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FDA approved this medication in the month 

of December 2016 and this is marketed by 

Pfizer. Crisaborole is better than the conven-

tional drugs like corticosteroids and tacroli-

mus, as crisaborole does not exhibit adverse 

effects like skin atrophy, hypothalamic-

pituitary-adrenal axis suppression, changes to 

skin appearance and acne-like or rosacea-like 

eruptions. It is also considered as a safer op-

tion for long term use. 
 
INDICATIONS: 

 
EUCRISA is indicated for topical treatment 

of mild to moderate atopic dermatitis in pa-

tients 2 years of age and older. 
 
PHARMACODYNAMICS: 

 
Crisaborole is a phosphodiesterase 

4 (PDE-4) inhibitor. PDE-4 inhibi-

tion results in increased intracellu-

lar cyclic adenosine monophos-  
phate (cAMP) levels, thus decreasing inflam-

mation by decreasing cytokine production. 

 
PHARMACOKINETICS: 

 
Absorption: well absorbed 
 
Distribution: 97% bound to plasma proteins 
 
Metabolism: Crisaborole is substantially 

metabolized into inactive metabolites. The 

major metabolite 5-(4-cyanophenoxy)-2-

hydroxyl benzylalcohol (metabolite 1), is 

formed via hydrolysis; this metabolite is fur-

ther metabolized into downstream metabo-

lites, among which 5-(4- cyanophenoxy)-2-

hydroxyl benzoic acid (metabolite 2), formed 

via oxidation, is also a major metabolite. 

 
Excretion: Renal excretion of metabolites is the 
major route of elimination. 
 
DOSAGE AND ADMINISTRATION: Apply a  
thin layer of EUCRISA twice daily to affected 

areas. EUCRISA is for topical use only and not 

for ophthalmic, oral, or intravaginal use. 
 
DOSAGE FORMS AND STRENGTHS: Oint-

ment: 20 mg of crisaborole per gram (2%) of 

white to off-white ointment. 
 
ADR: application site pain (burning or stinging) 
 
CONTRAINDICATIONS: hypersensitivity to  
the ingredients. 
 
REFERENCES: 
 

 http://www.centerwatch.com/drug-
information/fda-approved-drugs/ 
drug/100179/eucrisa-crisaborole-ointment


 http://labeling.pfizer.com/
ShowLabeling.aspx?id=5331 


 WHO Drug Information, Vol. 29, No. 

3, 2015. International Nonproprietary Names 
for Pharmaceutical Substances (INN). Rec-
ommended International Nonproprietary 
Names: List 74" (PDF). World Health Infor-
mation. p. 391. Retrieved 26 April 2016.


 "FDA Approves Eucrisa for Eczema". U.S. 

Food and Drug Administration. 14 December 
2016."Eucrisa (crisaborole) Ointment, 2%, 
for Topical Use. Full Prescribing Infor-
mation".


 Anacor Pharmaceuticals, Inc. Palo Alto, CA 

94303 USA. Retrieved 17 December 2016.
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Case Report-Guillain-Barre syndrome with Acute 

Inflammatory Demyelinating Polyradiculoneuropathy 
 
 
 
 

Guillian Barré syndrome is a problem of nervous system. It causes muscle weakness, loss of reflexes, and numbness or tingling 

in your arms, legs, face, and other parts of your body. This rare condition can cause paralysis and lead to death .The exact cause 

of Guil-lain-Barre syndrome is unknown. But it is often preceded by an infectious illness such as a respiratory infection or the 

stomach flu. There's no known cure for Guillain-Barre syndrome, but several treatments can ease symptoms and reduce the 

duration of the illness. Most people recover from Guillain-Barre syndrome, though some may experience lingering effects from 

it, such as weakness, numbness or fatigue. GBS is manifested as multiple nerve root and peripheral nerve injury, often with 

protein cell separation in cerebrospinal fluid. 
 

CASE REPORT 
 

A 42 years old male patient exhibited the onset of weakness of both lower limbs (LL) , upper limbs (UL) and the weakness was 

insidious in nature which started in LL followed by UL. The neurological examination revealed normal muscle strength with 

absent tendon reflexes. The patient experienced a type of tingling sensation on both LL and UL extremities distally and loss of 

temperature. The patient also complained of stomach pain.  
The clinical symptoms ceased progression at the fourth week after symptom 

onset, and began to improve from sixth week o may become worst. CT scan and MRI 

examination of the brain and cervical spinal cord showed no abnormalities but ultrasound of 

abdomen showed an impression of Fatty liver grade II.  
The symptoms and the laboratory reports were suggestive of GBS and the patient 

was diagnosed with Guillain-Barre syndrome with Acute Inflammatory Demyelinating Poly-

radiculoneuropathy characterized by progressive or flexic weakness and mild sensory changes.  
Treatment included IV fluids with IV optineuron daily. IV Corticosteroids 

(Methylprednisolone) which is the mainstay treatment was administered twice daily. Tab. 

Gabapentin and Pregabalin were prescribed for neuropathy. Inj. Buscopan (hyoscine butylbro-

mide) was given to treat abdominal pain. Tab Tramadol and Tab Ranitidine were also admin-

istered. 

Discussion:  
Guillain-Barre syndrome (GBS) is a complicated degenerative neurological disorder which can be acute or chronic in nature. It 
is an acquired condition which is characterized by progressive, symmetrical, proximal and distal tingling and weakness. 
Muscle stretch reflexes are decreased to absent and loss of sensation is common. Aetiology remains unclear but 
pathophysiology in-cludes demyelination of spinal nerve roots. Death is rare. Early diagnosis and prompt referral should occur 
in severe cases due to the incidence of potential ventilatory failure and cardiovascular instability in some patients. 

 
Treatment consists of warming the environment, plasma exchange, analgesics, IV Steroids and immunoglobulin therapy. 
Physiotherapy and compression stockings also should be advised. Support and counselling to the patient is must to relive from 
low mood . 

 
Conclusion: 
Guillain-Barre syndrome with Acute Inflammatory Demyelinating Polyradiculoneuropathy is a disorder of nervous system 
characterized by muscle weakness, loss of reflexes, and numbness or tingling in your arms, legs, face, and other parts of your 
body. This rare condition can cause paralysis and lead to death .The exact cause of Guillain-Barre syndrome is unknown. Care 
is supportive. 
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MIDDLE EAST RESPIRATORY  

SYNDROME 

 

Middle East Respiratory Syndrome (MERS) is 

an illness caused by a virus (more specifically, a corona-

virus) called Middle East Respiratory Syndrome Corona-

virus (MERS-CoV). 
 

