the ava i lab le cli ni cal fi -
les con cer ning pa ti ent age, symptoms, di se a se

ex ten si on, his to pat ho lo gi cal subt ypes ac cor ding to
the World He alth Or ga ni za ti on (WHO) clas si fi ca -
ti on, le vel of lac ta te dehy dro ge na se (LDH) at pre s-
en ta ti on, and tre at ment mo da li ti es, res pon se ra te,
re lap se pat tern and sur vi val ti me. Pret re at ment sta -
ging eva lu a ti ons con sis ted of a me di cal his tory;
physi cal exa mi na ti on; la bo ra tory in ves ti ga ti on of
he mog lo bin, he ma toc rit, whi te blo od cell, pla te let
co unt and LDH le vels; com pu ted to mog raphy (CT)
scan of the neck, tho rax and ab do men; and a sta g-
ing bo ne mar row (BM) bi opsy. Du ring the tre at -
ment pe ri od, all pa ti ents we re re e va lu a ted at the
third or fo urth cycles of che mot he rapy for the signs
of di se a se or any ad di ti o nal new in vol ve ment si te
for the prog res si ve di se a se. Pa ti ents who ha ve bo -
ne mar row in fil tra ti on at pre sen ta ti on we re al so re -
e va lu a ted with bo ne mar row bi opsy at the third or
fo urth cycle of che mot he rapy for the tre at ment re-
s pon se. The cli ni cal sta ge of the di se a se was de sig -
na ted by the Ann Ar bor clas si fi ca ti on system.6 B
symptoms we re de fi ned as a re cur rent fe ver of
>38°C tem pe ra tu re, night swe ats and unexp la i ned
we ight loss of >10% of body we ight wit hin six
months pri or to di ag no sis. Pa ti ents we re ret ros pec -
ti vely clas si fi ed in to fo ur risk gro ups ac cor ding to
an In ter na ti o nal Prog nos tic In dex (IPI) sco re low
(IPI sco re of 0-1), low-in ter me di a te (IPI sco re of
2), high-in ter me di a te (IPI sco re of 3), high-risk (IPI
sco re of 4-5).7 All pa ti ents had a di ag no sis of lym-
pho ma by orc hi dec tomy. All pat ho lo gi cal sli des
we re re vi e wed at our ins ti tu ti on, and di se a se was
des cri bed ac cor ding to WHO clas si fi ca ti on.10 His to -
pat ho lo gi cal spe ci mens pa ti ents who we re ad mi -
nis te red af ter 2004 we re in ves ti ga ted for the
po si ti vity of so me prog nos tic fac tors such as MUM-
1, Ki-67 and bcl-2. All pa ti ents we re tre a ted with
do xo ru bi cin-ba sed che mot he rapy. Comp le te re-
mis si on was de fi ned as ab sen ce of di se a se signs and
symptoms one month af ter the comp le ti on of tre -
at ment. Re lap se was de fi ned as the ap pe a ran ce of a
new le si on for pa ti ents in comp le te re mis si on. Ove -
rall sur vi val was cal cu la ted from ti me of di ag no sis
to ti me of de ath or last fol low-up. Prog res si on-fre -
e sur vi val (PFS) was me a su red from ti me of di ag -
no sis to ti me of tre at ment fa i lu re, re lap se/
prog res si on or de ath from lympho ma.
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RE SULTS

PA TI ENT CHA RAC TE RIS TICS

Ten pa ti ents with a me di an age of 53 ye ars (ran ge
51-72 ye ars) at pre sen ta ti on we re inc lu ded in the
study. Pa ti ents cli ni cal and la bo ra tory fin dings
sum ma ri zed Tab le 1.  Ma jo rity of pa ti ents we re his-
to lo gi cally di ag no sed as DLBCL, one was di ag no -
sed as pe rip he ral T-cell lympho ma. All the pa ti ents
ad mit ted with a comp la int of pa in less tes ti cu lar
swel ling. Thre e pa ti ents had in vol ve ment of the
left tes tis, fo ur of the right. Thre e pa ti ents had bi-
la te ral tes ti cu lar in vol ve ment. Me di an du ra ti on of
symptoms from ini ti a ti on to di ag no sis was thre e
months (ran ge 1-8 months) and two pa ti ents (25%)
had B symptoms, pa ti ent suf fe red from fe ver and
we ight loss. Six pa ti ents (60%) we re Ann Ar bor sta -
ges I and II, the re ma i ning fo ur (40%) we re sta ges
III and IV Bo ne mar row in fil tra ti on. Bulky di se a se
was not re cog ni zed in pa ti ents. Fo ur pa ti ents had
ane mi a at pre sen ta ti on; me di an he mog lo bin le vel
was 13 g/dL (ran ge 10-16 g/dl). Six pa ti ents, pre-
sen ted with high se rum LDH le vels with a me di an
LDH of 378 U/L (ran ge 141-819 U/L). So me his to -
pat ho lo gi cal fe a tu res of the bi opsy samp les such as
MUM-1and Ki-67 for DLBCL pa ti ents we re exc lu -
ded sin ce only two pa ti ents app li ed af ter 2004.

