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INSULINOMA
An
insulinoma
is
a
rare
neuroendocrine
tumor
of
the
pancreas characterized by the
excessive production of insulin.
Normally, the pancreas makes more
insulin when blood sugar is high and
less when those levels drop. But in
insulinoma, the tumor will keep
making insulin even when the blood
sugar gets too low. These tumors are
usually small (less than 2 inches) and
more than 90% of all insulinomas are
benign1.
SYMPTOMS
Hypoglycemia, confusion, sweating,
weakness,
anxiety
and
fast
heartbeat. If the blood sugar drops
very low, patient may faint or go into
a coma2.
EPIDEMIOLOGY
Women are slightly more likely to
have them than men, and most
people get in between ages 40 and
60. Patients with genetic diseases
like multiple endocrine neoplasia,
von hippel-lindau syndrome (tumors
and cysts grow in many organs
throughout the body) andtuberous
sclerosis are more prone to develop
insulinoma3
PATHOPHYSIOLOGY
The expression of MEN 1, gene of
multiple endocrine neoplasia type 1
and phosphorylated mechanistic

target
of
rapamycin
(p-mTOR)
signaling pathway is considered as
pathophysiological factors of
insulinoma3.
DIAGNOSIS
Failure
of
endogenous
insulin
secretion to be suppressed by
hypoglycemia is the main feature.
The
biochemical
diagnosis
of
insulinoma includes prolonged fasting
(up to 72 h) results like
•Serum insulin levels of 10 µU/mL or
more (normal < 6 µU/mL)
•Glucose levels of less than 40 mg/dL
•C-peptide levels exceeding 2.5 ng/
mL (normal < 2 ng/mL)
•Proinsulin levels greater than 25% (or
up to 90%)
•Screening for sulfonylurea negative4
Investigational
studies
includes
Endoscopic
ultrasonography,
transabdominal
high-resolution
ultrasonography,
Computed
tomography (CT) sensitivity, Magnetic
resonance imaging (MRI)5
TREATMENT
Pharmacologic therapies are
•Diazoxide
(Reduces
insulin
secretion)
•Somatostatin analogs (octreotide,
lanreotide)
•Antineoplastic agents like

Everolimus (Mtor kinase inhibitor),
Streptozocin .
Surgical procedures are
•Laparoscopic surgery
•Enucleation
•Pancreatico duodenectomy5
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HURTHLE CELL CARCINOMA
Hurthle cell cancer is a rare type of
thyroid carcinoma and it is usually
classified with follicular thyroid
carcinoma. Hurthle cell cancer has
about 3-10% reported cases in past
years. There are both benign hurthle
cell tumors and malignant hurthle
cell tumors similar to that of follicular
cancer. The pathological difference is
based on invasion of the capsule and
the blood vessels. [1]
Hurtle cell carcinoma mostly occurs
in older patients and they widely
spread to the lymph nodes and they
may reoccur back in the neck and it
may also spread to the lungs
CAUSES
•Radiation
•Iodide deficiency
•Overexpression of the p-53 oncogene
•Mutation of the thyrotropin receptor
•Somatic gene mutation

•Activation and mutationin the rasoncogene
CLINICAL PRESENTATIONS [2]
•Lump in the neck
•Pain in the neck
•Hoarseness of voice
•Shortness of breath
•Difficulty in swallowing

External radiotherapy
 Chemotherapy- The drugs include
Multi-kinase inhibitors, selective kinase
inhibitors, and combination therapies
such as Sorafenib, Gefitinib, Axitinib,
Motesanib, Sunitinib, and Pazopanib.[2,4]
REFERENCE
1. https://vsearch.nlm.nih.gov/vivisimo/

DIAGNOSIS [3]
•Examination of the neck
•Thyroid biopsy
•Blood tests
•Imaging tests- CT, MRI

cgibin/querymeta?v%
3Aproject=medlineplus&v%
3Asources=medlineplusbundle&query
=hurthle+carcinoma.
2.Https://www.mayoclinic.org/diseases-

TREATMENT[4]

conditions/hurthle-cell-cancer/

Surgery-Total or partial removal of the
thyroid (thyroidectomy).
Radioactive iodine-131 treatment
Levothyroxine treatmentLevothyroxine treatment is started with
dose of 131I. The dose of T4 in adults is
2.2-2.8 mcg/kg.

