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NSGCT clinical stage I
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NSGCT clinical 
stage IA/B

In view of the high CSS rates of
surveillance with salvage treatment in
cases of relapse and the low relapse
rates if adjuvant chemotherapy is
chosen, role of primary
diagnostic/therapeutic RPLND has
diminished.
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Up to 30% of NSGCT patients with clinical stage I (CS1) disease have subclinical
metastases and will relapse if surveillance alone is applied after orchiectomy.

Treatment choice should be based on:

✓ Multidisciplinary patient evaluation

✓ discussion with the patient, taking into account the described advantages and
disadvantages

✓ individual situation of the patient

Kollmannsberger, C., et al. Non-risk-adapted surveillance for patients with stage I nonseminomatous testicular
germ-cell tumors: diminishing treatment-related morbidity while maintaining efficacy. Ann Oncol, 2010. 21: 1296.

Nichols, C.R., et al. Active surveillance is the preferred approach to clinical stage I testicular cancer.
J Clin Oncol, 2013. 31: 3490.

in NSGCT (RPLND) clinical
stage I A/B
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NSGCT clinical stage IS 

If RPLND is performed, up to 87% of these patients
have pathologically documented nodes in the 
retroperitoneum.

IS RPLND A 

SECOND CHOICE ?



SURGICALLY SAFE



This multicenter experience supports R-RPLND as a potential option at
experienced centers in select patients with low-stage NSGCT.
Comparing open and laparoscopic series suggests R-RPLND has an
acceptably low morbidity, but oncologic efficacy requires further evaluation.

ONCOLOGICALLY SAFE?   short Follow up!
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NSGCT clinical stage IIA/B
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RESIDUAL TUMOR RESECTION

Residual tumour resection is MANDATORY in all patients with a residual
mass > 1 cm in the short axis at cross-sectional CT imaging.

The role of surgery is debated in patients with retroperitoneal residual
lesions < 1 cm. There is still a risk of residual cancer or teratoma although
the vast majority of patients (> 70%) harbour fibro-necrotic tissue.

Hartmann, J.T., et al. Comparison of histological results from the resection of residual masses at different
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RESIDUAL TUMOR RESECTION
Following first-line BEP chemotherapy, only 6-10% of residual masses contain viable
cancer, 50% contain mature teratoma, and 40% contain necrotic-fibrotic tissue.

In cases of complete remission after first line chemotherapy (no visible tumour),
tumour resection is not indicated.

Carver, B.S., et al. Improved clinical outcome in recent years for men with metastatic nonseminomatous germ cell
tumors. J Clin Oncol, 2007. 25: 5603.

Kollmannsberger, C., et al. Management of disseminated nonseminomatous germ cell tumors with risk-based
chemotherapy followed by response-guided postchemotherapy surgery. J Clin Oncol, 2010. 28: 537.

Ehrlich, Y., et al. Long-term follow-up of Cisplatin combination chemotherapy in patients with disseminated
nonseminomatous germ cell tumors: is a postchemotherapy retroperitoneal lymph node dissection needed after
complete remission? J Clin Oncol, 2010. 28: 531.



Our experience with Robot “da Vinci Si”
SINCE NOVEMBER 2012

Ø 650 robotic procedures

Ø 570 urologic surgery

Ø (RALP, RAPN, RARN,
RANU,RARC, RA RPLND)

Ø 14 Ra-RPLND
(4 procedures in 2016)



EAU ORIENTED ROBOTIC TEAM:

7 UROLOGISTS

4 NURSES

4 FOCUSED DATABASES
(RALP - RARC - RaRPLND - RAPN - RANU)

TRAINING: THE RIGHT WAY

3 VIDEOS PRESENTED @ ERUS 16
2 VIDEO PRESENTED @ EAU 16
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OUR EXPERIENCE: PRELIMINAR DATA
OPERATIVE OUTCOMES

OPERATIVE TIME 
(MIN)

241 (205-315)

ESTIMATED BLOOD 
LOSS (ml)

147 (50 - 350)

NODE YELD 17  (10-25)

LENGHT OF STAY (D) 3,2 (3-4)

COMPLICATIONS
OVERALL 3

INTRAOPERATIVE 1 cava injury
1 epigastric artery
injury

30-D POST-OPERATIVE
- ILEUS
- LINPHOCELE
- HEMATOMA

0
1
0

LATE POST-OPERATIVE 0

FUNCTIONAL OUTCOMES

NORMAL
EJACULATION

15/16 pt

ONCOLOGIC OUTCOMES

BIOCHEMICAL
FAILURE

1 pt

IN-FIELD RELAPSE 0 pt

DISTANT RELAPSE 1 pt



Has mininvasive approach changed the indication?? 
Difference outcomes between open and mininvasive surgery







In conclusion, as an early checkpoint, R-RPLND appears comparable to the
laparoscopic approach in terms of safety and perioperative outcomes. It remains
unclear if R-RPLND offers any tangible benefits over standard laparoscopy. However,
larger studies are needed to more fully explore this question.



TAKE HOME MESSAGES:

Mininvasive RPLND, performed by an
experienced surgeon in specialised

centres has become safe.

IS IT A SAFE PRIMARY 
APPROACH? 



TAKE HOME MESSAGES:

When RPLND is performed in a multicentre setting, higher
rates of in-field recurrences and complications were reported.

Therefore nerve-sparing RPLND should be performed by an
experienced surgeon in highly specialized centres.

Neyer, M., et al. Long-term results of laparoscopic retroperitoneal lymph-node dissection for clinical stage I
nonseminomatous germ-cell testicular cancer. J Endourol, 2007. 21: 180.

Albers, P., et al. Randomized phase III trial comparing retroperitoneal lymph node dissection with one
course of bleomycin and etoposide plus cisplatin chemotherapy in the adjuvant treatment of clinical stage 
I Nonseminomatous testicular germ cell tumors: AUO trial AH 01/94 by the German Testicular Cancer
Study Group. J Clin Oncol, 2008. 26: 2966.

SECONDARY RPLND (RESIDUAL MASS)



Follow us on Twitter and share your
comments and experience!

URO-ONCOLOGY UNIT
@UROPascale