The incubation period for MERS (time between when a 

person is exposed to MERS-CoV and when they start to 

have symptoms) is usually about 5 or 6 days, but can range 

from 2 to 14 days. 

However, the precise ways the virus spreads are not 

currently well understood. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MERS-CoV has spread from ill people to others 

through close contact, such as caring for or living 

with an infected person. 

 

 

SYMPTOMS 

 

Most MERS patients developed severe acute respiratory illness with symptoms of fever, cough and shortness of 

breath. 
 



DIAGNOSIS 
 

Diagnosis of MERS is based on presence of sign and symp-toms. 
 
physical examination such as swollen glands. 
 

chest X-ray, CT scan, or magnetic resonance imaging (MRI) scan: to check the presence of fluid build up 
 

SPUTUM EXAMINATION:. sample of sputum (phlegm) IS SENT to a laboratory to confirm the diagnosis by identi-

fying the exact strain of virus that may be causing symp-toms. 
 

TRANSMISSION: 
MERS-CoV, like other coronaviruses, is thought to spread from an infected person’s respiratory secretions, such as 

through coughing. MERS-CoV has been detected in camels in several countries but not in other livestock. It has been 

de-tected in camel meat, organs, milk and urine; infected camels may 

not be observably ill. Contact with in-fected body fluids, respiratory secretions, raw or un-dercooked camel meat, and 

unpasteurized dairy prod-ucts of camels may be other sources of transmission to humans. 

TREATMENT 
 

There is no specific antiviral treatment recommended for MERS-CoV infection. 

 

 

Individuals with MERS often receive medical care to help 
PREVENTION: 

 

relieve symptoms. For severe cases, current treatment in-  

cludes care to support vital organ functions.  

REFERENCES:  
 

 United States. U.S. Food and Drug Administration. 

"Emergency Preparedness and Response." Sept. 26, 

2013 .


 United States. Centers for Disease Control and Preven-

tion. "Middle East Respiratory Syndrome (MERS)." 

July 22, 2013
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CASE PRESENTATION ON LEFT LEG CELLULITIS 

WITH HYPERTENSION | SOAP ANALYSIS 
 

BHEEMREDDY HIMAJA 

 

The patient is a 78 year old South-Indian Male, Telugu speaking who 

presents to General Surgery Department complaining of swelling and 

multiple blebs on left lower limb , h/o itching of left leg since 5 days, 

ulceration of left leg , fever on and off since 10 days . k/c/o HTN since 6 yrs 

on irregular medication ( Page 2 ) 
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Zika virus infection – India 

 
AJITHA B 

 
On 15 May 2018, the Ministry of Health and Family Welfare-Government of 

India (MoHFW) reported three laboratory-confirmed cases of Zika virus disease 

in Bapuna-gar area, Ahmedabad District, Gujarat, State, India. The routine 

laboratory surveil-lance…. ( Page 6 ) 
 

MEDITATION: A SIMPLE, WHY YOU SHOULD SAVE 

FAST WAY TO REDUCE YOUR BABY’S CORD 

STRESS BLOOD? 

AJITHA B AJITHA B 

Meditation can wipe away the day's Stem cells are immature cells that can 

stress, bringing with it inner peace. See both reproduce themselves and have 

how you can easily learn to practice the potential to turn into other types of 

meditation whenever you need it most. cells. Some people (usually children 

Meditation can give you….(Page 8) … ( Page 7) 
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CASE PRESENTATION ON LEFT LEG CELLULITIS WITH HYPERTENSION 

| SOAP ANALYSIS 

SUBJECTIVE DATA : 
 

Chief Complaints : The patient had swelling and multiple blebs on left lower limb , h/o itching of left leg since 5 

days, ulceration of left leg , fever on and off since 10 days , k/c/o HTN since 6 yrs on irregular medication . 
 
History of present illness :Patient was asymptomatic 10 days back . Then had episode of fever, took tablet and 

fever decreased in 2 days. Then started having itching on left lower leg . Gradually increased to involve entire 

calf area associated with multiple ulcers . C/O pain and swelling of left lower leg , difficulty in walking . 
 

History of past illness : K/C/O HTN since 6 years on irregular medication. 
 
 

 

Complete Blood Picture   D   Normal values  
             

 Haemoglobin   11.5    M: 13-17g/dl, F: 11-14 g/dl  
            

 RBC   3.6    4 - 5.5 millicells/cumm  
            

 WBC   8,400   4000 – 11000 cells/cumm  
            

 Platelet count   1.35    1.5-4.0 Lakhs/ Cu  
             

 Peripheral smear        D1  

 RBC    Normocytic Normochromic  
           

 Platelet    Mild Thrombocytopenia  
             

 Liver Function Tests    D   Normal values   
           

 Serum Bilirubin ((Total)  0.6   0.3-1.2 mg/dl   
 Serum Bilir ubin (Direct)       0.2 0.4 mg/dl    

    0.2   -    
           

 Serum Bilirubin (Indirect)  0.4       
           

 SGOT/AST  18   5- 40 IU/L   
           

 SGPT/ALT  11   5-36 IU/L   
           

 
Alkaline 

Phosphatase(ALP)  181   35-126 IU/L   

             
         

 Complete Urine Examination     D    

        

 Colour    Pale yellow    

 Appearance     HAZY    

 Specific Gravity    1.030 (1.010-1.020)    
         

 Reaction (c)    5.0    
         

 Pus Cella     1-2 /HPF    
         

 Epithelal Cella     3-4 /HPF    
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 BLOOD PRESSURE     NORMAL VALUE: 120/80 mmHg 
               

               

 DAY  12:00 AM  6:00 AM   12:30 PM 5:00 PM 8:30 PM 

               

 D1  180/80  140/80   140/80   130/80 130/80 

 D2  130/90  140/80   160/90   140/90 140/90 

 D3  140/90  140/90   140/90   140/90 130/80 

 D4  140/90  130/90   130/90   130/80 140/90 

 D5  120/70  120/80   130/90   130/90 130/90 

 D6  130/70  130/70   120/80   130/90 130/90 

 D7  140/90  140/90   150/90   130/90 130/90 

 D8  150/90  140/90   140/90   140/90 140/90 

          