diagnosis-treatment/drc-20373577.
3.https://medlineplus.gov/
endocrinediseases.html
4.https://emedicine.medscape.com/
article/279462-treatment

PHYTOESTROGENS BENEFITS IN WOMEN
Phytoestrogen is a naturally occurring
compound which is found in many
plants. The name is a combination of
the greek word “phyto” means plant
and the similar structure of sex
hormone estrogen. It is also known as
endocrine disruptors that interfere
with the normal function of hormones
in the body. Since it is structurally
similar to that of estrogen it either
mimic or block its effects.
Estrogen is an essential hormone for
female development and fertility. Men
also have estrogen but at lower levels.
Estrogen binds to its receptor in the
cells travel to the cellnucleus, or
command center, to change the
expression of several genesthereby
exert its action. Cell receptors for
estrogen are not very selective. In
such cases substances which
are structurally similar can bind with
this receptors and activate them.
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In same way Phytoestrogen bind
weakly
to
estrogen
receptor,
producing a weaker response than a
normal estrogen.
Phytoestrogens belong to a larger
group of plant compounds called
polyphenols.
Polyphenols
have
antioxidant effects and neutralize
harmful free radicals. So it has variety
of beneficial effects especially in
postmenopausal women. The four
main families of Phytoestrogen were
found to be Isoflavones, Lignans,
Coumestans and Stilbenes.
Foods that contain Phytoestrogen:
Fruits:
Apples,
carrots,
pomegranates,
strawberries,
cranberries, grapes
Vegetables: Yams, lentils, alfalfa
sprouts, mung bean sprouts
Soy and soy products: Soybeans,
tofu, tempeh, miso soup and paste
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Nuts and seeds: Flaxseeds, sunflower
seeds,
sesame
seeds,
almonds,
walnuts
Herbs: Red clover, licorice root, hops
Beverages: Coffee, bourbon, beer, red
wine
Grains: Oats, barley, wheatgerm
Oils: Olive oil, jasmine oil
Health benefits:
May Reduce Risk Factors for Heart
Disease
Prevent osteoporosis
Prevent skin aging after menopause
May reduce chronic inflammation
May reduce certain types of cancer
(prostate, colon, gut, endometrial and
ovarian cancer)
How to take Phytoestrogen:
Add 1–2 tablespoons of flaxseeds to
your smoothies
Have a soy-based meal two to three

Pharma Tab
per week
Eat a few pieces of fruit, such as
strawberries, cranberries and grapes,
daily
Warnings:
The
safety
of
Phytoestrogen
supplements is still unclear.

References:
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PARATHYROID HORMONAL COMPLICATION IN CHRONIC KIDNEY DISEASE
Magimai Upagara Valan, Asst. Professor, Dept. of Pharmacy Practice
The National Kidney Foundation —
Kidney Disease Outcomes Quality
Initiative (NKF-K/DOQI) defined CKD as
the presence of structural and
functional symptoms of renal damage
for at least three months with or
without a glomerular filtration rate
(GFR) decrease [1].The sustained
progressions of renal functions initially
starts with asymptomatically, but in the
further stages of CRF, various
symptoms and disorders including
water-electrolyte imbalance disorders
(volume
overload,
hyperkalemia),
metabolic
acidosis,
hypertension,
anaemia and hyperphosphataemia with
bone disease may be observed. Uraemia
symptoms include disorders of the
gastrointestinal tract (lack of appetite,
nausea, vomiting), circulatory system
(pericarditis, muscle overgrowth in left
ventricle), nervous system (peripheral
neuropathy, concentration disorders,
coma, brain death) which have no direct
connection
to
the
absolute
concentration of blood urea nitrogen
(BUN) or creatinine [2] .
Endocrinological
complications
chronic kidney disease [2, 3]

in

In patients with CKD, so many extra
renal complications may be frequently
reported. As a result of GFR decrease,
metabolic disorders occurs leading to
increased morbidity and mortality risk,
principally because of cardiovascular
disease. Endocrinological disorders also
occur
more
frequently
due
to
elimination impairment. The kidneys
play a significant part in maintaining
homeostasis in an organism.

