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Abstract: Originally approved by the U.S. Food and Drug Administration (FDA) for its antihis-
tamine properties, clemastine can also promote white matter integrity and has shown promise in
the treatment of demyelinating diseases such as multiple sclerosis. Here, we conducted an in-depth
analysis of the feasibility, safety, and neuroprotective efficacy of clemastine administration in near-
term lambs (n = 25, 141–143 days) following a global ischemic insult induced via an umbilical cord
occlusion (UCO) model. Lambs were randomly assigned to receive clemastine or placebo postnatally,
and outcomes were assessed over a six-day period. Clemastine administration was well tolerated.
While treated lambs demonstrated improvements in inflammatory scores, their neurodevelopmental
outcomes were unchanged.

Keywords: ovine model; neonates; brain hypoxia-ischemia; clemastine; asphyxia

1. Introduction

Clemastine is an FDA-approved antihistamine that also exhibits anti-muscarinic ac-
tivity. Via H1-receptor (H1R) antagonism, clemastine impacts mast cell function to limit
allergic responses [1]. Following brain ischemia, mast cells proliferate at the injury site,
and their number rapidly and persistently increases for days and weeks, contributing to
inflammation [2]. Interestingly, the H1-receptor is also expressed in the hypothalamus,
hippocampus, brainstem, thalamus, and cortex of the central nervous system (CNS). In
addition to affecting allergy responses, clemastine thus also demonstrates neuroprotective
effects. The H1R can activate neurons by increasing intracellular Ca2+. In this capacity, the
H1R participates in the regulation of motor function, arousal, and cognition [3,4]. Mus-
carinic acetylcholine receptors, similar to H1R, are developmentally regulated G protein-
coupled receptors (GPCRs) broadly expressed in the CNS [4–6]. The highest concentrations
of muscarinic M1 receptors are found in cortical layers III and V/VI regions on pyramidal
neurons and the hippocampus. Located postsynaptically, they are predominantly associ-
ated with excitatory synapses but are also found at cholinergic synapses [7]. M1 receptors
were also identified at the level of brain arterioles, capillaries, and venules, thus playing
an important role in regulating brain perfusion [8]. In addition, M1 receptors are also
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expressed on microglia and may regulate microglia-OPC crosstalk during developmental
myelination [9]. Clemastine is often produced in salt form with fumaric acid in order to
improve its solubility and bioavailability [3]. The fumarate component of clemastine also
has immune-modulatory properties altering immune cell composition and phenotype,
thereby restricting CNS infiltration [10]. In this capacity, fumarate has been used with some
success in the clinical treatment of multiple sclerosis [11]. Fumarate acts via nuclear factor
erythroid-derived 2-related factor (Nrf2)-dependent and independent pathways that have
been observed to be neuroprotective in neonatal hypoxia-ischemia induced brain injury
(HI) models [12,13].

Clemastine has emerged as a promising therapeutic agent for demyelinating diseases
in adults. Developmentally, myelination represents the last steps of brain formation that
begin following synaptogenesis shortly before a term neonate is born [14]. Perinatal
asphyxia that results in neonatal HI can thus lead to significant myelin damage in the
immediate perinatal period, as well as postnatally, and result in long-term impairment
in motor function [14]. The failure in myelin regeneration after HI seems to be due to
both early premyelinating oligodendrocyte degeneration and a later phase of persistent
premyelinating oligodendrocyte maturation arrest [15]. Clemastine has shown greatest
therapeutic potential in demyelinating brain conditions, such as multiple sclerosis [16],
hypoxia-induced white matter injury [17], and spinal cord injury [18]. Clemastine can
also decrease microgliosis and enhance motor neuron survival in amyotrophic lateral
sclerosis, while alleviating neuroinflammation and improving cognition in Alzheimer’s
disease [3]. In rodent studies of neonatal HI, clemastine significantly reduced brain area loss
following daily post-hypoxic treatments [19]. In vitro, clemastine significantly promoted
differentiation of purified OPCs cultured in isolation as well as myelination when OPCs
were co-cultured with purified dorsal root ganglion neurons [15]. The remyelinating
properties stem from clemastine’s ability to promote differentiation of oligodendrocyte
progenitor cells through the activation of ERK1/2 via muscarinic receptors [18]. Clemastine
also prevents OPCs from entering cellular senescence [20]. These effects of clemastine on
OPCs lead to preservation of myelin integrity, decrease in axonal loss, and delays in axonal
degeneration [21]. Most importantly, success of clemastine as a remyelination therapy has
been noted in clinical trials of relapsing multiple sclerosis with chronic demyelinating optic
neuropathy [22].

Clemastine thus holds promise as a potential neuroprotective therapy for HI in term
infants as well as white matter injury in preterm neonates. Its anti-inflammatory effects, en-
hancement of neuroplasticity and synaptogenesis, modulation of neurotransmitter systems,
stabilization of the BBB, and promotion of myelination and remyelination are potential
mechanisms by which clemastine could exert its neuroprotective effects in this patient
population. This study focused on defining the pharmacokinetics, safety, and efficacy of
clemastine administration in a large animal model of neonatal HI.

