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Medical Quiz Answers

Al. Scrotal ultrasound in figure 1 and abdominal CT scan in
figure 2.

A2. Left testicular mass in ultrasound and metastatic para-
aortic lymph node in CT scan.

A3. Left testicular cancer. Inguinal orchiectomy.
DISCUSSION

Testicular cancers are rare tumors accounting for approximately
1% of all male malignant tumors. Testicular cancer has three
peaks: infancy (yolk sac tumors and teratomas), ages 25-40
years (seminomas and non-seminomas), and age 60 years and
above (spermatocytic seminomas). More than 95% of testicular
cancers are germ cell tumors in origin (seminomas and non-
seminomas), but it could be derived from any cell found in
the testicles. The remaining 5% are sex-cord stromal tumors
derived from Sertoli cells or Leydig cells. Lymphomas of the
testicle are rare'.

The highest prevalence of testicular cancer is in the U.S.A and
Europe and is uncommon in Asia and Africa (rates are lower
in the developing than the developed world). It is not clear
why such a huge difference exists, and much has to be done to
clarify the different epidemiologic findings'*.

Major risk factors for the development of testicular cancer
include undescended testis, a previous history of contralateral
testicular cancer, and family history of the disease®*.

The clinical presentation may include one or more of the
following: a testicular mass which may or may not be painful,
lower abdominal pain, low back pain, and gynecomastia.
Other symptoms related to metastatic spread to the lungs may
include hemoptysis, dyspnea, and cough. Another presentation
is a swelling in the neck as a result of the metastatic spread of
cancer to the lymph nodes. The onset of testicular cancer most
commonly occurs in males 20 to 34 years old, rarely before 15
years old**.

The diagnosis of testicular cancer depends on history, physical
examination, tumor markers, ultrasound, and surgical removal
of the testicle. The differential diagnosis may include the
following: orchitis, epididymitis, varicocele, hematocele,
testicular appendix, inguinoscrotal hernia or testicular torsion’?.

Testicular cancer treatment is dependent on staging: Stage I
remains localized to the testis. Stage II cancer metastasize to
retroperitoneal and/or paraaortic lymph nodes. Stage III cancer
metastasize beyond the retroperitoneal and paraaortic lymph
nodes’ .

Treatment options of testicular cancer may include surgery
(orchiectomy), radiation therapy, chemotherapy, or stem cell
transplantation, depending on the type of testicular cancer
and the stage of the disease. Chemotherapy offers a cure rate
greater than 80% in cases with metastatic spread. The five-year
survival rate depends on the stage of the disease and outcomes
are better when the disease remains localized®!°.

The overall cure rates after surgery of more than 95% for non-
metastatic disease were reported, and it is attributed primarily
to effective chemotherapy drugs®°.

CONCLUSION

Testicular cancer is a rare tumor in men. The most common
presentation is scrotal mass. The management and outcome
depends on the stage of the disease and the histological type
of the cancer.
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