They participate in the excretion of
various
hormones
like
cortisol,
aldosterone, gonadotropins, thyroid
gland hormones, and catecholamine and
in biodegradation of peptide hormones
such as parathormone, calcitonin and
insulin. In patients with uraemic
syndrome impairment of hormone
excretion and biodegradation has been
observed, as well as disorders affecting
excretion, transportation and binding
hormones with target cells, frequently as
a result of receptor resistance. Renal
replacement therapy in the advanced
stages of renal failure insignificantly
influences
the
compensation
of
endocrine disorders.

concentration of ionized calcium and
increased excretion of PTH occur, and
PTH excess leads to the development of
secondary
hyperparathyroidism
mobilising calcium and phosphorus ions
from osseous tissue. These disorders
are intensified by resistance on calcium
and vitamin D receptor level as well as
an excessive number of factors
restraining the production of active
vitamin D. In stage 4 of CKD,
hypocalcaemia, hyperphosphataemia,
decreased concentration of vitamin
1,25D and an approximately 4-fold
increase in PTH concentration are
common. In stage 5 of CKD, PTH
concentration
increases
greatly.
Therapy in a case of secondary
PTH and kidneys [4]
hyperparathyroidism is the domain of
All stages of CKD are accompanied by nephrology.
calcium-phosphorus balance disorders,
and
severe
secondary Reference
hyperparathyroidism is a frequent 1.Levey AS, de Jong PE, Coresh J et al.
complication in advanced CKD and in The definition, classification, and
dialysed patients. Parathormone (PTH) is prognosis of chronic kidney disease: a
considered to be a uremic toxin and its KDIGO
Controversies
Conference
concentration in serum increases when report. Kidney Int 2011; 80: 17–28
GFR drops below 50–70 mL/min. 2.Hallan SI, Coresh J, Astor BC et al.
prolonged excess of PTH leads to bone International
Comparison
of
the
mass
loss
and
extraskeletal Relationship of Chronic Kidney Disease
calcifications,
primarily
in
the Prevalence and ESRD Risk. J Am
cardiovascular
system.
Excessive Soc Nephrol 2006; 17: 2275–2284.
retention of phosphorus due to its 3.Coresh J, Selvin E, Stevens LA et al.
decreased ejection by the kidneys Prevalence of chronic kidney disease in
commences in stage 3 of CKD. In this the United States. JAMA 2007; 298:
period, active renal parenchyma mass 2038–204
decreases, which leads to a decreased 4.Weir MR, Fink JC. Salt intake and
production of vitamin D active form progression of chronic kidney disease:
(calcitriol; 1, 25-OH D3) and impaired an overlooked modifiable exposure? A
calcium
absorption
from
the commentary. Am J Kidney Dis 2005; 45:
gastrointestinal tract. As a result of 176–188.
these abnormalities, decreased
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THYROID DISEASE DURING PREGNANCY
S.Lavanya, Asst. Prof. Dept. of Pharmacy Practice
Thyroid hormones play a key role in the
regulation of early development and in
the maintenance of a normal pregnancy
and in the development of the foetal
brain. An awareness of newbornsare
crucial for the successful management of
hypothyroidism and hyperthyroidism.
Increased level of human chorionic
gonadotropin (hCG) which results in
decreased
secretion
of
thyroid
stimulating hormone (TSH) in first
trimester of pregnancy.[1]
Thyroid disease is a common occurrence
during pregnancy, and may be
associated with obstetric, labour, and
delivery complications. Severe maternal
hypothyroidism has been associated
with cognitive delay in early childhood.
Even if there is no detectable thyroid
dysfunction, the presence of maternal
antithyroperoxidase antibodies (TPOAb)
increases the risk of miscarriage and
preterm delivery.[2]
Hypothyroidism & Pregnancy[3]
Most
women
who
develop
hypothyroidism during pregnancy have
mild disease and may experience only
mild symptoms or sometimes no
symptoms. However, having a mild,
undiagnosed condition before becoming
pregnant may worsen a woman’s
condition. A range of signs and
symptoms may be experience. Untreated
hypothyroidism, even a mild version,
may
contribute
to
pregnancy
complications. Treatment with sufficient
amounts
of
thyroid
hormone
replacement significantly reduces the
risk
for
developing
pregnancy
complications
associated
with
hypothyroidism, such as premature
birth,
preeclampsia,
miscarriage,
postpartum hemorrhage, anemia and
abruption placentae. TSH levels may be
checked one to two weeks after the
initial dose adjustment to be sure it’s
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normalizing.Levothyroxine sodium pills
are completely safe for use during
pregnancy. The physician prescribe
thyroid hormone pills at least one-half
hour to one hour before or at least four
hours after eating or taking ironcontaining prenatal vitamins and calcium
supplements, which can interfere with
the absorption of thyroid hormone.
Symptoms of hypothyroidism:
Constipation, difficulty concentrating or
memory problems, sensitivity to cold
temperatures, and muscle cramps.
Causes of thyroid disease in pregnancy,
extreme tiredness, and weight gain.
Hyperthyroidism & Pregnancy[3]
Graves’ disease is an auto immune
disease which is commonly caused by
hyperthyroidism. While not treating
hyperthyroidism can be risky for mother
and foetus, the use of the anti-thyroid
drugs methimazole (MMI) or propyl
thiouracil (PTU) in the first trimester,
which is the period of organ
development, also possess risks. In
addition, as a result of the changes in
thyroid physiology, thyroid-function tests
should be interpreted differently in
pregnant women than non-pregnant
women. The definition of the upper limit
of normal for TSH has been particularly
controversial. There is a downward shift
of the TSH reference range during
pregnancy, with a reduction in both the
lower (decreased by about 0.1-0.2 mU/L)
and the upper limit of maternal TSH
(decreased by about 0.5-1.0 mU/L),
relative to the typical non-pregnant TSH
reference range. This decrease is largest
in the first trimester and gradually rises,
but even in the third trimester remains
lower than for non-pregnant women.
Radioactive iodine, which is typically
used to treat Graves’ disease, cannot be
used during pregnancy because it easily