 Renal Function Tests    D   Normal values 

 Serum Creatnine    1.6    0.6 - 1.5 mg/dL 
           

 Blood Urea    65    10 –45 mg/dL 
          

          

 Serum Electrolytes    D   Normal values 

 S Sodium    132    125-150 mmol/L 
           

 S Potassium    4.3    3.5– 5.1 mmol/L 
           

 S Chloride    104    90-120 mmol/L 
           

          

 Blood Sugars     D   Normal values 
           

Random Blood Sugar (RBS)    122    < 140 mg/dl 
           

 Fasting Blood Sugar (FBS)    150    60 - 110 mg/dL 
           

Post Lunch Blood Sugar (PLBS)    131    110 –140 mg/dL 
         

       

 Name of the test  Observed Value  Normal values 
         

 Glycated Haemoglobin   5.5%   Below 6 % 
         

 Average Blood Glucose   111   90 –120 mg/dL 
            
           

 NOTE : D - Day on which the test was done .         
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ASSESSMENT DATA: 
 

Based upon the subjective and objective data , the 

patient was diagnosed to have left leg cellulitis 

and hypertension. 
 

PLANNING DATA : 
 

Day 1 : Patient was presented with left leg cellulitis 

with hypertension . The Physician called for the fol-

lowing diagnosis : Complete Blood Picture,Complete 

Urine Examination , Liver Function Tests, Renal 

Function Test, Serum Electrolytes, Blood Sugars . The 

following drugs were prescribed :Inj.Piptaz 4.5gm, 

Inj.Metrogyl 500 mg, Inj.Tramadol 100mg , Inj .Pan 

40mg , Inj.MVI in normal saline, left lower limb 

elevtion.BP charting 8th hourly. Soft diet was 

recommended by the dietician. 
 

Day 2: His B.P was found to be 130/90 mm of Hg.No 

fresh complaints . His vitals were stable. Hi complete 

blood picture revealed thet his haemoglobin levels 

(11.5 Gm/dL), RBC (3.6 millions /C ) , Platelet Count 

(1.35 Lakhs/Cu) were bit low. Alkaline Phosphatase 

was high ( 181 IU/L) . 
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Serum creatinine concentration (1.6 mg/dL) , 

Blood Urea (65 mg/dL)were high. His Fsating 

blood sugar levela were high ( 150 mg/dL). 

Tab. Chymoral forte , Cap.Zincovit was added 

to the list.Advised to do dresing twice daily. 

Patient was shifted to SICU. 
 
 

Day 3 :Complaints of fever with chills . 
 
Inj.paracetamol IV infusion SOS was added to the list. 

 

Day 4 : No fresh complaints. Swelling decreased, 

pa-tient was feeling better, but still has fever.. 

Dressing intact with no soakage. 
 

Day 5 : Vitals were found to be stable , swelling de-

creased . Dressing was found to be soaked. The 

patient was shifted to Male Surgery ward. 
 
Day 6 : Patient was conscious and coherent. Patient 

was advised to keep his leg in elevated position. 
 
Day 7 : Vitals were stable. Foot end elevation was 

pre-sent. 



DRUG TREATMENT CHART: 

 

TRADE GENERIC             

NAME NAME INDICATION ROUTE DOSE FREQ. D1 D2 D3 D4 D5 D6 D7 D8 

 Piperacil-             

 lin+Tazobacta             

Inj.Piptaz m Antibiotic IV 4.5 g BD ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Inj.Metrogyl Metronidazole Antibacterial IV 500 mg TID ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Inj.Tramadol Tramadol Analgesic IV 100 mg BD ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

  Proton pump            

Inj.Pan Pantoprazole inhibitor IV 40 mg OD ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Inj.MVI with Multivitamin   1 amp+          

DNS Infusion Multivitamin IV 500ml OD ✓ ✓ ✓ |     

T.Chymoral              

forte Chymotrypsin Supplement PO 1tab TID  ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

  Antihyperten-            

T.Stamlo Amlodipine sive PO 5 mg OD  ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Cap.Zincovit Zincovit supplement PO 1 tab OD  ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

  Analgesic and            

Inj.PCM Paracetamol Antipyretic IV 1amp SOS     ✓ ✓ ✓ ✓ 

 

NOTE: D=DAY, SOS= WHENEVER REQUIRED, OD=ONCE IN A DAY, BD=TWICE A DAY, 

TID=THREE TIMES IN A DAY, |=DRUG WAS STOPPED PRESCRIBING. 
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Why you should save your baby’s cord blood? 
 

Stem cells are immature cells that can both reproduce themselves and have the potential to turn into 

other types of cells. There are several types. The ones in umbilical cord blood and bone marrow are 

called hematopoietic progeni-tor cells (HPCs). 
 

Some people (usually children and, sometimes, adults of small size) with certain diseases like leukemia, lym-

phoma, sickle cell anemia, and others - can be injected with these HPC stem cells to replenish their blood sup-ply 

with new, healthy cells. The stem cells can also help the body recover from some cancer treatments like 

chemotherapy or radiation. No one debates that cord blood cells can be lifesaving. "Cord blood is a proven, 

effective source of blood-forming stem cells for people with certain diseases," According to the Institute of 

Medicine, HPCs have saved more than 20,000 lives in the U.S. in recent years, although the majority are 

from bone marrow transplants rather than cord blood. There have only been about 6,000 reported cord 

blood trans-plants. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Current cord blood use Vs future hopes: 
 

The current uses of cord blood are limited. But many experts hope 

that stem cells will be a crucial part of future treatments  
for diabetes, Alzheimer's, spinal cord injuries, heart failure, stroke, and 

many other conditions. If it really were possible to make stem cells de-

velop into any kind of cell, the possibilities would be almost endless. 
 
But this is only theoretical. It's important to distinguish between 

what doctors can do now with cord blood stem cells versus what 

they might be able to do in the future. Some people don't realize the 

distinction. They have exaggerated ideas of what is possible today. 

