
Acute rhabdomyolysis after high-dose
chemotherapy and circulating progenitor cell
autografting for breast cancer

We describe a case of acute rhabdomyolysis
developing after high-dose chemotherapy followed
by circulating progenitor cell (CPC) transplantation
in a woman with breast cancer treated in an adju-
vant setting for high risk disease, who recovered
completely.

Sir,
drug overdose, seizure and infection may be associ-

ated with non-traumatic rhabdomyolysis.1,2 This fea-
ture has also been described in association with the
administration of lovostatin in cardiac transplant
recipients3 and after interleukin-2, interferon-α and
chemotherapy for melanoma.4 We describe a case of
acute rhabdomyolysis occurring in the setting of high-
dose chemotherapy with autologous circulating prog-
enitor cell (CPC) transplantation. In November 1997,
a 47-year old woman was diagnosed as having breast
cancer at a high risk of  recurrence. After surgery the
patient was enrolled in a clinical trial of high-dose
chemotherapy followed by CPC autografting, based
on 4 courses of paclitaxel and epirubicin, followed by
CPC harvest. The patients in this trial were then sched-
uled to receive cyclophosphamide (6 g/m2) + granu-
locyte colony-stimulating factor (G-CSF), and CPC
transplantation to be performed after conditioning
with thiotepa (600 mg/m2) on day -4 and melphalan
(140 mg/m2) on day -1, with CPC reinfusion (on day
0), followed by  G-CSF. Our patient underwent the
clinical program in a protected environment with pro-
phylatic antibiotics (ciprofloxacin and fluconazole)
plus supportive care (tropisetron, dexamethasone,
total parenteral nutrition and transfusion of platelets).
She developed febrile neutropenia on day +5 and was
treated with amikacin and ceftriaxone. Neutropenic
fever persisted for 48 hours when vancomycin was
added. On day +11 imipen and amphotericin B were
given and  patient was febrile until day +17.

Bone marrow engraftment occurred on day +12.
On day +7  the patient developed fatigue and of
severe myalgia. Biochemical tests documented:
absolute neutrophil count = 0.2×109/L, platelets =
16×109/L, Hb = 10.7 g/dL , Na+ = 128 mEq/L, K+ 2.6
mEq/L , Cl– = 96 mEq/L, Mg++ = 1.7 mg/dL, phos-
phates = 3.0 mg/dL , LDH = 476 mU/mL, BUN = 26
mg/dL, creatinine = O.74 mg/dL, GOT = 65 mU/mL
, CPK = 1,756 mU/mL. The finding of urinary myo-
globin confirmed the diagnosis of acute rhabdomy-
olysis. Therapy with additional fluids and K+ was ini-
tiated, by day +7. Within 48 hours after the diagno-
sis of rhabdomyolysis, the patient had virtually paret-
ic lower limbs with persisting profound muscle weak-
ness. Respiratory function was severely impaired.
Chest radiography was normal as was cardiac and
renal function. 

Muscle enzymes and K+ normalized by day +16. The
patient was discharged on day +23 and remained bed-
bound for 2 months, but with intensive physical ther-
apy her general clinical condition gradually improved.

Eighten months after CPC transplantation, she has no
functional disturbance of the lower limbs.

Rhabdomyolysis is a rare complication of  hemato-
poietic stem cell  autologous transplant.5-7 Poten-
tially rhabdomyolytic viruses include CMV, influenza
A coxackie A9 and B5, Epstein-Barr virus, adenovirus
21, parainfluenza and Echo 9.8 Bacterial and fungal
infections may also be involved. No microbiological
cultures were positive in our patient, and there was no
serologic evidence of viral infection. We have, there-
fore, postulated on the basis of a temporal relation-
ship that the rhabdomyolysis was caused by a direct
iatrogenic myotoxic effect, triggered by vancomycine.
The case described highlights that  acute rabdomyol-
ysis should be considered when managing cancer
patients treated with similar high-dose chemothera-
py programs who develop severe myalgia.

Palma Pugliese, Marco Danova, Silvia Brugnatelli, 
Giovanni Piccolo,* Alberto Riccardi, Edoardo Ascari

Medicina Interna e Oncologia Medica, Universita' and IRCCS Poli-
clinico S. Matteo, Pavia; *IRCCS Istituto Neurologico

Fondazione "C. Mondino", Pavia, Italy

Key words
Rhabdomyolysis, breast cancer, high-dose chemotherapy,

circulating progenitor cell support.

Acknowledgments
The patient described here was treated in a multicenter,

phase II clinical trial (GROCTA 08), coordinated by Prof. F.
Patrone, Dept. Intern. Medicine, University of Genoa, Italy).  

Correspondence
Palma Pugliese, M.D., Medicina Interna e Oncologia Med-

ica, Università e IRCCS San Matteo, I-27100 Pavia, Italy.
Phone: international+39-0382-527985 – Fax: internation-
al+39-0382-526223 - E-mail: m.danova@smatteo.pv.it  

References

1. Gabow PA, Kaehny WD, Kelleher SP. The spectrum of
rhabdomyolysis. Medicine 1982; 61:141-52.

2. Koppel C. Clinical features, pathogenesis and man-
agement of drug-induced rhabdomyolysis. Med Toxi-
col Adverse Drug Exp 1989; 4:108-26.

3. Hermida Lazcano I, Revillo Pinilla P, Nerin Sanchez C,
Lechuga Duran I, Fernandez Lopez J. Rhabdomyolysis
in a patient treated with lovastatin and cyclosporine.
An Med Interne 1997; 14:488.

4. Anderlini P, Buzaid AC, Legha SS. Acute rhabdomyol-
ysis after concurrent administration of interleukin-2,
interferon-a, and chemotherapy for metastatic
melanoma. Cancer 1995; 76:678-9.

5. Maruyama F, Miyazaki H, Ezaki K, Sobue R, Tsuzuki M,
Hirano M. Severe rhabdomyolysis as a complication of
peripheral blood stem cell transplantation. Bone Mar-
row Transplant 1994; 14:481-2.

6. Volin L, Jarventie G, Ruutu T. Fatal rhabdomyolysis as
a complication of bone marrow transplantation. Bone
Marrow Transplant 1990; 6:59-60.

7. Jackson SR, Barnett MJ, Keller O, Nantel SH, Phillips
GL. Recovery from rhabdomyolysis after allogeneic
BMT: report of a case with speculation on causation.
Bone Marrow Transplant 1995; 15:803-4.

8. Berry L, Braude S. Influenza A infection with rhab-
domyolysis and acute renal failure: a potentially fatal
complication. Postgrad Med J 1991; 67:389-90.

672

Haematologica vol. 85(6):June 2000

scientific correspondence