Newsletter | December 2017 | C.L. Baid Metha College of Pharmacy

crosses
the
placenta,
potentially
damaging the baby’s thyroid gland and
causing hypothyroidism in the baby.
When hormones reach the desired
levels, drug doses can be reduced. This
approach
controls
hyperthyroidism
while minimizing the changes of a baby
developing
hypothyroidism.
Hyperthyroidism, if untreated, can lead
to stillbirth, premature birth.Sometimes
it leads to fetal tachycardia,if it is not
treated promptly a woman could
miscarry during the first trimester;
develop congestive heart failure,
preeclampsia, or anemia; and, rarely,
develop
a
severe
form
of
hyperthyroidism called thyroid storm,
which can be life threatening.if it is not
treated promptly a woman could
miscarry during the first trimester;
develop congestive heart failure,
preeclampsia, or anemia; and, rarely,
develop
a
severe
form
of
hyperthyroidism
called
thyroid
storm, which can be life threatening[3].
Symptoms of hyperthyroidism include
the following:
Irregular heartbeat, nervousness, severe
nausea or vomiting, slight tremor, and
weight loss or low weight gain for a
typical pregnancy.
References
1.Laurberg
P,
Andersen
SL,
Endocrinology in Pregnancy: Pregnancy
and the incidence, diagnosing and
therapy of Graves' disease, Eur J
Endocrinol, 2016;175:R219–30.
2.Mannisto T, Mendola P, Grewal J, et
al., Thyroid diseases and adverse
pregnancy outcomes in a contemporary
US cohort, J ClinEndocrinolMetab,
2013;98:2725–33.
3.Dieguez M, Herrero A, Avello N, et al.,
Prevalence of thyroid dysfunction in
women in early pregnancy: does it
increase
with
maternal
age?,Clin Endocrinol (Oxf), 2016;84:121–6.
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MELATONIN AND DEPRESSION
K.Bharathi Priya, Asst. Professor. Dept. of Pharmacy Practice
Melatonin is a hormone secreted
naturally by the pineal gland.
Melatonin is known as N-acetyl-5methoxy-tryptamine. It is derived from
tryptophan, later converted into the
neurotransmitter serotonin and then to
melatonin.[1]
Melatonin
helps
in
regulating
hormones
and
maintains the
circadian
rhythm.
Circadian rhythm is a bio-clock
which helps in maintaining the
sleep wake cycle. Circadian rhythm
plays
an
important
role
in
physiological functions of the body
such
as
heart
rate,
cell
metabolism and immune response.
Abnormal circadian cycles can result
in physiological and psychological
imbalances, which can lead to
neuropsychiatric disorders.

