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Nivolumab for Treatment of
Urothelial Carcinoma

Editorial Board
Bharathi Priya.K, Shailaja .K, Magimai Upagara Valan .L

platinum-containin chemotherapy or
have disease progression within 12
months of neoadjuvant or adjuvant
treatment
with
a
platinumcontaining chemotherapy.
INDICATIONS AND USAGE[2, 3]
•Unresctable or Metastatic cancer
•Renal cell carcinoma
•Urothelial carcinoma
•Squamous cell carcinoma of the
head and neck
•Classical Hodgkin lymphoma
•Lung cancer
DOSAGE AND ADMINISTRATION
Administer 3 mg/kg as an
intravenous infusion over 60 minutes
every 2 weeks.
WARNING AND PRECAUTIONS
•Immune-mediated
pneumonitis:
Stop the therapy for moderate and
permanently discontinue and switch
over to some other anti cancer agent
for life-threatening pneumonitis
•Immune-mediated colitis: Withhold
for moderate or severe and
permanently discontinue for lifethreatening colitis
•Immune-mediated hepatitis: Do
routinely for liver function test

Magimai Upagara Valan,
Assistant Professor,
Dept of Pharmacy Practice
incase of any abnormal liver function
test should withhold for moderate
and permanently discontinue for
severe or life threatening hepatitis.
•Immune-mediated nephritis and
renal dysfunction: Monitor for
changes in renal function such as
glomerular filtration rate, BUN,
creatinie and protinuria. Stop the
therapy
for
moderate
renal
dysfunction and discontinue or
switch over to some other anti
cancer agent severe or lifethreatening renal dysfunction.
•Immune-mediated hypothyroidism
and hyperthyroidism: Monitor for
changes
in
thyroid
function.
Hormonal replacement therapy is
required.
•Embryo fetal toxicity: Can cause
foetal harm. Recommend of potential
risk to a fetus and use of effective
contraception.
REFERENCES
1.WHO Information;vol.26, No.2,2012
2.http://www.fda.gov/drug/
information
3.http://www.fda.gov/medwatch/
report.html

CART CELL IMMUNOTHERAPY
Bharathi Priya K, Assistant Professor, Dept of Pharmacy Practice
CAR(CHIMERIC ANTIGEN RECEPTOR)
T cell therapy uses a patient’s own
cells and “re-engineers” them to
fight cancer. Immunotherapy is using
the body’s own defenses to identify
and
attack
cancer
cells.
Immunotherapy try to boost body’s
overall immune response or it can
enable the immune system to
recognize and fight cancer.
CAR T CELL THERAPY The T cells
are collected from the patient’s
bloodstream are genetically engineered.
The T cells identify the targeted cancer

cell more specifically. CAR T cells
is infused to the patient, which attacks
the cancer cells. Patients might
receive a course of chemotherapy
before starting up of CAR T cell
therapy so as to destroy the immune
cells providing more space for the new
cells to function more effectively. The
CAR T cells remain active for a
longer duration and helps the patient
to remain in remission for a longer
period of time.
CHIMERIC The CAR protein is
called “chimeric” because scientists

engineer it using deferent
components in order to get the T cell
to do what they want. (Greek
“Chimera” is a monster with a lions
head, goats body with a serpent tail)
T CELLS Re-engineered T cells are
this therapy’s primary weapons.
Response rate is high in patients with
leukemia treatment failure. Some
patients who had undergone stem cell
or bone marrow transplant or had
relapsed after treatment or for
patients who had multiple treatment
strategies which was not successful.
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In patient who were on advanced
stages of cancer where no other
options are available can be tried
with CAR T cell therapy. Studies has
shown success in case of treatment
with acute and chronic lymphocytic
leukemia.
CAR T CELL TARGET Engineered T
cell targets the cancer cell leaving
the healthy cells. They target a
specific protein CD19 found on the B
cells and destroy them.
SIDE EFFECTS OF CAR T CELL
THERAPY The side effects of CAR
cell therapy can be severe and very
serious life threatening some

times, careful monitoring of the
patient is essential.
CYTOKINE RELEASE SYNDROME
(CRS): Activation of CAR T cell
releases large amount of cytokines
into the bloods. This cytokine
“storm” can cause a wide range of x
CYTOKINE RELEASE SYNDROME
(CRS): Activation of CAR T cell
releases large amount of cytokines
into the bloods. This cytokine
“storm” can cause a wide range of
problems like fever, myalgia,
fatigue,nausea, dyspnea and low
blood pressure. Hallucination and

