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Value of follow up in testicular
cancer

Over the past decade the results in treating testicular cancer have
improved greatly. This is due to a combination of accurate assessment
of disease by study of tumour markers and by computed tomography,
and the development of effective chemotherapy regimens.- Over 980%
of patients now achieve complete remission with a combination of
surgery, radiotherapy, and chemotherapy.2

Early detection of relapse is desirable as prognosis is directly
related to the volume of metastatic disease at the introduction of
treatment.3 The sensitivity required to detect low volume relapses
can now be achieved by repeated assessment. Intense follow up,
however, is costly and can cause psychological problems. We evaluated
the usefulness of the intensive follow up programme provided to all
patients with testicular cancer in this regional centre.

Patients, methods, results

Patients undergoing follow up for testicular cancer fall into three groups:
(X) those with stage 1 teratoma not receiving any treatment after orchi-
dectomy; (2) those in complete remission after receiving chemotherapy
and sometimes surgery for metastatic teratoma; and (3) those with seminoma
who have received radiotherapy or chemotherapy or both. All three groups
have been subjected to the same rigid follow up policy in Cambridge since
1981. This consists of taking a history, examination, chest radiography, and
estimation of serum a fetoprotein and P human chorionic gonadotrophin
concentrations monthly for one year; every two months for the next year;
every three months for the next year; every six months for the next year;
and after that yearly. Computed tomograms of the abdomen were obtained at
three, six, and 12 months. A computed tomogram of the thorax was obtained
at the same time only if the chest x ray film was clear.
The table summarises the results of this follow up programme. No

relapses were detected in the 51 patients with seminoma. Six relapses were
detected in the 55 patients with teratoma (109"/ ). The clinician was alerted
to the relapse by the clinical history and examination (two patients); a
raised concentration of b human chorionic gonadotrophin (one); a computed
tomogram of the abdomen (one); a computed tomogram of the thorax
(one); and a chest x ray film (one). In all other patients the follow up con-
centrations of a fetoprotein and f, human chorionic gonadotrophin were
normal. On four occasions a single abnormal concentration led to several
investigations. All yielded negative results, and further measurements of the
two markers were also normal. All the patients who relapsed went into
further complete remission after salvage chemotherapy. None of our patients
developed tumours in the contralateral testis.

Comment

From this series we conclude that intensive follow up for patients with
treated seminoma is unnecessary and that routine repeated measurement
of concentrations of o fetoprotein and 3 human chorionic gonado-
trophin in these patients is of no value. Few of these patients have
raised concentrations of the markers at diagnosis, and in those who
do the tumours are often found to have teratomatous elements on
histological review. The frequency of clinic visits, computed tomo-
graphy, and chest radiography could be reduced. Patients with

Outcome offollow up related to type and stage of disease

I II III IV

Patients with seminoma* (n = 51) 38 12 1
Patients with teratomat (n = 55) 28 8 1 18
No who relapsed 3 3
Time to relapse (months) 4, 6, 19 4, 8, 9

*No relapses occurred in these patients (mean follow up 16 2 months,
median 15 8 months).
tMean follow up 16-5 months, median 17-1 months.

teratoma do benefit from intensive follow up, as the incidence of
relapse is considerable. In stage I teratoma surveillance has replaced
prophylactic radiotherapy and is essential as 15% of patients will
develop recurrent disease.4
The cost of the first three years of the follow up programme

described is £3000 per patient at present prices. As the overall
incidence of relapse in seminoma is less than one in 50 patients, the
cost of detecting one early relapse by this programme must exceed
£150 000. Testicular cancer is a model of a curable solid tumour.
Cost effective management strategies are essential to preserve health
care resources. If more common tumours become amenable to radical
treatment the cost will be prohibitive unless the problem of follow up
is addressed.
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Shredding of manuscripts

From 1 January 1985 articles submitted for publication will
not be returned. Authors whose papers are rejected will be
advised of the decision, and the manuscripts will be kept
under security for three months, to deal with any inquiries,
and then destroyed by shredding. Hence we would prefer
to receive for consideration photostats or copies produced
by word processor (see BMJ 13 October, p 942), though we
do, of course, still need three copies.