Various disorders like anxiety, panic
disorder,
migraines,
depression,
insomnia,
narcolepsy,
epilepsy,
schizophrenia, Parkinson’s disease,
autism and Alzheimer’s diseases has a
close link with the levels of melatonin.[2]
Depression has symptoms like lack of
energy,
hopelessness,
negative
thoughts, sleep disturbances, thoughts
of suicide and also presented as
daytime drowsiness, sleeplessness,
muscle pain, gastrointestinal ailments,
headaches.
Lack
of
serotonin
causes
mood
changes
and
is
responsible for a poor
state
of
mind.
Melatonin
can
improve
symptoms of depression, those related
to sleep disturbances. Melatonin is
effective in improving the sleep
quality in depression.[3]

Melatonin is effective in people who
suffer from seasonal affective disorder, a
condition
where
reduced
sunlight
exposure
can
cause
depression.
Melatonin administered to this group
enhanced in improving the sleep quality
and lessened depression.
References:
1.https://www.chronobiology.com/rolemelatonin-variety-neuropsychiatricdisorders/
2.Sun X, Wang Y, Jiang N, Du Z, Sun H, et
al. The Potential Role of Melatonin on
Mental Disorders: Insights from Physiology
and Pharmacology. Bipolar Disord 2016;
2:105. doi:10.4172/2472-1077.1000105
3.https://nootriment.com/melatonin-fordepression/

THYROID CANCER
Devi Akshitha Mandava, Asst. Professor. Dept. of Pharmacy Practice
Thyroid is a butterfly shaped gland that
is located anterior to the trachea and
below the larynx. Thyroid glands
secretes three hormones among them
thyroxin (T4) and tri-iodothyronine (T3)
and plays vital role in homeostasis.
Increased secretion of T4 and T3 leads
to certain types of carcinoma in the
thyroid. There are four major types of
cancer were reported. The location of
the cancer are papillary, follicular,
medullar and anaplastic. (1)
The presence of lump or nodule can be
located in front of the neck. It will be
considered as a morphological symptom
for thyroid cancer. It is examined by
using thyroid tissue for biopsy test. As
per American joint committee cancer
guideline suggested to observe the
extent of the tumor (T) and whether it is
spread near to the lymph node (N) or to
distant site (M).

Other than biopsy, diagnostic tests
such as blood test to observe blast cell,
ultrasound test, radioiodine scan and
positron emission tomography scan.
The diagnostic tests suggested are to
observe serum thyroid stimulating
hormone
concentration,
serum
calcitonin
stimulated
level
and
(2)
Polymerase chain reaction.

stimulating hormone, antithyroglobuline
levels should be monitor.(3)
References
1.https://www.cancer.org/cancer/
thyroid-cancer/detection-diagnosisstaging/signs-symptoms.html
2.https://www.cancer.net/cancer-types/
thyroid-cancer/symptoms-and-signs

The major treatment option is surgery
(total thyriodectomy). It means removal 3.https://www.ccalliance.org/getof all thyroid tissue except parathyroid support/screening/
gland. But most of the patients
experience dysphagia and vocal cord
paralysis. Another treatment option is
radioiodine
therapy
(131I).
After
removal of thyroid gland (six months)
the major complications would be
teretogenesis
and
spontaneous
abortions in pregnant women. If the
patient is under long term monitoring
followed by thyroidectomy, thyroid
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POLY CYSTIC OVARY SYNDROME
Dr.D.Krishna Kumar, Professor and Head, Dept. of Pharmacy Practice
Polycystic ovary syndrome (PCOS) is •Heavy bleeding: The uterine lining
one
of
the
most
common builds up for a longer period of time, so
endocrinological disorder affecting the periods it can be heavier than
5-12% of women in the world. PCOS is normal.
a “syndrome,” or group of symptoms •Hair growth: More than 70 percent of
that affects the ovaries and ovulation. women with this condition grow hair on
their face and body (hirsutism).
The women affected PCOS, many small
•Acne: Male hormones cause breakouts
fluid-filled sacs develop inside the
on areas like the face, chest, and upper
ovaries[1]. These sacs are actually back.
immature egg or follicles also they •Weight gain: Up to 80 percent of
enough to trigger ovulation. However, women with PCOS gain overweight or
the immature ovulation alters levels of obese.
estrogen, progesterone, FSH, and LH. •Male-pattern
baldness:
Due
to
The female hormones Estrogen and androgenic effect they may have
progesterone levels go down than androgenic alopecia.
normal, while androgen levels go up •Darkening of the skin: Dark patches of
higher than normal. So the increased skin can form in body creases like those
level of male hormone shows on the neck, in the groin, and under the
breasts.
androgenic effects and leads to altered
•Headaches: Hormone changes can
menstrual cycle.
trigger headaches in some women.
SYMPTOMS[2,3]
•Irregular periods: A lack of ovulation
prevents the uterine lining from
shedding every month.