TRE AT MENT

All pa ti ents we re tre a ted with 6 cycles (6-8 cycles)
of do xo ru bi cin-ba sed che mot he rapy, CHOP-21 (the
stan dard do se of cyclop hosp ha mi de 750 mg/m2 D;l,

hydroxy da u no ru bi ci ne 50 mg/m2 D;1vin cris ti ne 1.4
mg/m2 D;I, and pred ni so ne 100 mg/dayD; I-5 che -
mot he rapy. All pa ti ent con so li da ti on tre at ment re-
ce i ved fo ur cycles of MI NE (mi to xan tro ne 8 mg/m2

D;I-3, eto po si de 65 mg/m2 D;1-3, ifos fa mi de 1.330
mg/m2 D;I-3 and mes na equ al do se to ifos fa mi de)
che mot he rapy and ac hi e ved comp le te re mis si on.
Ri tu xi mab was ad ded to all cycles of che mot he rapy
with the do se of 375 mg/m2 and CNS proph yla xis
wit hin trat he cal com bi ned che mot he rapy con ta i -
ning met hot re xa te, cyta ra bi ne and de xa met ha so ne
we re app li ed to thre e pa ti ents who we re re cently
ad mit ted in dif fe rent cli ni cal pro to cols.

OUT CO ME   

Comp le te re mis si on was ac hi e ved in all pa ti ents.
He has be en fol lo wed-up in comp le te re mis si on for
two ye ars. At me di an 42 months (ran ge 15-62
months) of fol low up, all of the pa ti ents are still ali -
ve. The ra te of re lap se wit hin re fe ren ces was 8%,
and PFS at 5 ye ars was 88%. Me di an du ra ti on of re-
s pon se was 42 months (ran ge 15-62 months). The
ten iden ti fi ed ca ses of PTL cor res pond to 1-2% of
all NHL pa ti ents di ag no sis our he ma to logy unit be-
t we en Ja nu ary 2001 and  July 2006. The me di an age
of all pa ti ents 53 ye ars with PTL was yo un ger than
the re por ted se ri es.2,4,7 Ages of pa ti ents ran ged from
51-72 ye ars, but most we re aged>50 ye ars old. This
may be du e to re gi o nal dif fe ren ces, but as the re is
no po pu la ti on-ba sed lar ge co hort stu di es re la ted to
the ge og rap hi cal oc cur ren ce of tes ti cu lar lympho -
mas, this po int is still unexp la i ned.

Patient n=10 Age (Years) Location (Testis) Stage B Symptoms Extranodal Sites IPI Histology (WHO)
1 53 Right     III (-) (-) L-l         DLBCL

2 51 Left IV (+) Bone Marrow L-l         DLBCL

3 61 Bilateral   II (-) (-) L-l         DLBCL

4 50 Left III (-) (-) L-l         Peripheral T-cell

5 68 Bilateral II (-) (-) H-1           DLBCL

6 63 Right II (-) (-) L-l         DLBCL

7 51 Left I (-) (-) L-l         DLBCL

8 72 Right IV (+) (-) H-1           DLBCL

9 55 Bilateral II (-) (-) L-1            DLBCL

10 58 Right I (-) (-) L-1            DLBCL

TABLE 1: Patients clinical and laboratory findings.

IPI: International Prognostic Index; DLBCL: Diffuse Large B Cell Lymphoma.



