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LETTERS TO THE EDITOR

Rhabdomyolysis from erlotinib: a case report
Luca Moscetti, Fabrizio Nelli, and Enzo Maria Ruggeri

UOC Oncologia, AUSL Viterbo, Viterbo, Italy

To the Editor:We report a case of unusual toxicity represented by initial acute rhab-
domyolysis during erlotinib treatment in a patient with non-small cell lung cancer.
The EGFR tyrosine-kinase inhibitor erlotinib is an accepted option in the treatment
of advanced non-small cell lung cancer1 and its toxicity profile is mainly represented
by non-hematological toxicity, especially cutaneous and gastrointestinal. Most of the
adverse events are ofmild intensity and generally are well manageable and reversible.
Other common adverse events include transient elevation of transaminases and
serum bilirubin. The incidence of grade 3-5 toxicities for erlotinib is reported to range
from 1% to 19% and fatigue was reported in 19% of patients in a trial by Shepherd et
al. and represents the prevalent toxicity2. EGFR mutant patients may be treated in
first-line treatment with EGFR tyrosine-kinase inhibitors and the analysis of unusual
toxicities related to such treatment deserves more attention.
A 70-year-old female patient was diagnosed in 2008 with a stage IV lung adenocar-

cinoma and treated with first-line chemotherapy (carboplatin and gemcitabine for 6
cycles from October 2008 to January 2009). At disease progression in October 2009,
the patient started second-line treatment with erlotinib, 150 mg/day. At the start of
this therapy no comorbidities were present and no concomitant medications were
given. The Karnofsky performance status was 100. Kidney, liver and bone marrow
function were normal. No major toxicity was observed during the first 2 months of
treatment. At the end of the thirdmonth the patient suddenly developed severe weak-
ness, asthenia andmyalgia. Blood chemistry showed the following values: myoglobin
581 µg/L (normal value <90 µg/L), serum creatine kinase (CK) 274 mU/mL (normal
value <170mU/mL) and serum creatinine 2.76mg/dL (normal value <1.2mg/dL). Er-
lotinib was immediately withdrawn and after adequate hydration and intravenous bi-
carbonate infusion all values returned to the normal ranges. The patient was dis-
charged after 6 days with recovery of all serological values and reduction of myalgia.
Rhabdomyolysis is the rapid lysis of skeletal muscle tissue and has been frequently

described in association with the use of lipid-lowering agents, alcohol and drugs, but
it is an uncommon complication of antineoplastic treatment. Cases of rhabdomyoly-
sis have been described in patients treated with bortezomib, imatinib, interferon-al-
pha, interleukin-2 and other chemotherapeutic drugs3-5.
During rhabdomyolysis an increase in serum CK activity greater than 5 times the

normal value is an accepted criterion for diagnosis6. In this case we did not observe
such an increase but only a rapid rise in CK levels in a few hours, probably because the
phenomenon was at the very beginning. The prompt aggressive hydration probably
avoided anyworsening of symptoms and further elevation of CK andmyoglobin levels.
Up to now, only one case of rhabdomyolysis related to the administration of erlotinib

but in combinationwith simvastatin has been described in the literature7. To our knowl-
edge this is the first reported case of rhabdomyolysis following treatment with erlotinib
alone. Our suggestion is to monitor the levels of CK and myoglobin in patients who de-
velop symptoms, such as myalgia, during treatment with tyrosine-kinase inhibitors.
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