DIAGNOSIS AND MANAGEMENT
OF PCOS[4]
Considered serum androgen test
and/or ovarian ultrasonography,

y

Figure 1. Management of PCOS [4]
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pregnancy test and measure serum
TSH,
prolactin,
and
17
hydroxyprogesterone
to rule
out
pregnancy,
thyroid
dysfunction,
hyperprolactinemia,
and
nonclassical congenital
adrenal
hyperplasia. Management of PCOS
given in Figure 1.
REFERENCES
1.Radosh L. Drug treatments for
polycystic ovary syndrome. Am
Fam Physician. 2009;79(8):671-6.
2.https://www.healthline.com/health/
polycystic-ovary-disease.
3.Richardson MR. Current perspectives
in polycystic ovary syndrome. Am
Fam Physician. 2003;68(4):697-704.
4.William T, Mortada R, Porter
S. Diagnosis and Treatment of
Polycystic Ovary Syndrome.
Am
Fam Physician 2016;94(2):106-113.
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Awareness camp on Diabetes, Hypertension and Obesity was conducted on
22.06.2017 in association with Department of Diabetes and Research, VHS
Hospital, Chennai.

Awareness rally on “Say No to Drugs” conducted on 27/06/2017 in
association with Commissioner of Police, Anti-narcotics and Drugs Division,
Chennai.
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V year Pharm.D students participated in the “2nd National Symposium on
Therapeutic Drug Monitoring” held on 11th- 13th July, 2017, organized by
Christian Medical College, Vellore.

Awareness camp on Hepatitis was conducted by the Pharm. D students on
3rd August 2017. The students distributed pamphlets to the patients at the
PHC, Thoraipakkam and Voluntary Health Services, Tharamani.
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Dr.T.K.Anand M.D, D.M Consultant Gastroenterologist gave a guest lecture
on the topic “Recent advances in the management of Hepatitis B and C” on
Hepatitis Day on 3rd August, 2017.

Stroke awareness camp was conducted on 31st August, 2017 and followed
by a guest lecture by Dr. Praveen Chander M.D, D.M., Consultant
Neurologist, Gleneagles Global Hospital, Chennai on “Awareness and
Management of Stroke”.
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Rally by students on’ Pharmacist Day’ on 25th September, 2017.

Fifth Year Pharm.D students participated in poster
presentation competition on “Stroke is Preventable” held on
29.10.2017, organized by Gleneagles Global Hospital, Chennai
during Stroke Day.
10
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Second year PharmD students participated in the 8th Asian School of
Pharmacy Conference from 27th- 29th October, 2017 organized by JSS
College of Pharmacy, Mysore.
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PRIZES WON BY OUR STUDENTS AND FACULTY MEMBERS
1. Dr.D.Krishna Kumar, Professor & Head and Ms.Bindhu Bargavi, Fifth Year Pharm D student won second place for
the poster presentation in the 2nd National Symposium on Therapeutic Drug Monitoring” held on 11th- 13th July,
2017, organized by Christian Medical College, Vellore.

2. Mr.Jerrin, Fifth Year Pharm D student won First place in the “Spot the error Quiz” in the 2nd National Symposium
on Therapeutic Drug Monitoring” held on 11th- 13th July, 2017, organized by Christian Medical College, Vellore.
3. Ms. Bindhu Bargavi, Fifth Year PharmD student won First place in the poster presentation on “Safe Care: Our
Principle Focus” organized by Fortis Malar Hospital, Chennai.

4. Oral presentation on liver disorders was conducted for the Pharm D students by the college on Hepatitis day on
3rd August, 2017. Ms.Bindhu Barghavi 5th Pharm D secured first place with a cash award of Rs.1000 followed by
Ms.Prukruthi of II Pharm D and Ms. Persis Flora, Pharm D Intern with a cash award of Rs.750 and Rs.500
respectively.

For details and feedback contact:
Department of Pharmacy Practice
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