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Myeloablative chemotherapy in testicular 
cancer patient
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Case report

Hemato-oncology

Abstract

Chemotherapy is the standard treatment for metastatic testicular cancers. The autologous hemato-

poietic stem cell transplantation is a salvage option for relapsed patients. The paper presents a case of 

a 20-year-old patient with stage IIIC non-seminoma treated with BEP chemotherapy and autologous 

transplantation of stem cells, which allowed to achieve durable remission.
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Case report

A 20-year-old patient with a testicular tumour was admitted to 

the Urology Department in April 2019. He had been experienc-

ing abdominal pain since January 2019 and testicular pain since 

March 2019. He had lost 12 kg in the last 3 months before admis-

sion. Physical examination revealed cachexia, enlarged left su-

praclavicular lymph nodes, palpable liver 15 cm below the right 

costal arch and testicular tumour. His initial performance status 

according ECOG scale was 3: capable of only limited selfcare, con-

fined to bed or chair more than 50% walking hours. A left-sided 

orchidectomy was performed and embryonal carcinoma (85%) 

and teratoma (15%) were diagnosed. Computed tomography 

(CT) revealed metastases to the left kidney and adrenal glands, as 

well as numerous metastases to the liver, lungs and lymph nodes 

(fig. 1). The initial test results are shown in the table 1. 

Figure 1. 
Pre-treatment abdominopelvic CT scan revealed numerous 
poorly vascularized metastatic lesions to the liver and massive 
retroperitoneal lymphadenopathy.

The patient was admitted to the Oncology Department in May 

2019. Non-seminoma testicular cancer (pT2 cN1 cM1b, S3) was 

diagnosed in stage IIIC, with unfavourable prognosis. The patient 

required extensive supportive care (prophylaxis of tumour lysis 

syndrome, parenteral nutrition, prophylactic antibiotic thera-

py, and granulocyte colony-stimulating factor). The patient was 

qualified for four cycles of the bleomycin, etoposide and cisplatin 

(BEP) chemotherapy regimen. The first course of chemotherapy 

was complicated by pancytopenia requiring blood transfusion 

and septic shock with Enterococcus faecium (VRE) infection. The 

tolerance to the next three cycles was moderate. CT examination 

and lab tests performed after four cycles of BEP chemotherapy in 

August 2019 showed a 33% reduction in metastatic masses ac-

cording to RECIST 1.1 criteria, without normalization of tumour 

markers (tab. 2). The patient was qualified for high-dose consoli-

dation chemotherapy after conventional chemotherapy with au-

tologous hematopoietic stem cell transplantation (auto-HSCT). 

The auto-HSCT procedure included paclitaxel and ifosfamide 

chemotherapy, mobilization and separation of stem cells, myelo-

ablative chemotherapy with carboplatin and etoposide (the dose 

of chemotherapy was reduced to 50% due to performance sta-

tus) and CD34+ cell transfusion (May 2020). After the transplant 

procedure, PET examination revealed no changes, with increased 

metabolism of 18F-FDG. The patient remains under observation 

with no signs of relapse (fig. 2). Tumour markers remain within 

normal ranges (December 2020) (tab. 2).
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Table 1. 
The patient’s laboratory test results at the start of treatment.

Indicator The patient’s values Normal
RBC (106/µl) 4.49 4.63–6.08 

Hematocrit (%) 35.5 41–51 
Hemoglobin (g/dl) 10.7 13.5–18 

Alanine 
aminotransferase (U/l)

212 2–41 

Aspartate 
aminotransferase (U/l)

493 2–40 

Bilirubin (mg%) 1.94 0.00–1.20
Uric acid (mg%) 8.9 3.4–7.0

Potassium (mEq/l) 6.3 3.5–5.1
C-reactive protein (mg/l) 202.45 < 5
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Figure 2. 
Follow-up CT scan. Post-tretament disappearance of liver 
metastases. Partial regression of metastatic lymph nodes with 
dystrophic calcifications.

Table 2. 
The patient’s laboratory test results of tumor markers.

May 
2019

August 
2019

December 
2020 Normal

AFP (IU/ml) 31 691 23.090 2.830 0.000–5.800

HCG β  
(mIU/ml) 75 849 4.630 < 0.100 < 0.100

LDH (U/l) 15 259 424 258 240–480

Discussion 

According to the criteria of the International Germ Cell Cancer 

Collaborative Group, the patient was initially classified as having 

a  poor prognosis [1]. The BEP chemotherapy regimen remains 

the standard I line treatment option for patients with stage III 

non-seminoma tumours. In patients who have partially respond-

ed to standard treatment, the salvage therapy is needed. Due to 

inconsistencies between data comparing two strategies and the 

rarity of the patient population, a universally recommended ap-

proach in the initial salvage setting is lacking. There are mainly 

two strategies: conventional-dose chemotherapy (CDCT), mostly 

in VeIP, TIP or GIP regimen or HDCT with auto-HSCT. There are 

no studies that clearly demonstrate the advantage of one option  

[2, 3]. There are data that in high risk group of patients is advan-

tage of HDCT over CDCT in terms on progression-free survival 

and overall survival [3, 4].

Conclusions

According to the data, in the absence of safety concerns, HDCT 

should not be excluded in patients from any risk group [5]. 

Despite the advances in oncology, testicular cancer therapy is 

still based on classical cytostatics. Understanding the biology 

of testicular cancer and developing new therapeutic options 

is an urgent need in the group of patients resistant to chemo-

therapy.
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