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Acute renal failure 
secondary to ingestion 
of unknown mercury 
containing medicine‑not 
due to Ayurvedic 
medicine
Sir,
Recently published case study in IJN[1] seems to be an 
interesting one. The data has been presented in a very 
organized manner. But, the description of the case 
study clearly reveals the misconception of branding the 
drug as an Ayurvedic Medication just by the presence 
of mercury. Mercury has been an ingredient of not 
only Ayurvedic formulations but also of various other 
formulations of traditional systems of medicine such as 
Siddha, Unani, Tibetan and Chinese Medicine. Hence, 
presence of mercury alone cannot be attributed to 
Ayurveda.

The author has revealed that patient has a history 
of intake of medicine from a traditional healer since 
past 5 months. All traditional healers do not practice 
Ayurvedic system of medicine. The toxicity could 
be due  to wrong dosage and prescription practices. 
The name of the medicine has not been provided in 
the case study. Presence of mercury alone is not the 
criteria for toxicity. The chemical form administered has 
a major role to play. Ancient Ayurveda scholars were 
well aware of the toxicity of mercury, heavy metals, 
etc., and took utmost care during manufacturing and 
administering of these medicines. Untoward effects are 
seen when they are ignored. Mercury is not present 
in elemental form in Ayurvedic formulations and is 
usually prescribed in sulfide form and the safety of 
these dosage forms is also well‑established.[2] Safety 
of patients during treatment is the major cause of 
concern for the physicians of Ayurveda. The safety 
and efficacy of Ayurvedic drugs is being documented 
in many validated publications.[3]

The discussion part of this case study quotes about 
the harmful effects caused by the affinity of mercury 
with sulfur, but the fact is, when the drug itself is 
given in sulfide form possibility of toxicity is less. 
The method of preparation and administration is 
unique in Ayurveda and those should not be missed. 

Certain detoxifying and purificatory procedures 
like Shodhana, Marana, etc., with various herbs are 
adopted during the preparation of these mercuric 
and metallic formulations. If these procedures are 
not followed properly or skipped then ill‑effects are 
imminent. The poor pharmaceutical monitoring and 
licensing policies may be blamed, not the health care 
system. Recruitment of an Ayurvedic graduate is 
sufficient for the certification of Good Manufacturing 
Practices according to Drug and Cosmetic rules 
1945,[4] schedule  T,; but specialized post graduates 
must be appointed for appropriate monitoring of 
drug manufacturing and the preparation of mercury 
containing formulations.

Presently Ayurvedic drugs come under the purview of 
Drugs and Cosmetic (D and C) Act 1940 and D and C 
rules 1945. In this Act, Chapter IV‑A is especially 
devoted for ASU (Ayurveda, Siddha, and Unani) and 
they are presently addressed under AYUSH (Ayurveda, 
Yoga, Unani, Siddha, and Homeopathy) systems. The 
article lacks the description of the drug as the name 
is not known and whatever has been quoted by the 
authors in the article about “the drug” is not according 
to the set standards of D and C Act 1940. rather, 
it fulfills the criteria of misbranded  (section 33‑e), 
adulterated (section 33‑ee), and spurious  (section 
33‑EEA) drugs.[4]

It is requested that the information on toxicity to 
Ayurvedic medicines, if any, should be passed onto the 
regional or national pharmacovigilance centers of AYUSH 
for proper registration.

We suggest the use of the term ‘unknown drug’ rather 
than “Ayurvedic drug” in such cases.
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Immunosupression for 
patients of endocarditis 
with glomerulonephritis
Sir,
The case report on post‑infectious glomerulonephritis 
following infective endocarditis, which was amenable 
to immunosuppression, sheds light on an unusual 
but highly significant aspect in the management 
of infective endocarditis.[1] Immunosuppression in 
infective endocarditis is usually not indicated, and 
if given without adequate antibiotics, may lead to 
disastrous results. So, why use immunosuppression 
in such patients? In this letter, we would like to 
reiterate those clues that would prompt us for the use 
of immunosuppression in addition to antibiotics, in 
a case of subacute bacterial endocarditis  (SBE) with 
renal disease.

Subacute bacterial endocarditis, possibly due to circulating 
immune complexes, can cause a host of immunological 
problems. Prolonged infections can cause serological 
abnormalities, just as hepatitis B is associated with 
polyarteritis nodosa and hepatitis C with cryoglobulinemia. 
Infective endocarditis has been associated with positive 
cytoplasmic anti‑neutrophil cytoplasmic antibody 
(c‑ANCA) of the anti proteinase‑3(PR‑3) type which 
may mimic ANCA associated vasculitis with endocardial 
involvement.[2‑4] c‑ANCA positivity is considered 
pathogenic and can also cause features resembling 
granulomatosis with polyangitis  (Wegener’s disease), 
presenting with proliferative glomerulonephritis, lung 
nodules and pulmonary angiitis, along with rapid 
clinical deterioration despite appropriate antibiotics.[2,3,5] 
Other antibodies which may be found are low levels of 
rheumatoid factor, cryoglobulins, anti‑nuclear antibodies 
and anti‑cardiolipin antibodies. Such patients may not 
respond to antibiotics alone. As a corollary, an apparent 
case of ANCA associated vasculitis may actually be an 
infective endocarditis, which in certain instances is 
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usually misdiagnosed due to an absence of a significant 
heart murmur. Early initiation of immunosuppressants 
in such case may cause catastrophic sepsis. Therefore, 
determining the underlying cause of ANCA positivity is 
essential.[2]

Histological examination of involved organs in infective 
endocarditis, with multiple autoantibodies formation, 
is necessary to determine the treatment regime. It has 
been suggested that post‑infectious glomerulonephritis, 
and the presence of low titer of PR3‑ANCA (eg., less than 
25  IU/ml), usually responds to appropriate antibiotics 
alone. Alternatively, high titer of PR3‑ANCA (eg., more 
than 50  IU/ml) or failure to respond to antibiotics 
within a usual period of time usually warrant antibiotics 
with corticosteroids or immunosuppressants.[2,3] 
Similarly, pauci‑immune crescentic glomerulonephritis 
or vasculitis may need immunosuppressants along with 
antibiotics. Interstitial nephritis may be drug induced, 
especially β‑lactams or ANCA associated, and usually 
requires immunosuppression. Renal disease with 
anti‑phospholipid positivity may require warfarin.[2,3]

Another indication of immunosuppression, apart from 
infective endocarditis with ANCA positivity failing to 
respond to antibiotics alone, is culture negative endocarditis 
secondary to a vasculitis, the echocardiographic picture of 
which closely resembles SBE.[2]

Therefore, in a case of SBE with worsening renal 
function, tissue biopsy is essential, along with evaluation 
for autoantibodies like PR3‑ANCA. Secondly, in a case 
of endocarditis with ANCA positivity, it is necessary 
to determine the cause of endocarditis as vasculitis 
or infection, as the latter would probably require 
immunosuppression along with antibiotics.
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