delusion or seizure can also be seen
in some patients. Symptoms usually
occur in the first days or weeks of
treatment. As the number of cancer
cells goes down, the symptoms tend
to go down and are reversible.
REFERENCE:
1.Car T Cell Immunotherapy.
Available from URL: http://
www.cancersupportcommunity.org/
2.CAR T-Cell Therapy: Engineering
Patients’ Immune Cells to Treat
Their Cancers. Available from URL:
https://www.cancer.gov/aboutcancer/

BREAST CANCER – AN OVERVIEW
K.Shailaja, Assistant Professor, Dept of Pharmacy Practice

National cancer institute have
identified that among eight
women one will have breast
cancer during their lifetime.
Two thirds of women who
diagnosed with breast cancer
where found to be at the age
of 50, and the majority where
between the ages of 39 and
40. More over it is high in
developed countries than in
developing
countries.
The
main reason for the occurrence
was age, hereditary, life style
and
reproductive
factors.
Scientists have identified 93
genes which causes breast
cancer. Mutation of these
genes converts the normal cell
into cancer cell. The gene
responsible for causing breast
cancer was found to be
BRCA1
and
BRCA2.
A
mutation in PALB2 causes a
similar
risk
of
BRCA2
mutations.
Initially Breast cancer will
develop in breast tissue,
normally in the glands and
milk ducts. If cancer has
invaded to other areas of the
body, it is most often called
advanced
or
metastatic
cancer. Breast cancer starts
with a small formation of
tumors or calcium deposits
that spread to the lymph
nodes
and
through
the
bloodstream to the body. A
breast cancer tumor can grow
and
spreads
tissue
surrounding the breast, like
the
chest
or
skin.
Intraoperative radiation therapy
(IORT):
In this treatment the low
energy, high dose radiation is
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delivered directly to a tumor
bed for 30 minutes which is
different from the usual method
of treating it with radiation, in
which an entire organ receives
radiation for a longer period of
time. IORT is done in patients
who
had
a
lumpectomy
(removal of a tumor from the
breast)
rather
than
a
mastectomy (removal of the
entire breast).
IORT is carried out in patients
at the early stage of disease,
new
tumors
developed
in
different parts of the breast and
in surgical patients. Generally
Standard radiation therapy is
given for five days per week,
for a total of five to six weeks
depends on patient conditions.
With IORT, it is possible to
deliver a similar dose of
radiation in a single treatment
session. The main advantages
of IORT are it helps to preserve
more healthy tissue, shortens
the treatment time and to
reduce the side effects by
radiation.
Chemotherapy:
Neo-adjuvant
(or
primary
systemic)
breast
cancer
chemotherapy: it is used before
surgery in order to reduce
tumor size and to destroy
cancer cells. This type of
chemotherapy
often
makes
breast-conserving
surgery
possible.
Adjuvant
breast
cancer
chemotherapy: it is used in
order
to
eliminate
any
cancercells
remaining
after
surgery or radiation therapy
and also prevent the disease
from invasion to other parts of
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the body.
Chemotherapy
drugs:anastrozole, bevacizumab,capecita
bine, cisplatin,cyclophosphamide,
doxorubicin,doxorubicin
liposomalinjection,exemestane,
fluorouracil,gemcitabine,ixabep
ilone,letrozole,paclitaxel,and trastuzumab.
Hormonal therapy:
Tamoxifen
Chemoembolization:
The chemotherapy drugs are
mixed with microspheres is
injected through a catheter
directly into a tumor cells
without affecting the normal
cells of the body for a longer
period which block the blood
flow. Without a blood supply,
cells will not get enough
oxygen for its survival therefore
the tumor cells will die. By this
method the side effects like
nausea,
vomiting
can
be
minimized and the cancer lying
properties can be maximized.
References:
1. Intraoperative Radiation
Therapy for Breast Cancer.
Available from URL: https://
my.clevelandclinic.org/
2. Radiation therapy for breast
cancer. Available from URL:
http://www.cancercenter.com
3. http://my.clevelandclinic.org/
health/articles/intraoperativeradiation-therapy-for-breastcancer.
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FDA APPROVES RUCAPARIB FOR BRCA-POSITIVE OVARIAN CANCER
Lavanya S, Assistant Professor, Dept of Pharmacy Practice
Rucaparib
(Rubraca™)
was
approved by the Food and Drug
Administration (FDA) to treat some
women with advanced ovarian
cancer. The drug is approved for
women whose tumors have a
mutation in the BRCA1 or BRCA2
genes and whose cancers have
progressed despite treatment with
combination chemotherapies as
identified by an FDA-approved
companion diagnostic test. BRCA
mutation is seen in 15% to 20% of
ovarian cancers. Rucaparib is a
PARP (poly ADP ribose polymerase
enzyme) inhibitor which blocks the
enzyme that is responsible for
repairing damaged DNA of the
cancer cells. The cancer cell dies as
a result of accumulation of damaged
DNA. Previous studies show a
defective DNA repair mechanism in
cancer cells with BRCA mutation
which make them especially
sensitive to PARP inhibitors. A total
of 106 women with BRCA-mutated
advanced ovarian cancer received
rucaparib in the two early-phase
trials. Further clinical trials are
being
conducted
for
testing
rucaparib in ovarian cancers with