In our pa ti ents, the first symptom of the tes tis
lympho mas was pa in less tes ti cu lar swel ling, and di-
ag no sis was ge ne rally per for med by orc hi dec tomy.
His to lo gi cal di ag no sis sho wed the do mi nan ce of B-
cell type and the ma jor lympho ma subt ype as
DLBCL, which is con sis tent with pre vi o usly pub lis -
hed re ports.2,10

Pub lis hed se ri es re por ted that tes ti cu lar lym-
pho ma is as so ci a ted with the in vol ve ment of the
skin and sub cu ta ne o us tis su es in 6-13%, of the
Wal de yer’s ring and up per air way in 4-6%, of the
CNS in 3-6%, and of the con tra la te ral tes tis in up to
50% at pre sen ta ti on.2,7,8,11-14 In our pa ti ents at pre s-
en ta ti on, spre a ding to ex tra no dal or gans ot her than
the tes tis was se en less than the se re ports.  Bi la te -
ral tes ti cu lar in vol ve ment at pre sen ta ti on was 33%,
which is si mi lar to pre vi o us re ports.2,14-16 At pre s-
en ta ti on, pre di lec ti on for the right si te in vol ve -
ment of tes tis is com mon fin dings4,17 as se en in our
se ri es; right si te in vol ve ment was 42%. Ra te of in-
vol ve ment of bo ne mar row (10%) was hig her than
the pre vi o usly re por ted se ri es.2,11,18 In our pa ti ents,
mo re than half of the pa ti ents (58%) had sta ge IE
and II E and fa vo rab le IPI sco re.

DIS CUS SI ON
The ten iden ti fi ed ca ses of PTL cor res pond to 1-2%
of all NHL pa ti ents di ag no se our he ma to logy unit
bet we en Ja nu ary 2001 and July 2006. The me di an
age of fo ur pa ti ents 53 ye ars with PTL was yo un ger
than the re por ted se ri es.2,4,7,19 Ages of pa ti ents ran -
ged from 51-72 ye ars, but most we re aged>50 ye ars
old. This may be du e to re gi o nal dif fe ren ces, but as
the re is no po pu la ti on-ba sed lar ge co hort stu di es
re la ted to the ge og rap hi cal oc cur ren ce of tes ti cu lar
lympho mas, this po int is still unexp la i ned. In our
pa ti ents, the first symptom of the tes tis lympho mas
was pa in less tes ti cu lar swel ling, and di ag no sis was
ge ne rally per for med by orc hi dec tomy. His to lo gi -
cal di ag no sis sho wed the do mi nan ce of B-cell type
and the ma jor lympho ma subt ype as DLBCL,
which is con sis tent with pre vi o usly pub lis hed re-
ports.2,20 Pub lis hed se ri es re por ted that tes ti cu lar
lympho ma is as so ci a ted with the in vol ve ment of
the skin and sub cu ta ne o us tis su es in 6-13%, of the

Wal de yer’s ring and up per air way in 4-6%, of the
CNS in 3-6%, and of the con tra la te ral tes tis in up to
50% at pre sen ta ti on.2,3,11,13,14,16,21 In our pa ti ents at
pre sen ta ti on, spre a ding to ex tra no dal or gans ot her
than the tes tis was se en less than the se re ports. Bi-
la te ral tes ti cu lar in vol ve ment at pre sen ta ti on was
33%, which is si mi lar to pre vi o us re ports.2,14 At pre -
sen ta ti on, for the right si te in vol ve ment of tes tis is
com mon as se en in our se ri es; right si te in vol ve -
ment was 42%. Ra te of in vol ve ment of bo ne mar-
row (10%) was hig her than the pre vi o usly re por ted
se ri es.2,4,11 In our pa ti ents,  mo re than half of the
pa ti ents (58%) had sta ge IE and II E and fa vo rab le
IPI sco re, which is si mi lar to pre vi o us re ports.2,4,8,22,23