Peo-ple talk about stem cell therapy like its alchemy, as if we can turn 

a stem cell into anything, just like alchemists hoped to turn base 

metals into gold. But it's not like that. Even if researchers do have 

future suc-cesses with stem cells, they may not come from cord blood. 
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Making the choice about cord 

blood:  
Deciding to bank your child's cord blood is 

a personal decision. Some people feel that 

the potential benefits are too few to justify 

the money. Others believe that it's a 

worthwhile investment. The key is to 

understand the de-tails so you can make a 

rational decision. Whatever you do, don't let 

yourself be pushed into a choice. No one 

should make you feel like irresponsible or 

reckless parents if you don't choose to bank 

your child's cord blood. Talk to your health 

care provider and start researching some of 

the banks. Also, read about the best way to 

assess your need for banking cord blood. 



MEDITATION 
 

A SIMPLE, FAST WAY TO REDUCE STRESS 
 

Meditation can wipe away the day's stress, bringing with it inner peace. See how you can easily learn 

to prac-tice meditation whenever you need it most. 
 

If stress has you anxious, tense and worried, consider trying meditation. Spending even a few minutes in medi-

tation can restore your calm and inner peace. Anyone can practice meditation. It's simple and inexpensive, and it 

doesn't require any special equipment. And you can practice meditation wherever you are- whether you're out 

for a walk, riding the bus, waiting at the doctor's office or even in the middle of a difficult business 
 

meeting.  

 

UNDERSTANDING MEDITATION 
 

Meditation has been practiced for thousands of 

years. Meditation originally was meant to help 

deepen understanding of the sacred and mystical 

forces of life. These days, meditation is common-

ly used for relaxation and stress reduction. 
 

Meditation is considered a type of mind-body 

complementary medicine. Meditation can pro-

duce a deep state of relaxation and a tranquil 

mind. During meditation, you focus your 

atten-tion and eliminate the stream of jumbled 

thoughts that may be crowding your mind and 

causing stress. This process may result in 

enhanced phys-ical and emotional well-being. 
 
 
 

 

STRESS PREVENTION  
Mindfulness meditation is also a good baseline practice for stress prevention so that when adverse situations 

occur we don’t let them get out of control. We all experience stressful situations in life such as the loss of a 

loved one, divorce or moving all of which are rated as high stress events. Any of these situations demand a 

lot from us, so it would be wise to learn basic ways to respond to stressful situations that cannot be avoided. 

At those crucial points in our lives meditation can also help provide relief because we will have more space 

to re-spond and will be more aware of how to work with situations. For example, when we grieve for 

someone, the more mindful we can be of all that is going on in our minds, the better we will be able to 

process our emotions. This is very important—through meditation we become more aware of our emotions. 

When we’re not aware, our emotions tend to color our perception and judgment and thus inflate the sense of 

demand beyond what we think we can provide. This is the insidious cycle of stress. In summary, this is how 

meditation reduces stress. We begin by creating the space in our minds to reduce demands by discriminating 

what is essential and by training our minds to increase our mental resources. When stressful situations arise, 

because of this training we have developed the skills to work with our emotions to deal with stress in a more 

peaceful way. Mindfulness meditation practice is the ideal stress management training. 
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I N S I D E T H I 

S I S S U E : 
 

 

Drug Infor- 1 

mation on 
 
BETRIXA-

BAN 
 
Case report on 2 

Scabies com-

plicated Septa-

caemic Acute 

Glomerular 

Nephritis & Mild 

CHF 
 
 
Disease Infor- 4 

mation on  
SEROTONIN 

SYNDROME 

 

US FDA approved this 

medication in the month of 

JUNE 2017 and this is mar-  
keted by PORTOLA  
PHARMS INC 
 
 

INDICATIONS: 
 
It is a factor Xa inhibitor 

indicated for the prophylax-

is of venous thromboembo-

lism (VTE). 
 
 
LIMITATION OF USE- 
 
Patients with prosthetic 

heart valves (as the popula-

tion has not been studied). 

 

PHARMACODYNAM- 
ICS:  
It is an FXa inhibitor that 

selectively blocks the active 

site of factor Xa and does 

not require a cofactor (such 

as Anti-thrombin III) for 

activity. It inhibits FXa and  
prothrombinase activity thus 

decreasing thrombin 

generation. It has no direct 

effect on platelet aggrega-

tion. 
 
PHARMACOKINETICS: 
 
Oral bioavailability for an 

80mg dose is 34% and peak 

 

concentrations occur with-

in 3-4 hours. The apparent 

volume of distribution is 

32L/kg and plasma protein 

binding is 60%. The effec-

tive half-life is 19-27 

hours. Unchanged drug is 

a predominant component 

in human plasma. Two 

inactive metabolites com-

promise the other compo-

nents in plasma. Less than 

1% of the minor metabo-

lites are formed via metab-

olism by CYP enzymes 

(1A1, 1A2, 2B6, 2C9, 

2C19 and 3A4). Following 

oral administration of the 

radio-labeled compound, 

85% is recovered in feces 

and 11% in urine. 

 

DOSE AND DOSAGE 
ADJUSTMENTS: 
 
40mg OD, 80mg OD. (160 
mg followed by 
 
80mg with food) for 35-
42 days. 
 
DOSING CONSIDER- 
ATIONS: 

 

For patients with severe 
renal impairment: initial 
single dose of 80mg fol- 

 

lowed by 40mg OD. 
 
For patients with se-
vere hepatic impair-
ment: avoid usage.. 
 
Co-administration with 
P-gp inhibitors: initial  
single dose of 80mg 
followed by 40mg OD. 
 
Co-administration with  
anticoagulants, an-
tiplatelet drugs: may  
increase bleeding, 

monitor signs of blood 

loss. 
 
ADR: 
 
The most commonly 
reported adverse re-
actions are bleeding and 
epidural or spinal hema-
tomas (in patients re-
ceiving neuraxial anes-
thesia or undergoing 
spinal puncture). 
 