and without BRCA mutations.
Common side effects seen in the
women who received rucaparib
included nausea, fatigue, vomiting,
anemia, abdominal pain,
unusual
taste
sensations,
constipation,
decreased appetite, diarrhea, low
levels
of platelets in
the
blood,
and
trouble breathing.
Rucaparib may also cause serious
bone marrow problems such as
myelodysplastic
syndrome
and
acute myeloid leukemia similar to
other PARP inhibitors. Rucaparib is
the second approved PARP inhibitor
for BRCA-mutated ovarian cancer
after Olaparib which was approved
in 2014 for treatment of ovarian
cancers
in
combination
chemotherapy. Niraparib is the third
PARP inhibitor that has shown
positive results for ovarian cancer
with or without BRCA mutations.
FDA is reviewing Niraparib for its
likely approval.The diagnostic test
for
rucaparib
is
the
FocusCDxBRCAtest. It is based on
next
generation
sequencing
technology, recently approved by
FDA. Currently, the standard of care
for ovarian cancer includes testing

newly diagnosed women for
inherited, or germline, BRCA
mutations which
does
not
require
next
generation
sequencing
technology.
Germline testing is done
to
determine
whether patients
may be candidates for a PARP
inhibitor. And it also give
information to aid a patient’s
family choose whether they want
to undergo BRCA mutation
testing as well. Rare cases of
BRCA mutant ovarian tumors
caused by somatic mutation—
noninherited mutations that arise
over the course of a person’s life
are detected by tests that use
next generation sequencing. In
the upcoming years, somatic
BRCA testing may not be needed
if the indication for PARP inhibitors
is expanded to all women with
high-grade serious ovarian cancer.
References:
1.
FDA Approves Rucaparib for
BRCA-Positive Ovarian Cancer
Available from URL:
https://
www.cancer.gov/news-events/
cancer-currents-blog/2017/fdarucaparib-ovarian/

ADVANCED IMMUNOTHERAPY IN THE MANAGEMENT OF CANCER
Dr. Leena Pavitha P, Assistant Professor, Dept of Pharmacy Practice
The main goal of anti-cancer therapy pathways regulated by growth factors.
monoclonal
antibodies
is to inhibit the malignant activity of The
cancerous cells. The target activity of monotherapy has shown a wide range
Immunotherapy is to specifically block of positive results in the management of
Lymphoma
in
protein-protein interaction and to Non-Hodgkin’s
produce cytotoxic effects. The three combination with chemotherapy. The
main targets of Immunotherapy are principal antibody used in the antiTNF α converting enzymes (TACb), cancer therapy is Rituximab. Herceptin
Cathepsin-p and rrokinase plasmogen is the only antibody which targets the
activator. The most frequently used human epidermal growth receptor 2
monoclonal antibody are Rituximab protein and the only antibody that is
and eerceptin they are been used in approved by the FDA. Perfect target
the treatment of Breast cancer. In the for inhibition through the use of
last few years, the usage of antibody monoclonal antibodies are seen by
therapy in the management of cancer TACE/ ADAM17, Cathepsin S and
has shown significant results due to Urokinase plasminogen activator their
their high specific activity and high proteins shows abnormally high
selectivity in the methods involving expression in cancer cells. TACE (TNFsingle target molecule. The use of αenzymes) also now as A-Disintegrin
antibodies
totarget
different and etalloprotease responsible for
the
pathologically
tumorsassociated with antigens has solubilising
shown promising results which includes significant membrane substrate and it
surface glycoprotein associated with is an therapeutic target for the
treatment of various diseases.
clusters of differentiation, CTLA-A or

