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SWENOTECA

•  The Lugano meeting (in 1980..) inspired 
the start of the SWENOTECA
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SWENOTECA

1.APRIL 1981 
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Standardizing Diagnosis, Treatment and 
Follow-up 
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SWENOTECA

•  All patients prospectively registered

•  Forms for diagnosis, treatment and follow-up

•  National databases
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SWENOTECA

•  1981-2000: Nonseminoma only
•  2000-2009: Nonseminoma and 

seminoma
•  2010-: All germ cell tumours 

including extragonadal
•  Population-based:

–  Currently all hospital treating 
germ cell tumours in Norway 
and Sweden

•  600 patients annually
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Low Threshold Peer Network

Online, real time “Help Desk” via the 
SWENOTECA peer network 
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SWENOTECA I 1981

•  588 pts with nonseminoma
–  293 CS I
–  295 Metastatic

•  CS I, CS Mk+, CS IIA: RPLND
–  PS II: CVB x 3

•  CS IIB≤: CVB x 4
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SWENOTECA I Findings

•  CS I: 27% PS II
•  LVI: 50% PS II
•  CS IIA and normal markers 

following orchiectomy: 50% PSII
•  Dry ejaculation

–  Bilateral RPLND: 56%
–  Unilateral RPLND: 17%

•  Survival comparable with best 
single centre experiences
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SWENOTECA 
CS I Nonseminom
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SWENOTECA II 1990

•  CS I Nonseminoma, first attempt of risk adapted treatment using results 
from SWENOTECA I
–  CS I: 250 patients, risk groups based on LVI and level of AFP before 

orchiectomy
•  Low risk: Surveillance
•  Intermediate risk: RPLND, PS II: BEP x 3
•  High risk: BEP x 3

–  Results
•  First study ever with 100% overall survival in CS I nonseminoma
•  Confirmed LVI as a risk factor for relapse
•  Concluded with no place of adjuvant RPLND as adjuvant treatment
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SWENOTECA III 1995

•  CS I Nonseminoma, redefined risk adapted treatment using results from 
SWENOTECA II, 232 pts
–  Risk groups based on LVI

•  Low risk, LVI-: Surveillance or CVB x 1Low risk: Surveillance
•  High risk, LVI+: CVB x 2

–  Results
•  Surveillance and LVI-: 13% relapse
•  CVB: High rate of gastrointestinal toxicity, CVB x 1 inadequate effect
•  Concluded with no place of adjuvant CVB
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SWENOTECA III/VI 1997

•  LVI+: BEP x 2, reduced to BEP x 1
•  LVI-:  BEP x 1 or surveillance
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SWENOTECA III/VI 1997

•  Mature and expanded data on 
BEP x 1 published in 2014

•  Median follow-up 7.9 years
•  517 patients 
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SWENOTECA III/VI 1997

•  As few patients as possible should be exposed to salvage treatment

•  As few patients as possible should be exposed to unnecessary adjuvant treatment
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SWENOTECA VIII (2012-current)

•  Delayed second staging 6-8 weeks 
after orchiectomy

•  LVI-
–  Surveillance, but can choose BEP x 1

•  LVI+
–  BEP x 1 recommended
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SWENOTECA
Metastatic nonseminoma
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SWENOTECA IV 1995

•  Metastatic nonseminoma
–  Before the IGCCCG-classification
–  Data on the prognostic value of tumor marker decline was available

•  Markers measured day 1, 5 and 15 every cycle
–  Decline evaluated from highest level (usually day 5)
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SWENOTECA IV
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SWENOTECA IV
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SWENOTECA IV
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SWENOTECA VIII (2012-current)



25 S W E N OT E CA
Swedish and Norwegian Testicular Cancer Group

SWENOTECA VIII (2012-current)
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SWENOTECA VIII (2012-current)
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SWENOTECA VIII (2012-current)
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SWENOTECA VIII (2012-current)
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SWENOTECA
Seminoma
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SWENOTECA V 2000

•  First protocol for seminoma
•  1384 patients
•  CS I

–  Radiotherapy
–  Surveillance
–  (Carboplatin)

•  CS IIA
–  Radiotherapy

•  CS IIB≤
–  EP x 4
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SWENOTECA V 2000
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SWENOTECA V 2000
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SWENOTECA VII 2007

•  First risk-adapted protocol in 
seminom
–  Stromal invasion rete testis
–  Maximum tumor diameter 

4cm<
•  Recommandations:

–  0-1: Surveillance
–  2:    One course of adjuvant 

carboplatin AUC7

•  1118 patients
–  423 surveillance
–  690 carboplatin
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SWENOTECA VII 2007
Table 4. Risk Factors According to Treatment and Risk Group 

Treatment and risk group No. of 
Patients 

Median 
tumor size 

(mm), (IQR) 

Stromal invasion 
rete testis (%) 

Surveillance 404 26 (16-40) 16 
0 risk factors1 269 22 (15-30) 0 
1-2 risk factors2 135 45 (29-60) 53 

Carboplatin AUC7 649 40 (25-60) 34 
0 risk factors1 243 24 (15-34) 0 
1-2 risk factors2 406 55 (45-67) 57 

Abbreviations:  IQR, interquartile range, AUC7, dosed at area under dose-time concentration curve x 7. 
1Only patients with information on both tumor size and stromal invasion of the rete testis are registered as 0 risk factors 
2Patients with minimum one risk factor 
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SWENOTECA VII 2007
Table 1. Treatment, Follow-up, Relapse and Survival 

Treatment No. of 
patients 

Median 
follow-up, 

IQR (years) 

Relapse 
rate (%) 

Median time to 
relapse, range 

(years)  

5-Year OS (%), 
10-Year OS (%) 