It was re por ted that, even when pre sent in early
sta ges (sta ges IE and II E), re lap se is com mon at ex-
tra no dal si tes and prog no sis is po or.6,19,23 Alt ho ugh
tes ti cu lar lympho ma was iden ti fi ed mo re than 100
ye ars ago, it re ma ins a sub set of in te rest be ca u se it
fol lows a uni qu e bi o lo gi cal and cli ni cal co ur se, and
op ti mal tre at ment con ti nu es to be con tro ver si al.
Orc hi dec tomy is the es tab lis hed di ag nos tic and first
the ra pe u tic pro ce du re in ca ses of PTL. The cho i ce
of furt her tre at ment is still con tro ver si al be ca u se
oft he ra re in ci den ce of the di se a se and lack of pros -
pec ti ve, ran do mi zed se ri es. The re is only one pros -
pec ti ve pha se-TI study re la ted to tre at ment oft he
early sta ges (IE and II E) of PTL; Avi les et al. 25 tre -
a ted pa ti ents with PTL with six cycles of syste mic
che mot he rapy con ta i ning 1.250 mg/m2 cyclop hosp -
ha mi de, 2 mg vin cris ti ne, 120 mg/m2 epi ru bi ci ne,
100 mg pred ni so ne and 10 IU/m2 ble omy ci ne fol lo -
wed by ra di ot he rapy to con tra la te ral tes tis, ili ac and
pel vic lymph no des. Af ter comp le te re mis si on, fo -
ur cycles of CNS proph yla xis with 6 g/m2 met hot -
re xa te in tra ve no usly in every 28 days was app li ed
to tre at ment. They ac hi e ved comp le te re mis si on in
97% of pa ti ents, but ac tu a ri al cur ves at fi ve ye ars
sho wed that EFS was as litt le as 32% and al so ove -
rall sur vi val at fi ve ye ars was 30%. They conc lu de
in this pros pec ti ve study that prog no sis of pa ti ents
with even early-sta ge PTL is po or. An tracy cli ne-
ba sed syste mic che mot he rapy and proph ylac tic tre -
at ment to CNS and con tra-la te ral tes tis did not
im pro ve pa ti ent’s out co me. Mul ti cen ter or sing le-
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cen ter ret ros pec ti ve se ri es al so re port that out co -
me for pri mary tes ti cu lar lympho ma is po or. The
In ter na ti o nal Ex tra no dal Lympho ma Study Gro up’s
2 re por ted that of 373 ret ros pec ti vely eva lu a ted pa-
ti ents with PTL from 21 ins ti tu ti ons tre a ted with
dif fe rent mo da li ti es, the ove rall sur vi val ra te was
81% and PFS was 68% at fi ve ye ars. At a me di an
fol low-up of 7.6 ye ars, 195 pa ti ents (52%) had re -
lap sed; most fre qu ent si tes of in vol ve ment at re lap -
se inc lu ded CNS and con tra la te ral tes tis. In our
ret ros pec ti ve study, all pa ti ents we re tre a ted with. 6
cycles of do xo ru bi cin-ba sed che mot he rapy. At a
me di an 62 months of fol low-up, all the pa ti ents are
ali ve and in comp le te re mis si on. At 5 ye ars, PFS
was 88% and me di an du ra ti on of res pon se was 47
months (ran ge 12-200 months).The prog no sis of
pa ti ents with PTL pre sen ted and tre a ted in our
cen ter was not po or, as re por ted in pre vi o us stu di -
es. This may al so be re la ted to ra ci al and re gi o nal
cha rac te ris tics of the di se a se. Al so the yo ung age
oft he af fec ted pa ti ents may ha ve had a po si ti ve im-
pact on the out co me of the di se a se. Early ret ros -
pec ti ve stu di es in di ca te a high ra te of la te re lap ses
in pa ti ents with lo ca li zed di se a se tre a ted by sur gery
alo ne or sur gery plus lo cal ra di ot he rapy.4,6,21

Ra di a ti on the rapy alo ne is not con si de red ef-
fec ti ve, even sta ge-I di se a se fa i lu re to con tra la te ral
tes tis oc curs in 5-35%.7,8,14,18,24,25 Do xo ru bi cin-ba sed
syste mic che mot he rapy has be en re com men ded be-
ca u se of the uni qu e spre a ding be ha vi or of
PTL.1,3,4,6,21 The tre at ment re com men da ti on was re-
cently chan ged to a com bi ned mo da lity of syste mic
do xo ru bi cin-ba sed che mot he rapy, proph ylac tic IT
che mot he rapy and scro tal ra di ot he rapy.4 For Li ang
et al and Ton di ni et al proph ylac tic ir ra di a ti on of
un in vol ved tes tis is po int less if ag gres si ve che mot -
he rapy is used.

In sum mary, pa ti ents ad mit ted to our cen ter
ha ve dif fe rent cha rac te ris tics; the pre sen ce of ex tra -
no dal in vol vement ot her than the tes tis was not as
com mon as pre vi o usly re por ted. They we re yo un ger
and sho wed re la ti vely bet ter prog no sis than the re-
por ted se ri es. In the ma na ge ment of PTL syste mic
tre at ment with do xo ru bi cin-ba sed che mot he rapy
with or wit ho ut CNS proph yla xis and ra di ot he rapy
to ot her tes tis se ems to pro du ce go od re sults. App li -
ca ti on of ri tu xi mab to the com bi ned mo da lity may
im pro ve out co mes. The yo ung age of our pa ti ents
may ha ve had a po si ti ve ef fect on out co mes as com-
pa red to the ge ne ral pa ti ent po pu la ti on.
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