TACE has been used in various
tumour cells such as ovarian cancer,
breast cancer, pancreatic ductal
adenocarcinoma,
colorectal
carcinoma, gastric cancer stem
cells,
gastrointestinal
stromal
tumors(GIST), non- small cell lung
carcinoma and head & neck
cancer.
References:
1.Immunotherapy:
The
2016
Clinical Cancer Advance of the
Year,
Available
from
URL:
http://www.cancer.net/
blog/2016-02immunotherapy-2016clinical-cancer-advance-year,
2.
Advanced
Immunotherapy
Options Are the Future of Cancer
Treatment. Available from URL:
https://www.envita.com/cancer/
advanced-immunotherapy-optionsare-the-future-of-cancer-treatment/
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MALICIOUS EXOSOMES AS TARGET IN CANCER THERAPY
Kamala Ramanujan, Assistant Professor, Dept of Pharmacy Practice
Exosomes are nanovesicles
that are secreted from a
variety of cell types and
circulate in biological fluids
such as urine and plasma.
These
exosomes
hijack
membrane components and
cytoplasmic contents of these
cells and helps in intercellular
communication, by inducing
many physiological changes
such as transferring bioactive
lipids, nucleic acids, and
proteinsin the recipient cells.
These
tiny
vesicles
are
associated often with number
of human diseases, including
cancer, and are believed to be
responsible
for
tumor
progression and metastasis.
Recent studies also showed
that these exosomes can
attack the normal cells and
stimulate them to become
cancerous.
This advancement helps as
opportunities
to
develop
exosome-based therapies in
future in recent years, there
are advancements seen in
developing nanotechnology in
anticancer treatment creating
no harm in healthy tissues.
New nanotechnology
methods,such polymeric

nanoparticles,
liposomes, nanoshells,
carbon
nanotubes,dendrimers, super
paramagnetic
nanoparticles,
and
nucleic acid based nanoparticles and
antisense oligonucleotide to deliver
specific anticancer drugs, including small
molecular
weight
drugs
and
macromolecules have been developed in
recent
years.These
nanotechnology
platforms act as customized targeted
drug delivery system with a
capacity
to
destroy
the
malignant cells in large drug
dose without affecting healthy
cells. This method is a very useful
option for two reasons i.e. in
detecting and destruction residual
cancer cells. Removing residual
cancer cells with nanoparticles
using a new type of surgery, “PNB
Nano
surgery”
known
as
Plasmonic
NanoBubble
nanosurgery proudly called by the
researchers had a known success
with both methods, resulting in no
cancer reappearance in their
trials. The removal of malicious
exosomes using hemodialysis-like
procedure, dendritic-cell-derived
exosome-based vaccines also
include the other therapies that
involve exosomes.As mentioned
above the use of gold nano

particles
for
cancer
therapy
targetingmalicious exosome is used
because they act on the specific
proteins
involving
exosome
biogenesis, alsothe use of these
gold nanoparticles is tagged with
few limitations because a plenty
more
data
on
certain
pharmacokinetic properties are still
required, due to the lack of
standard
protocols
for
the
characterization of nanoparticlebased
medicines
and
their
biological effects are still not made
that easy. The Food and Drug
Administration (FDA) and the
Nanotechnology Characterization
Laboratory (NCL) are working on
safety
protocols
in
using
nanomedicines before applying
them clinically. Concluding, the
study says that nanotechnology as
one of the major calculated
objectives
for
research
and
metamorphosis of all these efforts
should support this new technique
of cancer treatment targeting the
malicious exosomes.
References:
1.Young Hwa Soung, Shane Ford,
Vincent Zhang,
Jun Chung.
Exosomes in Cancer Diagnostics.
Cancers (Basel) 2017; 9(1): 8.

