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optic neuritis in a patient of chronic myeloid leukemia. Int 
Ophthalmol 2007;27:43-4.
Grazette LP, Kerkela R, Patten R. Imatinib mesylate (Gleevec) 4. 
induces mitochondrial dysfunction and caspase activation in cardiac 
myocytes. J Card Fail 2005;11:S126. 

Need for the appraisal of 
uncommon side effects of a 
commonly prescribed drug- 
Imatinib

Dear Sir,
The concept of targeted therapy is emerging as an 
innovative, high potential new trend in cancer therapy. 
These drugs are not supposed to affect the normal cells 
and act selectively on cancer cells there by minimizing 
the systemic side-effects. However the results are not as 
expected. One of such novel drugs (first of its kind to 
be approved by FDA) is Imatinib, a Bcr-Abl tyrosine 
kinase inhibitor. It has been used in patients of chronic 
myeloid leukemia and Gastro Intestinal Stromal Tumor 
(GIST) and has been under evaluation for many more 
indications. It is usually well tolerated, with relatively 
minor toxicities like fluid retention and skin changes. 
However, with the time, oncologists are noticing 
newer side effects which were not reported in the 
initial phases of drug trials. The more recently reported 
ones are, Ototoxicity,[1] cardio toxicity[2] and optic 
neuritis.[3] It is probably due to the mitochondrial 
dysfunction as hypothesized by Grazette et al, in 
their in vitro studies.[4] This entity requires further 
attention as majority of the patients receiving therapy 
are relatively young, the therapy often leads to long 
disease-free survival and the toxicity [mitochondrial 
damage leading to cardio toxicity and neurotoxicity] 
results in considerable morbidity. 
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Letters to Editor

Adult T cell leukemia: A 
typical case from India

Dear Sir,
Adult T-cell leukemia/lymphoma (ATL) is a neoplastic 
disease of CD4-positive T lymphocytes. Human 
T-cell leukemia virus type I (HTLV-I) is critical for 
the development of ATL.[1] HTLV-I is endemic in 
Japan.[2] ATL has hardly been reported from India. 
ATL develops in only 2% to 4% of patients who are 
carriers of the HTLV-1 virus.[3] We describe a case of 
22-year-old female who presented in July 2007 with 
two weeks history of swellings in neck, axilla, groin 
and extremities with generalized erythematous skin 
rash and bilateral decrease in hearing. She had pallor, 
edema feet, oral thrush, generalized lymphadenopathy 
with hepatospleenomegaly. The complete blood count 
showed hemoglobin of 8.59 gm/dl a WBC count of 
306 × 109 /L with normal platelets. The peripheral 
smear showed atypical cleaved lymphocytes 50% 
(Flower Cells), polymorph 16% and lymphocytes 
34%. She had mild azotemia with normal serum 
calcium but raised serum alkaline phosphatase 591.0 
U/L and raised serum LDH 524 U/L. Peripheral 
blood immunophenotype show negative markers for 
myeloid, precursor cell, CD10, CD19, CD3, CD5, 
CD7, cyto CD3, TCR, NK cells and strongly positive 
for CD2, CD4 and CD25.[4] Bone marrow aspirate 
and biopsy showed involvement by high grade T cell 
NHL. Serology for HTLV-1 was positive. Although she 
was normocalcemic the bone scan showed “super scan 
appearance”. She did not respond to intensive ALL type 
BFM-90 protocol. She developed extensive pulmonary 
fungal infection and was subsequently lost to follow-
up due to source constraints and expired at home five 
months after presentation. This case emphasizes that 
ATL can be seen in a non endemic area like India and 
has an aggressive course.
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Primary mediastinal giant 
teratocarcinoma

Dear Sir,
A 25-year-old male presented with right hemi-thoracic 
chest pain, brassy cough, and progressively worsening 
dyspnoea for last two months. He developed facial 
puffiness and edema of both the upper limbs for last 
one month.

Examination revealed mild pallor, distended and non-
pulsatile jugular veins, and bilateral gynaecomastia. 
Other general examination was normal. 

Chest examination revealed bulging right thoracic wall 
with ipsilateral reduction of respiratory movements. 
The same areas were dull on percussion with marked 
reduction of vocal fremitus, vocal resonance and breath 
sounds. De-spine sign was positive up to T8 vertebra. 
Cardiac examination was normal except for shift of 
cardiac apex 3 cm lateral to mid clavicular line in 
5th intercostal space on left side. Abdomen including 
genitalia, and nervous system examination were normal. 

Skiagram chest PA view revealed homogeneous 
opacification of right hemi thorax with obliteration of 
right costophrenic and cardiophrenic angles, and right 
border of heart. There was mediastinum shift towards 
left side [Figure 1].

Contrast enhanced CT scan chest revealed a huge 
(20.8 × 13.0 × 16.0 cm) heterogeneously enhancing soft 
tissue density mass lesion in the anterior mediastinum 
extending from the thoracic inlet almost till the diaphragm 
occupying nearly the entire right hemi-thorax with 
extension across the midline to left. This mass was 
causing severe compression of the mediastinal vessels and 
bronchial orifices [Right>left]. The cardiac silhouette was 
also markedly pushed to the left side [Figure 2]. Moderate 

amount of pleural fluid was also seen on right side. 

Hemorrhagic pleural fluid was aspirated with plenty of 
malignant cells. USG guided trucut biopsy of the mass 
was diagnostic of teratocarcinoma. 

Extragonadal germ cell tumors are uncommon 
nonetheless the anterior mediastinum is the most 
common extragonadal site. Mostly mediastinal teratomas 
(>75%) are benign, and have equal incidence in men 
and women, but 90% of malignant tumors are seen in 
men.[1]

Mature teratomas demonstrate a mixture of tissues 
from one or more of the germinal layers, i.e. ectoderm, 
endoderm, and mesoderm. If the tumor contains any 
immature or embryonal structures, it is considered an 
immature teratoma. A mature teratoma may rarely 
undergo malignant transformation of one of the mature 
elements. The term teratocarcinoma is used for the 
combination of teratoma plus embryonal carcinoma.

Review of literature regarding the size of teratocarcinoma 
mentions size ranging from 4 to 13 cm in diameter.[2,3] 
In our patient, the size of the tumor (20.8 × 13.0 × 

Figure 1: Radiograph chest PA view showing near complete 
homogenous opacifi cation of right hemi-thorax with mediastinal 
shift towards left side

Figure 2: (A and B) CECT images showing well defi ned soft tissue 
density mass with patchy enhancement in the anterior mediastinum 
in right hemi-thorax with extension across the midline to left. 
Severe compression with infi ltration of the mediastinal vessels and 
bronchial orifi ces [Right>left] is seen which are pushed posteriorly 
and to the left. The cardiac silhouette also seen displaced to the 
left side
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