1425-1428 BRITISH MEDICAL JOURNAL VOLUME 289 24 NOVEMBER 1984

Instructions to authors
TheBMJ7 has agreed to accept manuscripts prepared in accordance
with the Vancouver style, and will consider any paper that
conforms to the style. More detailed and specific instructions are

given below.

All material submitted for publication is assumed to be
submitted exclusively to the BMJ unless the contrary is
stated. All authors must give signed consent to publication.
The editor retains the customary right to style and if
necessary shorten material accepted for publication.

Manuscripts will be acknowledged only if a stamped
addressed postcard or international reply coupon is enclosed.

Original articles are usually up to 2000 words long, with no
more than six tables or illustrations; they should normally
report original research of relevance to clinical medicine and
may appear either as Clinical Research papers or in the
Papers and Short Reports section. Short Reports are up to
600 words long, with one table or illustration and no more

than five references. Clinical case histories and brief or

negative research findings may appear in this section or as

Unreviewed Reports, which are 100 words long, contain no

tables or figures, one reference, and two authors' names.

Papers for the Practice Observed section should cover

research or any other matters relevant to primary care.

Medical practice articles are mostly written by invitation, but
we welcome reports of up to 2000 words on the organisation
or assessment of medical work and on sociological aspects of
medicine. Talking Point articles are concerned with the
organisation, financing, and manpower of health services.
Contributions for the Personal View and Materia Non
Medica columns are always welcome and should contain up
to 1150 and 400 words respectively. Letters should normally
be of not more than 400 words, have no more than 10
references, and be signed by all authors; preference is given
to those that take up points made in contributions published
in the journal.
Any article may be submitted to outside peer review and

evaluation by the editorial committee as well as statistical
assessment. This should take four weeks but may take up to
six. Manuscripts are usually published within three months
of the date of final acceptance of the article.

Manuscripts, tables, and illustrations

Authors should keep one copy of their manuscripts for
reference. Manuscripts should be typed double spaced on

one side of the paper with a 5 cm margin at the top and left
hand side of the sheet. The pages should be numbered.
Three copies should be submitted; if the paper is rejected two
will be returned. The authors should include their names and
initials, their posts at the time they did the work, and no more
than two degrees each. Scientific articles should conform to
the conventional structure of abstract, introduction,
methods, results, discussion, and references. The abstract
should be no longer than 150 words and should set out what
was done and the main findings and their implications.

Drugs should be given their approved, not proprietary,
names, and the source of any new or experimental prepara-

tions should he given. Abbreviations should not be used.
Scientific measurements should be given in SI units, followed,
in the text, by traditional units in parentheses; in tables and
illustrations values should be expressed only in SI units, but a

conversion factor should be given. Blood pressure, however,
should be expressed in mm Hg and haemoglobin as g/dl.
Any statistical method used should be detailed in the

methods section of the paper and any not in common use
should be either described in detail or supported by refer-
ences. Tables and illustrations should be submitted separately
from the text of the paper, and legends to illustrations should
also be typed on a separate sheet. Tables should be simple and
should not duplicate information in the text of the article.
Illustrations should be used only when data cannot be
expressed clearly in any other way. When graphs or histo-
grams are submitted the numerical data on which they are
based should be supplied. Line drawings should be in Indian
ink on heavy white paper or card, with any labelling on a
separate sheet; they may also be presented as photographic
prints. Other illustrations should usually be prints-not
negatives, transparencies, or x ray films; they should be no
larger than 30 x 21 cm (A4) and be trimmed to remove all
redundant areas; the top should be marked on the back.
Staining techniques of photomicrographs should be stated.
Either an internal scale marker should be included on the
photomicrograph or the final print magnification of the
photograph itselfshould be given. Again, any labelling should
be on copies, not on the prints. Patients shown in photographs
should have their identity concealed or should give their
written consent to publication. If any tables or illustrations
submitted have been published elsewhere written consent to
republicat on should be obtained by the author from the
copyright holder (usually the publisher) and the authors.
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appear in the text. At the end of the article the full list of
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followed by the title of the article; the title of the journal
abbreviated according to the style ofIndex Medicus (see "List
ofJournals Indexed," printed annually in the January issue of
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