SKIN CARCINOMA AND MERKEL CELL CARCINOMA (MCC)
Dr.D.Krishna Kumar, Professor & Head, Dept of Pharmacy Practice
There are several types of skin cancer
occurs in humans due to high
proliferation of the cells.
Types of skin carcinoma [1]:
1.Basal
and
squamous
cell
carcinomas- It is most common type of
skin
cancersalso
rarely
spread
through other parts of the body and
usually can be cured with surgery
2.Melanomas- cancer develop from
melanocytes, these are much less
common than basal and squamous
cell cancers, but there are higher
chances to spread and be lifethreatening if not diagnosed at an
early stage
3.Other less common types of skin
cancer [2]
•Kaposi sarcoma
•Lymphoma of the skin
•Skin adnexal tumors (tumors that
start in the hair follicles or skin
glands)
•other various types of sarcomas
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Merkel cell carcinoma (MCC) [3]
Merkel cell carcinoma (MCC) is an
uncommon skin cancer.
Merkel cells- Merkel cells are also
known as skin neuroendocrine cell,
they have some features similar with
nerve cells and hormone-secreting
cells. Merkel cells are located at the
base of the epidermis layer of the skin
and close to nerve endings in the skin.
Merkel cell carcinoma (MCC)
Merkel cell carcinoma starts due to
uncontrolled cell proliferation. MCC is
also sometimes called neuroendocrine
carcinoma of the skin. Another name
for MCC is trabecular carcinoma.
The most often cause of these cancer
is on sun-exposed parts of the skin,
such as the face (the most common
site), neck, and arms.
However, MCC can start any parts of
the body. Merkel cell tumourslooks like
firm, pink, red, or purple lumps or
bumps on the skin. The lumps are
usually painless, but sometimes
become ulcers or sores.
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Management
If identified early, MCC is treatable
with
surgical
and
nonsurgical
therapies. Patients are usually first
treated with surgery. The patients
with advanced stage may receive
adjuvant treatments such as radiation
therapy followed by chemotherapy.
Surgery
Surgery is the most common treatment
for Merkel cell carcinoma. Typically a
safety margin of up to 1 inch of normal
skin around the tumor will be
removed, along with underlying fatty
and fibrous tissue as well, to ensure
that all cancer cells have been
removed. Patients without lymph-node
involvement have a greater than sixty
percent chance of high survival rate.
Radiation Therapy
Radiation therapy is given to destroy
any remaining cancer cells following
surgery to remove Merkel cell tumors.
Radiation is used to treat the area
surrounding lymph nodes that have
been surgically removed.

Pharma Tab
Chemotherapy
•Platinum-based
chemotherapeutic agents can be
used against Merkel cell carcinoma.
Patients with spread of cancer to
the distant areas of the body
also
treated
with chemotherapy.
•Neoadjuvant chemotherapy may be
given for some patients with large
Merkel cell tumors (size > 2
centimeters) or spread with lymph
node.
•Etoposide is given intravenously or

orally individual drug or in combination
with other drugs. The common
combination
therapy
is Etoposide
with
carboplatin
(or cisplatin) for
MCC advanced stages.
•Avelumab (Bavencio), an anti–
programmed death ligand-1 (anti-PDL1)
immunoglobulin
G1
(IgG1)
monoclonal antibody -approved by the
US Food and Drug Administration
(FDA) in March 2017 for metastatic
References:
1.https://www.ncbi.nlm.nih.gov/

pubmedhealth/PMHT0024658/, accessed on
03.11.2016.
2.Apalla
Z,
Nashan
D,
Weller
RB, Castellsagué X. Skin Cancer:
Epidemiology,
Disease
Burden,
Pathophysiology, Diagnosis,
and
Therapeutic
Approaches.DermatolTher
(Heidelb). 2017;7:5-19.
3.Schadendorf D, Lebbé C, ZurHausen
A, Avril MF, Hariharan S, Bharmal M,
Becker JC. Merkel cell carcinoma:
Epidemiology,prognosis,therapy and
unmet
medical
needs.Eur
J
Cancer.2017;71:53-69.