 

REFERENCES: 
 
https:// 
www.accessdata.fda.go 
v/scripts/cder/daf/ 
index.cfm? 
event=overview.proces 
s&varApplNo=208383 

https://en.wikipedia.org/wiki/Janus_kinase_inhibitor
https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process&varApplNo=208383
https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process&varApplNo=208383
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https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process&varApplNo=208383
https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process&varApplNo=208383
https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process&varApplNo=208383


P A G E 2 
 

A Case report on Scabies complicated Septacaemic 

Acute Glomerular Nephritis & Mild CHF 
 

 

Scabies is an 

augmentary parasitic 

disease caused by a 
 

mite Sarcoptes 
 

scabiei. This 
 

arthropod burrows 

itself deeper into skin 

for survival and pro-

creation. It is rare but 

most possible of a 

 
 

 

A  12 year old male 
 

child weighing 34 kg 
 

came in with 

complaints of puffi-

ness in the face, swol-

len feet, epistaxis and 

shortness of breath 

since 3 days. Upon 

clinical examination 

lesions on genital and 

pelvic region, upper & 

lower limbs were ob-

served with severe 

itching since 15 days. 

His vitals showed 

grade-I HTN -160/90 

mm Hg. 
 

Laboratory investiga- 
 

tions revealed elevated 
 

Alkaline Phospho- 
 

tases: 231 IU/L, 

 

simple scabies to 

convolute into a series 

of other incidences 

such as septicaemia. 

 

The ramifications of 

Septicemic bacterial 

exposure to vital 

organs speeds to a life 

threatening stage such 

as in this case 

 

 

CRP & ASO were pos-

itive with 1.2 mg/dL& 
 

400 IU/mL 

respectively. Though 

his CUE & RFT were 

normal, Spot urine for 

protein to creatinine 

ratio was elevated at 

1.22 with spot urine 

for protein at a high 

179.9 mg/dL. 

 

ECG had abnormal P 

waves and gave un-

confirmed diagnosis 

report. 

 

Radiological examina-

tions included chest X-

ray (PA view) which 
 

showed a high 

cardiothoracic ratio. 

 

glomerular nephritis 

leading to decreased 

renal sufficiency and 

thus overloading the 

heart with Congestive 

Heart Failure 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The clinical 

presentations, laboratory 

and radiological findings 
 

were suggestive of 
 

Scabies complicated 

septicaemia and the 
 

patient was diagnosed 

with Scabies complicated 
 

Septacaemic Acute 
 

Glomerulonephritis & 

mild CHF. 
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The patient was put on IP 

treatment of a sub-lingual 5 

mg-stat Nifedipne, IV 1g/ 

BD Ceftrioxone was given 

for septacaemic infection-

glomerular nephritis and a 

plausible infections of 

other major organ systems. 

Permethrin & Mupirocin 
 

cream for local application 

on lesions of Scabies was 

also given. 
 

Furosemide 15 mg IV/BD 

given to relieve the 

peripheral oedema. IV 

 

Pantoprazole & An oral paediatric dose of  P A G E  3 

Ondensetron 40 mg & 2 Pantoprazole 20 mg with 

mg respectively were Domperidone can have 

given  once  a  day  for  a the  combined effect  of 

preventive care of gastric prophylactic anti-ulcer 

ulceration & nausea and anti-emesis activity in 

vomiting. The Pa- one formulation which 

tient’s condition gradu- can be given in place of 

ally improved over the 7 an intravenous 

days of admission  with administration of the 

increased urine output same and  avoid 

and  blood  pressure  nor- Ondansetron.   

malized to 120/80 mmHg      

 

Discussion 
 

In Scabies, the itching 

could be so severe (hence 

the name, “seven year 

itch”) scratching would 

be a natural phenomena 
 

leading to major 

complications such as 

Septicaemia.. Symptoms 
 

include: massive 

 
 
 
 
 
 

Inflammatory response Definitely “the blood poisoning” 

through out the body, is an event  that  calls  for  broad 

chills,  dizziness, spectrum  anti  biotic  treatment 

hyperthermia, decreased and if left untreated it can lead to 

urine output etc. Sepsis  or  septic  shock.  IV  RL/ 

Cognitive symptoms  are DNS  can  be  given  to  maintain 

altered levels of the hemodynamics of the body. 

consciousness or mental Symptomatic  treatment  for  hy- 

confusion, delirium perthermia, acute    hypertension 

sleepiness etc.   etc is rendered. 
 

 

Conclusion 
 

This case report is an 

opportunity to reflect on 

the fact that as simple as 

scratching immensely the 

lesions can sound, it tears 
 

the endodermis 

compromising the inside 

environment of the body 

 
 
 
 

 
 

to dangerous  infections hygiene 

and complicating the and   

conditions to a   more prevention 

serious  scenario such as of spread- 

nephritis, carditits or ing of 

heart failure. Patients and Scabies. 

families, thus, must be    

counseled on personal   www.ncbi.nlm.nih.gov 
 

http://www.ncbi.nlm.nih.gov/


SEROTONIN SYNDROME 
 

Serotonin syndrome is a poten-
tially serious drug interaction. 
It occurs when too much sero-
tonin builds up in the body. 
Nerve cells normally produce 
serotonin. It’s a neurotransmit-
ter which helps regulate: diges-
tion, blood flow, body tempera-
ture, breathing. It also plays an 
important role in the proper 
functioning of nerve and brain 
cells. Different prescribed med-
icines that treat depression, mi-
graine headaches, and pain re-
sults in too much serotonin in 
the body. This can cause a vari-
ety of mild to severe symptoms. 
These symptoms can affect the 
brain, muscles, and other parts 
of the body. 

 

Serotonin syndrome occurs 
when medications are taken 
that cause high levels of the 
chemical serotonin accumula-
tion in the body. Serotonin syn-
drome can occur when there is 
increase in the dose of such a 
drug or a new drug is added to 
the regimen. Certain illegal 
drugs and dietary supplements 
also are associated with seroto-
nin syndrome. 

 

SYMPTOMS: 

 

Symptoms can be seen within 
minutes or hours of taking a 
new medication or increasing 
the dose of a medication. The 
symptoms may include: Confu-
sion, disorientation, Irritability, 
anxiety, muscle spasms, muscle 
rigidity, Tremors, shivering, 
diarrhea, rapid heartbeat, or 
tachycardia, high blood pres-
sure, nausea, dilated pupils. 

