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Tumor lysis syndrome (TLS) is a major oncological emergency. TLS is common in patients with
hematological malignancies, but it can occur across a spectrum of cancer types. Germ cell tumors (GCT)
have rapid cancer cell turnover and often present with bulky metastasis. The international TLS expert
consensus panel has recommended guidelines for a medical decision tree to assign low, intermediate and high
risk to patients with cancer at risk for TLS.  GCT is classified as intermediate risk for TLS, and the patients
who have other TLS risks factors are classified to be at high risk for TLS. In this study, we retrospectively
analyzed 67 patients with metastatic GCT who were treated with induction chemotherapy at Tsukuba
University Hospital between 2000 and 2013. Thirty-one, 15 and 21 patients were classified with good-,
intermediate- and poor-prognosis disease, respectively, according to the International Germ Cell Cancer
Collaborative Group criteria. Twelve patients (18%) were classified to be at high risk for TLS, and two
patients were treated with allopurinol or rasburicase as prophylaxes for TLS. They did not show
progression to laboratory TLS (L-TLS). In the remaining 10 TLS high-risk patients, three (30%) patients
developed L-TLS after chemotherapy and started receiving oral allopurinol. As a result, no patients
developed clinical TLS (C-TLS). In this study, 30% of TLS-high risk patients developed L-TLS without
prophylactic treatment. Therefore, it is important to conduct TLS-risk stratification and consider
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prophylaxis such as rasburicase for advanced GC'T patients at induction chemotherapy.
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@$n1¢%m%m<n~mﬁx-ti/wvﬁwm
Jt 2 —<48BITH o7z (Table 1). BHEBIAH

WIRACE 62%

5% 20164E

AL RS D W CRRl L, =B I2I0 Ty
i, ML, BIOEE®D CT (computed tomography)
W OHAT S N7z IGCC VU A 27 434813 good 2161
(31%), intermediate 1551 (22%), poor 3141 (46%)
Tholz.
2) AEHIELE T B IRIE

FTRTCOIEGITY AT T F ¥ & S L bk
Bi4T & L7z, 5481 T BEP (bleomycin, etoposide and

IR, BT R, XM, H;ﬁ’%?—i] —, cisplatin) ## 3V 2347 b, 6 Bil1d VIP (etoposide,
Table 1. Patient characteristics
TLS risk* High-risk Intermediate-risk P value
n 12 35
Median Age (Range) 38 (27-69) 32 (17-70) 0.24
Median BMI (Range) 24.7 (17.9-43.6) 22.4 (16.4-40.0) 0.34
Primary histology (%)
Seminoma 6 (50) 13 (24)
. 0.067
Non-seminoma 6 (50) 42 (76)
IGCCCG classification (%)
Poor 3 (25) 28 (51) 0.6
Intermediate/Good 9 (75) 27 (49)
LDH (%)
<10x E% EBRAE 12 (100) 50 (91) 0L
>10 X IEH _ERRME 0(0) 5(9) '
AFP (%)
<10,000 ng/ml 12 (100) 50 (91) 015
>10,000 ng/ml 0 (0) 5(9)
HCG (%)
<50,000 [U/1 11 (92) 48 (87) 0
>50,000 IU/1 1(8) (13)

* According to TLS panel consensus.
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Fig. 1.

TLS risk classification.
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ifosfamide and cisplatin) # %, 7 %13 EP (etoposide
and cisplatin) FEY AT S N7z
3) TLS U A 7 il
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Fig. 2. Clinical course of laboratory TLS developed

cases.
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Table 2. Pretreatment clinical characteristics of TLS high-risk group

Development of laboratory TLS No P value
n 3 9

Non-seminoma 67% 44% 0.502
IGCC poor risk 67% 11% 0.065
liver metastasis 100% 0% <0.001
Elevated serum potassium 33% 22% 0.7
Elevated serum uric acid 67% 67% 1
Elevated serum creatinine 67% 33% 0.31
AFP (ng/ml); Median (Range) 2 (1-2,304) 3 (1-10) 0.08
HCG (mIU/ml); Median (Range) 5.2 (0.5-2,600,000) 1.9(0.5-72) 0.08
LDH (U/1); Median (Range) 2,090 (1,983-2,163) 244 (183-1,394) <0.001
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Table 3. Reported cases of clinical TLS in testicular cancer
Following
33 e 5151 IGCCC e 1pH Phggas Onset Ififi  Outcome  treatment
i Reference il ARE V22w U PR o0TLS B of LS for gemm
7 cell cancer
3 Vinblasti
1989 Barton JC'? 58 S Good — 712 Bﬁmﬁﬁ? Day 3 #H#F B
2000 Blanke et al.'" 52 NS Poor + 318 BEP Day2 + [ §g§335111“>
2001  Pentheroudakis et al.'” 52 NS Poor + 13,400 Spontaneous g EP/BEP
24 S Good - 13,070 Spontaneous |4 BEP
2008 Feres ct al.'®’ 41 NS Poor  + BEP Day 1 T
90 S Good - 13,666 CUPOPRIL pus o mg Lioponde
" L B G
Carboplatin Carboplatin,
30 NS Poor - 7150 g op de  Dayl + 4% Etoposide,
toposide Bleomycin
2010 D’ Alessandro et al.'”’ 22 NS Poor + 3,770 Spontaneous + T
2015 Kobatake et al.'” 37 NS Poor + 1,682 BEP Day2 + YA

* AT 5 S Seminoma, NS ; Non-seminoma.
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