CASE REPORT ON RELAPSING HODGKINS LYMPHOMA
Keren Ann George, IV Pharm.D
A 55 years old female patient
presented with complaints of painless
swelling of the lymph node on the left
side of the lower abdomen. She also
presented with high grade fever for
two weeks, rigor and chills, fatigue,
anorexia, loss of weight.
She was already diagnosed with
Hodgkin’s Lymphoma (HL) on the
right inguinal node. She had
completed 12 cycles of ABVD
chemotherapy
regimen
which
contains
Adriamycin
(25mg/m²),
Bleomycin (10IU/m²), Vinblastine
(6mg/m²), and Dacarbazine (375mg /
m²).
On examination she was found to be
conscious, oriented, febrile and Pallor
was
present.
A
generalized
lymphadenopathy was seen with a
discrete, firm, rubbery, non tender
inguinal
node
of
size
2×2
centimeters. Her blood investigations
revealed hemoglobin of 110 g/dL, a
total count of 2.7×103 /mm3,
lymphocytes 58%, eosinophils 7%,
RBC count was found to be
3.02×10⁶ /mm3. Her liver function
tests showed the levels of AST to be
38U/L, ALT was 40 U/L, ALP was 112
U/L, direct Bilirubin 3.5 mg/dL and
indirect bilirubin to be 1.20 mg/dL. A
normocytic,
hypochromic
RBCs
shifted to the left and eosinophilia
and
thrombocytopenia
were
presented on blood examination. PET
scan revealed aa mass of tumor in the
left inguinal node.

Fine Needle Aspiration Biopsy of the
left inguinal node showed a scattered
lacunar classical Reed-Sternberg’s
cells set in a background of reactive
lymphocytes, eosinophils and plasma
cells with varying degrees of collagen
fibrosis/ sclerosis. An increase in the
lymphocyte levels, reduced number
of erythrocytes, altered hepatic
enzyme levels reveals the systemic
changes in the body due to this
disease, PET Scan and Biopsy
confirmed the presence of tumor and
the past medical history indicates a
metastasis of Hodgkin’s lymphoma to
the left inguinal node which is
Nodular sclerosing type-Stage- I B.
The goals of therapy was to achieve
either
a
complete
remissiondisappearance of all evidence of
disease or at least achieve partial
remission- regression of disease and
no new sites of disease. The
treatment options for this patient can
be either Radiation therapy (Involved
field/ site/ node radiation) or
Chemotherapy
(Induction/Salvage
therapy) or Stem cell transplantation.
Since already induction therapy with
ABVD was employed, salvage
therapy is the final option. According
to the NCCN Clinical Practice
Guidelines in Oncology, GemOx
regimen is the salvage therapy for
relapsed Hodgkin’s lymphoma with
manageable toxicity. No mobilization
failures were observed. Consolidation
after response is needed. Its efficacy

and favorable toxicity profile might
make
multiple
administrations
possible in several recurrences in HL.
According to this, Gemcitabine 1200
mIU and Oxaliplatin 150 mIU was
administered weekly for next 7
weeks. She was asked to follow up
every 2-4 months for one year and
every 6 months for next 5 years. The
following parameters were to be
monitored regularly- CBC, LDH, ESR,
TFT (every time), X Ray Chest, CT
Chest, PET scan (every 6 months),
Mammography annually, Vaccinespneumococcal,
influenza
and
meningococcal and Screening for
secondary malignancies.
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CASE REPORT ON RENAL CELL CARCINOMA
Muthu Kumar, IV Pharm.D
INTRODUCTION
Renal cell carcinoma (RCC) is also
called
hypernephroma,
renal
adenocarcinoma, or renal or kidney
cancer. In all type of renal tumors,
RCC accounts for 90%. It is the most
worst and lethal urological tumor.
The RCC cases are increases 2.5%
annually. The early state of the
diseases was diagnosed with the
help
of
imaging
diagnosis
techniques (ultrasound, CT scan,
MRI) in recent years. The time of
diagnosis place a main role in
patient recovery. The primary
treatment for RCC is either partial or
complete removal of the affected
kidney(s).
CASE PRESENTATION
A 61 year old male came to hospital
with complaints of pyrexia, nausea
and headache. on investigation he
told has a history of fever for the past
three weeks with three episodes of
rigors, loss of appetite and some