 

In more severe cases, the symp-
toms may include: unrespon-
siveness, coma, seizures, an 
irregular heartbeat 

 

PHARMACOLOGY AND 
CELLULAR TOXICOLOGY  
In the central nervous system 
(CNS), serotonin modulates at-
tention, behavior, and ther-
moregulation. In the peripheral 
nervous system, serotonin is pro-
duced primarily by intestinal en-
terochromaffin cells and is in-
volved in regulating gastrointes-
tinal motility, vasoconstriction, 
uterine contraction, and broncho-
constriction . Serotonin is also 
found in platelets where it pro-
motes platelet aggregation. 
 

Stimulation of the postsynaptic 5 
-HT1A and 5-HT2A receptors has 
been implicated in serotonin 
syndrome but no single receptor 
is solely responsible. Serotonin 
syndrome may result from any 
combination of drugs that has the 
net effect of increasing sero-
tonergic neurotransmission . The 
syndrome is classically associat-
ed with the simultaneous admin-
istration of two serotonergic 
agents, but it can occur after ini-
tiation of a single serotonergic 
drug or increasing the dose of a 
serotonergic drug in individuals 
who are particularly sensitive to 
serotonin. Episodes of serotonin 
syndrome involving a monoam-
ine oxidase inhibitor may be more 
severe and more often lead to 
adverse outcomes, including 
death. 

 

CAUSES 
Typically, the condition occurs 
when two or more medications 
are combined together, illicit 
drugs, or nutritional supple-
ments that increase serotonin 
levels. For example, take medi-
cine to help with a migraine 
after already taking an antide-
pressant. Certain types of pre-
scription medications, such as 
antibiotics, antivirals used to 
treat HIV and AIDS, and some 
prescription medicines for nau-
sea and pain may also increase 
serotonin levels. 

 

Examples of drugs and sup-
plements associated with sero-
tonin syndrome include: 
 

Anti-depressants: 
Antidepressants associated with 
serotonin syndrome include: 

 Selective serotonin 
reuptake inhibitors 
(SSRIs), such as 
Celexa (Citalopram) 
and Zoloft (Sertraline)  

• Serotonin and norepi-
nephrine reuptake in-
hibitors (SNRIs), such 
as Effexor(Venlafaxine) 

• Tricyclic antidepres-
sants, such 

as nortriptyline and 
ami-triptyline 

 Monoamine oxidase in-
hibitors (MAOIs), such 
as Nardil and Marplan  

• Other antidepres-sants, 
such as Wellbutrin 
(Bupropion) (also used to 
control tobacco addiction)  

• Anti-migraine medica-
tions such as triptans 
(Axert, Amerge, Imitrex), 
carbamazepine (Tegretol) 
and valproic acid 
(Depakene) 

http://www.healthline.com/drugs/citalopram/oral-tablet
http://www.healthline.com/drugs/nortriptyline/oral-capsule
http://www.healthline.com/drugs/phenelzine/oral-tablet?brand=nardil


 

• Pain medications such as 

opioid pain medications 

including codeine (Tylenol 

with codeine), fentanyl 

(Duragesic), hy-drocodone 

meperidine (Demerol), 

oxycodone (Oxycontin, 

Percocet, Percodan) and 

tramadol (Ultram). 

 

• Lithium (Lithobid), 
a mood stabilizer 

 

• Illicit drugs, including 
LSD, Ecstasy, cocaine 
and amphetamines 

 

• Herbal supple-ments, 
including St. John's 
wort, ginseng and 
nutmeg 

 

• Over-the-counter cough 
and cold medica-tions 
containing dextro-
methorphan (Delsym, 
Mu-cinex DM, others) 

 

• Anti-nausea medica-tions 
such as granisetron, 
metoclopramide (Reglan), 
droperidol (Inapsine) and 
ondansetron (Zofran) 

 

• Linezolid (Zyvox), an 
an-tibiotic 

 

• Ritonavir (Norvir), an 
anti-retroviral medication 
used to treat HIV/AIDS. 
 

LABORATORY  EVALUA- 
TION: 
Serotonin syndrome is a clini-
cal diagnosis; serum serotonin 
concentrations do not corre-
late with clinical findings, and 
no laboratory test confirms the 
diagnosis. Nevertheless, some 
nonspecific laboratory find-
ings may develop, including 
an elevated white blood cell 
count, elevated creatine 
phosphokinase, and de-
creased serum bicarbonate 
concentration. 

 

Patients with severe disease 
may develop severe 
complica-tions, including: 
Intravascular coagulation, 
Rhabdomyolysis, 
metabolic acidosis, 
renal failure, 
myoglobinuria,  
acute respiratory distress syn-
drome. 
 

Following tests also neces-

sary: 
 

--Complete blood count 
--Basic serum electrolytes 
—BUN and creatinine 
--Drug screening tests 
--Urine analysis and urine cul- 
ture. 
 

In patients whose overdose 
was intentional 
acetaminophen and salicy- 
late concentrations should be 
measured and an electrocardi- 
ogram evaluated for signs of 
toxicity from other agents. 
 

Treatments for 
Serotonin Syndrome: 
 

If it is a very mild case of ser-
otonin syndrome, doctor may 
only advise to stop taking the 
medication causing the 
problem immediately. 

 

• withdrawal of any medi-
cation that caused the 
condition 

• intravenous fluids for 
dehydration and fewer 

• medications like Benzo-
diazepines such as diaz-
epam(Valium) or loraze-
pam(Ativan) to decrease 
agitation, seizure like 
movements and to re-
lieve muscle stiffness.  

• medications that block 
serotonin, such as Peri-
actin (cyproheptadine) 

Antidote: CYPROHEPTA-
DINE If benzodiazepines and 
supportive care fail to improve 
agitation and correct vital signs, 
we suggest antidotal therapy with 
cyproheptadine. Cypro-
heptadine is a histamine-1 recep-
tor antagonist with nonspecific 5-
HT1A and 5-HT2A antagonistic 
properties. It also has weak anti-
cholinergic activity. 
 

Cyproheptadine is available in 4 
mg tablets or 2 mg/5 mL syrup. 
When administered as an anti-
dote for serotonin syndrome, an 
initial dose of 12 mg is recom-
mended, followed by 2 mg every 
two hours until clinical response 
is seen. Cyproheptadine is only 
available in an oral form, but it 
may be crushed and given 
through a nasogastric or orogas-
tric tube. 
 

