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To the editor: 

We read with great interest the article by Abdul-
lah et al. where they described an interesting cytological 
variant of chronic myeloid leukemia successfully treated 
with dasatinib (1). We wish to complement the article 
with our experience to further enhance the imparted 
knowledge by highlighting a rather rare complication 
of treatment with dasatinib, which was not empha-
sized in the above mentioned article for the benefit of 
the readers. A 61-year-old female with a past medical 
history of hyperlipidemia was diagnosed to have CML 
4 years ago. She had been on dasatinib with complete 
hematologic and cytogenetic remission. She presented 
to ER with insidious onset, persistent, worsening short-
ness of breath and mild, nonproductive cough of 1 week 
duration. She denied any history of fever, chills, chest 
pain, and loss of appetite or weight.  At presentation, 
her vitals were stable and she was saturating 98% in 2 
L oxygen. Respiratory examination revealed stony dull 
note on percussion and absent breath sound over the 
right axillary, interscapular and infrascapular area. CXR 
confirmed a right-sided pleural effusion (Figure 1A). 
CT showed large, right pleural effusion with an adjacent 
collapse of the right lower lobe, consistent with atelec-
tasis. It also showed pericardial effusion with thickening 
(Figure 1B and 1C). A diagnostic thoracentesis revealed 
an exudative effusion with low adenosine deaminase 
and negative cytology.  Multiple blood, sputum, and 
pleural fluid culture were negative. Dasatinib induced 
pleuro-pericardial effusion was diagnosed and dasatinib 
was stopped. Following clinical improvement, she was 
discharged in a stable condition, with the plan of initiat-
ing an alternate tyrosine kinase inhibitor Nilotinib.

Dasatinib is a tyrosine kinase inhibitor used in 
chronic myeloid leukemia (CML).  All tyrosine kinase 
inhibitors (TKI) can lead to serosal inflammation/se-
rositis hence cause complication of pleural effusion. 
When used in the treatment of CML, Dasatinib can 
cause pleural effusion in 10 to 35% of patients (2). Off-
target actions of TKIs are postulated to be the mecha-
nism. Effusion can occur any time during treatment 
and commonly characterized as exudative, lymphocyte 
predominant effusion, of mild to moderate in severity 
(3). Concurrent pericardial effusion is seen in 29% of 
cases. Risk factors are hypertension, hyperlipidemia, 
previous cardiac disease and rash in response to TKI 
therapy (2, 3). Other cardiac complications are pul-
monary artery hypertension, congestive heart failure, 

Figure 1. A: Chest radiograph showing right sided pleural ef-
fusion and enlargement of cardiac silhouette. B: Coronal view 
of computed tomography chest showing pleural effusion. C: 
Transverse view of CT chest showing both pleural and peri-
cardial effusion
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pericardial effusion, QTc prolongation, and sudden 
cardiac death (3). Management of Dasatinib-induced 
pleural effusion includes dose interruptions, reductions, 
or permanent discontinuation. Steroids, diuretics, and 
therapeutic paracentesis have also been tried (3).

In conclusion among the TKIs pleuro-pericardial 
effusion is most commonly seen with Dasatinib. Be-
fore attributing the serositis to TKIs, infections and 
underlying malignancy should be ruled out (2, 4-7).
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