weight loss. He doesn’t have any
urinary
problems.
During
examination his skin looks pale and a
palpable mass was seen in the right
lower quadrant and lumbar region.
There were no signs of peritonitis
and palpable liver and spleen. His
pulse rate was 125/minute, BP
120/85 and temp 39.6 degree
Centigrade.
His
laboratory
investigations show the following:
Hb 14.0 g/dL, WCC 11.6 × 10(9)/litre
and Platelets 237 × 10(9)/litre.
Electrolytes and urea were as
follows: Na 133 mmol/litre, K+ 4.2
mmol/litre, Urea 5.1 mmol/litre and
Creatinine 78 micromol/litre. Chest X
ray didn’t show any abnormality. The
patient had undergone Ultrasound
Scan investigation which shows
echo-dense area in the renal area,
suggestive of a renal tumor. His
subsequent CT scan revealed a mass
in her right kidney. He undergone
right side nephrectomy after full

staging procedures and appropriate
investigations.
DISCUSSION
The Renal cell carcinoma (RCC) is
asymptomatic until the disease gets
advanced. More than 25% of RCC
patients
either
have
distant
metastases or significant localregional disease. There are three
symptoms are seen in patients
namely haematuria, flank pain and
abdominal mass. Ultrasound scan
was used as screening test, and CT
imaging was used to identify
malignant features.
CONCLUSION
Our case report shows that pyrexia
also a clinical presentation for Renal
Cell Carcinoma with unknown
pathophysiology.
REFERENCE
1. Young Hwa Soung, Shane Ford,
Vincent Zhang, Jun Chung.
Exosomes in Cancer Diagnostics.
Cancers (Basel) 2017; 9(1): 8.

AWARDS AND PRIZES
1. Mr.Muthukumar, Fourth Year Pharm.D student won the second place for his oral presentation in the International
Conference on Pharmacoepidemiology and Pharmacoeconomics, held on 17 & 18, Feb, 2017, organized by
Chalapathy Institute of Pharmaceutical Sciences, Andhra Pradesh.
2. Ms.Saraswathy, Internship student won the second place for her case presentation competition Pharmacy
Practice case review-2017 held on 13th Feb, 2017 organized by Department of Pharmacy Practice, Sri Ramachandra
University, Porur, Chennai.
3. Ms.Keren Ann George and Ms. Bindhu Bhargavi MVN won the prize for the oral presentation in the International
conference on Clinical Pharmacy Practices- Recent Perspectives held on 7 th -9th September 2016 organized by Sri
Ramachandra University.
4. Ms.Keren Ann George, won the first place for the poster presentation in the National conference on ‘Rational Use
of Medicines – Current Scenario and Way Forward’ – held on 8th Aug,2016, organized by SRM College of Pharmacy,
Chennai.
5. Ms.Lavanya, Flora P, Mishal Baby, Oliver Joel G, won the special award for the presentation in the ‘Obesity and
Metabolic Syndrome at Midlife and beyond’ held on 6th and 7th August 2016, organized by Indian Manupausal
Society South Zone.
6. The fourth Pharm. D students attended the ‘Second International Conference on Clinical Pharmacy -CPCON,
2016, Catalyzing Changes in Healthcare Practice’ organized by Manipal College of Pharmaceutical Sciences.
(i) Muthukumar presented a podium presentation on the topic ‘Study on Perinatral Outcome in Gestational
Hypertension and Preeclampsia among Pregnant Women.’
(ii) Keren Ann George presented a paper on ' A Study on Efficient Reporting of Adverse Drug Reactions Using
Tracer Techniques'
(iii) The students also visited the Manipal museum of Anatomy and Pathology. The students also participated in
the cultural competition held there and won prizes.
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Our Faculty member Dr.Krishna Kumar, presented and gave hands on training to the Post
Graduate Medical students in the “National workshop on Pharmacogenomics and bioinformatics”, conducted on 26th Jan, 2017, JIPMER, Pondicherry
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Our Pharm.D students attended National Workshop on Study Designs In Clinical Trials
(NWCT-2017) on 3rd & 4th February, 2017. It was organized by Department of Clinical
Pharmacology & Department of Pharmacology, SRM Medical College Hospital &
Research Centre, Kattankulathur, Chennai – 603 203

For details and feedback contact:
Department of Pharmacy Practice

C.l. Baid Metha College Of Pharmacy
Rajiv Gandhi Salai, Jyothi Nagar, Thorapakkam, Chennai – 600097.
Phone: 044-24960151, 24960425, 24962492 (DIC: Extn-37) Mail: dicclbaid@gmail.com
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