 

REFERENCES: 
 

1. http://www.healthline.com/ 
health/seratonin-syndrome 

 
2. www.mayoclinic.org/ 

diseases-conditions/ 
serotonin-syndrome/home/ 
ovc-20305669 

 
3. https:// 

www.ncbi.nlm.nih.gov › 
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4. https://medlineplus.gov/ 

ency/article/007272.htm 

https://www.uptodate.com/contents/acetaminophen-paracetamol-drug-information?source=see_link
https://www.uptodate.com/contents/cyproheptadine-drug-information?source=see_link
https://www.uptodate.com/contents/cyproheptadine-drug-information?source=see_link


THE DRUG INTERACTIONS CORNER 

 

A drug interaction is a situation in which a sub-

stance (usually another drug) affects the activity 

of a drug when both are administered together. 

This action can be synergistic (when the drug's 

effect is increased) or antagonistic (when the 

drug's effect is decreased) or a new effect can be 

produced that neither produces on its own. It is 

an important phenomenon one might want to 

avoid in cases of poly pharmacy, or long term 

use of multiple drugs. 
 
1. Methotrexate & pantoprazole 

Applies to: Methotrexate, PPI’s 

Methotrexate is the drug of choice in auto im-

mune cases such as Rheumatoid arthritis, Psoria-

sis, vitiligo etc. PPI’s such as Pantoprazole, Rab-

eprazole are given as a prophylactic measure for 

peptic ulceration or when patients complain of 

hyper acidity due to long term drug use. Panto-

prazole is usually given alone or with Domperi-

done for patients with GERD symptoms. 

 
MONITOR CLOSELY: Coadministration with 

proton pump inhibitors (PPIs) may increase the 

serum concentrations of methotrexate (MTX) 

and its potentially active 7-hydroxy metabolite. 

The proposed mechanism is PPI inhibition of the 

active tubular secretion of MTX and 7-

hydroxymethotrexate via renal H+/K+ ATPase 

pumps. Inhibition of the breast cancer resistance 

protein (BCRP)-mediated transport of metho-

trexate and 7-hydroxymethotrexate by the proton 

pump inhibitors has also been suggested. The 

interaction was suspected in 2 case reports in-

volving omeprazole and high-dose MTX cycles, 

where elimination of MTX was significantly de-

layed during cycles with omeprazole but became 

normal 

 

normal during subsequent cycles after omeprazole 

was discontinued or substituted with ranitidine. In an-

other case, coadministration of pantoprazole and low-

dose MTX (15 mg IM once a week) resulted in severe 

myalgia and bone pain for several days following each 

of five MTX injections. The symptoms subsided 

dramatically and eventually disappeared after panto-

prazole was replaced with ranitidine. A subsequent re-

challenge led to reappearance of symptoms. Although 

the pharmacokinetics of MTX were not affected, sys-

temic exposure (AUC) of 7-hydroxymethotrexate was 

significantly increased by 70% and half-life was dou-

bled in the presence of pantoprazole. 
 
MANAGEMENT: Proton pump inhibitor therapy 

should preferably be stopped several days prior to 

administration of methotrexate. In addition, it is not 

generally recommended to use proton pump inhibitors 

with high-dose methotrexate therapy, particularly in 

the presence of renal impairment. If concomitant use 

is necessary, clinicians should consider the potential 

for interaction and closely monitor methotrexate se-

rum levels and toxicity. Use of an H2 antagonist may 

also be an appropriate alternative. Care should be tak-

en with low, oral doses of methotrexate used to treat 

rheumatoid arthritis. 
 
References 
 
Reid T, Yuen A, Catolico M, Carlson RW "Impact of 

omeprazole on the plasma clearance of methotrexate." 

Cancer Chemother Pharmacol 33 (1993): 82-4 

https://en.wikipedia.org/wiki/Medication
https://en.wikipedia.org/wiki/Synergy
https://en.wikipedia.org/wiki/Antagonism_(chemistry)


2. Colchicine Rosuvastatin 

Applies to: Colchicine, Statins 

Colchicine’s property to inhib- 
 

it neutrophil motility and activity, leading to a net 

anti-inflammatory effect has proven useful in the 

treatment of acute gout flares. The popular choice 

of class for treatment of hypercholes-traemia are 

statins. A patient with history of gouty arthritis 

and dyslipidaemia in most cases would be co-

administering Colchicine and Rosu-

vastatin/Atorvastatin. 
 

MONITOR CLOSELY: Coadministration of col-

chicine and HMG-CoA reductase inhibitors may 

increase the risk of myopathy due to a combina-tion 

of pharmacodynamic and pharmacokinetic effects. 

These agents are individually myotoxic and may 

have additive or synergistic effects when used 

together. In addition, colchicine and some HMG-

CoA reductase inhibitors are substrates of the 

CYP450 3A4 isoenzyme and P-glycoprotein efflux 

transporter, thus competitive inhibition may occur 

resulting in increased drug absorption and 

decreased excretion. The interaction has been 

associated with case reports of patients who de-

veloped muscle weakness and markedly elevated 

creatine kinase levels within weeks to months of 

taking colchicine in combination with an HMG-

CoA reductase inhibitor. Most of these patients 

were elderly and/or had preexisting renal impair-

ment. One patient developed progressive muscle 

weakness leading to shortness of breath and res-

piratory failure, followed by death. The patient was 

a heart transplant recipient and had been on long-

term cyclosporine, prednisone, and myco-

phenolate. Four months before the development of 

proximal muscle weakness, his simvastatin dose 

was doubled and he was also started on col-chicine 

for acute exacerbation of gout. 

 

 
 

Colchicine and simvastatin were stopped on 

admission. During hospitalization, he received high-

dose methylprednisolone for continued muscle 

weakness and was sedated with propofol, but 

creatine kinase increased to 33,580 U/mL. The 

muscle biopsy re-vealed toxic vacuolization, 

mitochondrial damage, and no evidence of 

inflammation. The interaction has also been 

associated with severe rhabdomyolysis resulting in 

myoglobinuric acute renal failure. 

 

MANAGEMENT: Extreme caution is advised if col-

chicine is used in combination with HMG-CoA re-

ductase inhibitors, particularly in the elderly and pa-

tients with underlying renal or hepatic impairment. 