5-year CSS (%), 
10-Year CSS (%) 

All patients 1118 5.6 (4.4-7.0) 7.1 1.4 (0.2-6.9) 98.9, 97.8 100, 99.9 

Surveillance 423 5.4 (4.4-6.3) 9 1.3 (0.4-6.9) 99.0, 96.6 100, 99.6 

Carboplatin 
AUC7 690 5.7 (4.3, 7.3) 6.2 1.7 (0.2-6.5) 98.9, 98.5 100, 100 

Other 51 5.3 (4.1-6.7) 0 na. 80.0, 80.0 100, 100 
Abbreviations: IQR, interquartile range; RFI, relapse-free interval (estimated using Kaplan-Meier survival curves); OS, overall 
survival; CSS, cause-specific survival (estimated using Kaplan-Meier survival curves); AUC7, dosed at area under dose-time 
concentration curve x 7.1Receiving two courses of carboplatin, n=5, dying of other cancer just after diagnosis of CSI seminoma, 
n=1 
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SWENOTECA VII 2007
Table 3. Cox proportional hazards survival regression for relapse 

 in CS1 Seminoma, stratified by treatment 
Tumor  size  No. of 

Patients 
HR 95% CI 

≤ 4cm 630 1.0 
> 4cm 351 2.7 1.7-4.7 p<0.000 

Invasion rete testis 
Absent 715 1.0 
Present 266 1.9 1.2-3.2 p=0.012 

Surveillance: 363 patients with 30 events, Carboplatin 547 patients with 38 events. Three patients censored before the 
earliest event in a stratum 
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SWENOTECA VII 2007
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SWENOTECA VIII 2012 (Current)
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SWENOTECA IX (Current)

•  Risk adapted (stromal invasion rete testis, 
maximum tumor diameter 4cm<)

•  CS I: 
•  0 risk factor: Surveillance
•  1-2 risk factors: Carboplatin AUC7 or 

surveillance
•  Metastatic:

•  BEP x 3
•  RT still a choice in CS IIA

•  Relapse
•  Risk adapted according to IGCCCG-2
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SWENOTECA IX (Current)
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ABC-study

•  A Randomized Phase III Study Comparing One Course of Adjuvant 
Bleomycin, Etoposide and Cisplatin (BEP) and One Course of Carboplatin 
AUC7 in Clinical Stage I Seminomatous Testicular Cancer, EUDRACT 
2014-004075-23, NCT02341989

•  1-2 risk factors
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ABC-study
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RETROP
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SWENOTECA

•  Excellent outcomes comparable with large tertiary centres 
•  Community based 
•  Continuous focus on high quality care
•  Constant evaluation and changing of management programs
•   Role model for multidisciplinary approach
•  An arena to discuss challenging patients
•  Annual meeting open to all 
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Long term toxicity, relative survival
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Long term toxicity, relative survival
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Long term toxicity, relative survival, CS I
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Questions
•  Do you start off planning to give all 12 doses of bleomycin to men with high 

or intermediate risk metastatic non-seminoma? What do you base the 
decision of discontinuing the drug on – lung functioning tests (how big a 
decline?), clinical symptoms (severity?), something else?
–  No: Max 300 000 IE (10 doses)
–  In case of suspected bleomycin toxicity PEI instead of BEP
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Questions

•  If there is no clinical trial available or the patient doesn’t fulfill the inclusion 
criteria, which regimen do you administer to high risk patients? Does it vary 
based on clinical factors? Is there an open clinical trial for these patients 
running in Scandinavia, Dr. Tandstad?
–  BEP x 4, with two intensification steps based on marker decline:

I: PEI (Poor prognosis, marker only)
I: TIP (Poor prognosis, non-visceral metastasis)
II: HD
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Questions

•  Do you treat patient with chorion carcinoma differently from other patient 
groups? 
–  No: BEP
–  If brain metastasis: PEI
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Questions

•  Would you recommend surgery of the retroperitoneum and / or lungs/
mediastinum if there is no possibility to radically operate the residual 
tumours in other organs in patients with metastatic non-seminoma?
–  Yes
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Questions
•  We just had a 40 y old patient with high risk non-seminoma (markers + liver 

+ bone) sent to us, who had received BEP in the first line with initial PR but 
PD at the end of 4 courses and TaxIP x 3 in second line with the same 
result. Which regimen would you choose for third line and would you go for 
an autologous transplant, if he responds? Or would you declare his cancer 
platin-resistant and opt for palliative therapy?
–  No. HD x 2.
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Questions
•  What to do you with patient with brain metastasis either at diagnoses or at 

relapse? Could you give us an idea how you approach this dilemma?
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Questions
•  A young man came to us with chorion carcinoma. At diagnoses he had 

one brain metastases that caused the paralysis of his right hand and was 
deemed inoperable by the neurosurgeon. He was in CR after BEP x 4 and 
we were starting a course of stereotactic radiotherapy by which time – 
three weeks - he presented with multiple brain metastases at the ER. Have 
you any advice as what could have been done differently?
–  We would have started PEI. In case of CR in CNS we would not have given 

RT.
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Questions
•  We have a mentally disabled patient whom we dare not operate because 

fears for his postoperative co-operation, or rather, lack of it judged from 
how he acted during chemotherapy. Would you use radiotherapy instead 
of surgery for single patients with metastatic pure seminoma with large 
residual tumours or does chemotherapy render the residual tumour cells 
resistant to radiation? 
–  PET-CT if residual tumor over 3cm (minimum 12 weeks after chemo)
–  PET +: Biopsy
–  PET -: Observation
–  Observation an option as long as residual mass is declining
–  If candidate for RT, he should be a candidate for surgery