Some experts recommend checking the creatine ki-

nase level a week or two after coadministration of 

these agents and after any dose increase, although 

such monitoring does not reliably prevent the occur-

rence of severe myopathy. Patients should be ad-

vised to contact their physician if they experience 

symptoms of toxicity such as abdominal pain, nau-

sea, vomiting, diarrhea, fatigue, myalgia, asthenia, 

hyporeflexia, paraesthesia, and numbness. The drugs 

should be discontinued if creatine kinase is markedly 

elevated in the absence of strenuous exercise or if 

myopathy is otherwise suspected or diagnosed. 
 

References 
 

Francis L, Bonilla E, Soforo E, et al. "Fatal toxic 

myopathy attributed to propofol, methylpredniso-
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TROGARZO(Ibalizumab-uiyk ) 
 

US FDA approved this medication in the month of march 6 2018 
and this is marketed by TaiMed Biologics USA Corp. 
 

INDICATIONS: Indicated for the treatment of human immunode-
ficiency virus type 1 (HIV-1) . 
 

LIMITATION OF USE: Patients with HIV-1 
 

PHARMACODYNAMICS - Binding specificity of Ibalizumab to 

domain 2 of CD4 allows ibalizumab to block viral entry into host 

cells without causing immunosuppressant 
 

PHARMACOKINETICS: Following single-dose administrations 

of ibalizumab-uiyk as 0.5 to 1.5-hour infusions, clearance de-

creased from 9.54 to 0.36 mL/h/kg and elimination half-life in-

creased from 2.7 to 64 hours as the dose increased from 0.3 to 25 

mg/kg. The volume of distribution of ibalizumab-uiyk was approxi-

mately that of serum volume, at 4.8 L. 
 

Dosage 
 

Adult Dose: Trogarzo is administered intravenously (IV) as a sin-

gle loading (or initial) dose of 2,000 mg followed by a maintenance 

dose of 800 mg every 2 weeks. 
 

DOSAGE AND ADMINISTRATION: : 
 

200 mg/1.33 mL (150 mg/mL) single-dose, 2 mL vial containing 
 

150 mg/mL of ibalizumab-uiyk. Each vial delivers approximately 

1.33 mL containing 200 mg of ibalizumab-uiyk. USP. Patients 

should receive a single loading dose of 2,000 mg followed by a 

maintenance dose of 800 mg every 2 weeks 
 

ADR: The most commonly reported adverse re-actions are Diar-
rhea, Dizziness, Rash,Nausea 
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Use in Specific Populations 

Pregnancy: 
 

No adequate human data are available to establish whether or not TRO-
GARZO™ poses a risk to pregnancy outcomes. Monoclonal antibodies, such as 
ibalizumab-uiyk, are transported across the placenta as pregnancy progresses; 
therefore, ibalizumab-uiyk has the potential to be transmitted from the mother to 
the developing fetus.  

Lactation: 
 

No data are available regarding the presence of TROGARZO™ in human milk, 

the effects on the breastfed child, or the effects on milk production. Because of 

the potential for HIV-1 transmission, instruct mothers not to breastfeed if they 

are receiving TROGARZO™. 
 

Warnings and Precautions 
 

Immune Reconstitution Inflammatory Syndrome (IRIS) has been reported in 
one patient treated with TROGARZO™ in combination with other 
antiretrovi-ral. During the initial phase of combination antiretroviral therapies, 
patients whose immune systems respond may develop an inflammatory 
response to in-dolent or residual opportunistic infections, which may 
necessitate further evaluation and treatment 
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CASE REPORT ON LIOSIS 
 

Scoliosis is a medical condition in which a person's spine has a sideways curve The curve is 

usually "S"- or "C"-shaped In some the degree of curve is stable, while in others it increases 

over time. 

 

Mild scoliosis does not typically cause problems, while severe cases can interfere with breath-
ing 

 

Scoliosis can cause pain and aching in the back or spinal region, shoulders, and other areas of 
the body,  

A 24year female patient came with complaints of fever since 

10days, intermittent cough (non productive), gradually pro-

gressing SOB, brought to hospital in drowsy state and gasp-

ing 
 

On observation of patient ,he was seem to have Uneven hips 
,arms and legs . 

 

Upon examination our laboratory findings include tempera-
ture : 100 degrees F, 

 

B/P: 90/60mm/hg, Pulse rate :132 beat/min , 
 

respiratory rate : tachypnea with gasping, 
 

Hg: 8.6, RBC : 5.26, 
 

SGOT: 223IU/L, ALP:162IU/L ,Albumin: 2.3g/dl, Total pro-  

tein : 5.9g/dl. 
 

IMAGING TESTS: On Plain X ray conditions it showed – 
diagnosis of Scoliosis. 
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A patient was done with scoliosis spinal fusion surgery and further the medications given 

were Piperacillin-tazobactam injection 4.5mg ,thrice a day, for 5 days was given as an 

antibi-otic. Inj. Ondansetron 4mg ,once a day is given for vomiting which has observed on 

second day .Iinj. Pantoprazole 40mg ,once a day is given to treat stress induced gastric 

ulcera-tion.Tab.Orofer XT was given twice a day to improve the hemoglobin levels. 

Enoxaparin Na 200mg once a day given as prophylactic to prevent thrombosis. After 

Piptaz ,later this Inj.Clindamycin,300mg ,thrice a day for 3 days was given to treat 

bacterial infections . Inj. Fluconazole ,200mg, once a day , was given as a prophylactic 

treatment after surgery used to treat fungal infections. 
 

DISCUSSION : 

 

Scoliosis leads to severe spinal curve that can reduce the amount of space within the chest, 

making it difficult for the lungs to function properly. . The other symptoms include uneven 

shoulders, one hip higher than other hip, uneven waist .It may cause Neuromuscular 

condi-tions, such as cerebral palsy or muscular dystrophy. Birth defects affecting the 

development of the bones of the spine. Injuries to or infections of the spine. 
 

Based on management few children’s use braces to stop the worsening of the curvature of 

the spine and elderly conditions was done by surgery . Treatment can be INJ.SCOLINE( 

Sux-amethonium Chloride) of 20 mg/ml, which acts as NMJ blocker. further surgery is 

preferred. 

 

CONCLUSION: The treatment options for scoliosis are continuously evolving and 

con-stantly improving. The non-surgical and surgical methods used today are very 

different from what they used to be. Choosing the right intervention at the optimal time 

remains a crucial step in achieving the best possible outcome. 

 