2. Materials and Methods
2.1. Animals

The data in this work is available upon request. All animal research was approved by
the University of California Davis Institutional Animal Care and Use Committee and was
performed in accordance with the Guide for the Care and Use of Laboratory Animals. The
sheep were kept in conditions regulated by the Guide for the Care and Use of Agricultural
Animals Used in Research (Ag Guide), USDA Animal Welfare Regulations (AWR), and
the Guide for the Care and Use of Laboratory Animals (Guide). All handling for research
was approved by the Attending Veterinarian and the IACUC. White Dorper sheep were
purchased from Luke Vanlaningham at ~133 days gestation. The ewes were maintained in
a barn where they were fed alfalfa and grass hay twice daily and had access to fresh water.
The ewes were not fed the night before the UCO. After the UCO the ewes were euthanized.
The lambs were kept on a radiant warmer to maintain normothermia until weaned from
mechanical ventilation and extubation. After extubation, the lambs were placed in a pen to
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recover. Lambs were kept under carefully regulated conditions to ensure their well-being
and health and to minimize potential sources of variability and stress that could impact
the research findings. The housing and care of these animals strictly adhered to ethical
and regulatory standards. The lambs were housed in a controlled environment where
factors such as temperature, humidity, and lighting were closely monitored to provide
a comfortable and stress-free setting. The lambs were subject to Q4-6h observations by
trained personnel to check for any signs of health concerns or distress, allowing for early
detection of any health concerns and for assessment of neurodevelopmental outcomes.
Feeding schedule followed tube feeding within 3 h following resuscitation and thereafter
until lambs were able to bottle feed. The lambs were given a commercially available
colostrum replacer the first 24 h and then transitioned to a commercially available milk
replacer. They were housed in a 5 ft by 5 ft pen in the same barn the ewes had been
maintained in on rubber mats and shavings and had two heat lamps turned on during
the 10 p.m. feeding and turned off again at 8 a.m. to facilitate the milk digestion. For the
scope of this study, we did not use hypothermia. Study participants as well as laboratory
and data analysis personnel were blinded to treatment group throughout the duration of
the study.

2.2. Umbilical Cord Occlusion Model

The study used white Dorper sheep of both sexes. HI was induced via UCO in near
term lambs at 141–143 days gestation (term ~147–150 days). Pregnant ewes, whose ges-
tational timing was precisely determined, underwent a fasting period of 12–24 h before
the surgical procedures. Anesthetic induction of the ewes was performed using ketamine
and propofol and anesthesia level was maintained with 1–5% isoflurane through the en-
dotracheal tube according to IACUC approved Standard Operating Procedure, SC-20-112,
“Sheep Anesthesia: Surgical Research Facility, H-Building at TRACS”. After anesthetic
induction, a jugular catheter or peripheral venous catheter was placed, the ewe given
4 mg/kg slow push IV propofol, and 1–5 mg/ketamine, followed by intubation. Imme-
diately prior to surgery, the pregnant ewes underwent ultrasound imaging to confirm
pregnancy status. Following the imaging, the ventral abdomen was scrubbed using either
Betadine or Chlorhexidine and alcohol. The ewe was started on maintenance intravenous
(IV) fluids at the rate of 5–15 mL/kg/h. The oxygen levels in the ewe were continuously
monitored using an O2 saturation probe, while hemodynamics was closely observed using a
noninvasive blood pressure cuff. A midline incision, measuring approximately 6–10 inches,
was surgically created along the ventral abdomen, allowing access to the uterus. To prevent
infection, the ewe received intravenous antibiotics in the form of penicillin G potassium at
a dosage of 10,000–20,000 units/kg and gentamicin at a dosage of 1–2 mg/kg. Following
the externalization of the fetal head, the fetus was intubated using a properly sized cuffed
endotracheal tube (ETT). Gravity assisted in the passive drainage of lung liquid, while the
ETT was plugged to prevent gas exchange during gasping episodes. Additionally, venous
and arterial catheters were inserted into the jugular vein and carotid artery to facilitate
hemodynamic monitoring, blood sampling, and the administration of medications. As-
phyxia was induced by UCO until the onset of asystole. The umbilical cord was cut, and
the lamb was transitioned to a radiant warmer. After a 5 min period of asystole, confirmed
through invasive hemodynamic monitoring, resuscitation of the lambs was initiated with
positive pressure ventilation with a fraction of inspired oxygen FiO2 of 1.0. Resuscitation
was not initiated with room air as asystole requiring chest compressions is universal given
the severity of the model; therefore, oxygen therapy was clinically indicated. Following
30 s of ventilation, external chest compressions were initiated, lasting for 60 s intervals. The
heart rate was reassessed at the end of each interval, and these resuscitative measures were
sustained for a maximum duration of 15 min. Intravenous administration of epinephrine at
a dose of 0.01 mg/kg was given when an insufficient response was observed despite oxy-
gen, ventilation, and chest compressions after 60 s of asystole post-initiation of ventilation.
Additional doses of epinephrine were administered if the initial doses failed to yield a re-
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sponse. Volume boluses were not administered, as the combination of oxygen, epinephrine,
and chest compressions typically proved effective in restoring adequate perfusion follow-
ing the ROSC (sustained heart rate of 100 bpm (beats per minute) and SBP > 20 mmHg).
Throughout and following the resuscitation, a mechanical ventilator was utilized to provide
continuous mechanical ventilation. Weaning from assisted ventilation was initiated, and
it was eventually discontinued when the lamb exhibited spontaneous breathing for more
than 50% of the time and maintained a peripheral oxygen saturation level exceeding 85%
while receiving an FiO2 of 0.21. No intravenous fluids were administered either during or
after the resuscitation. Following extubation, the lambs were initially fed 2 oz through a
tube every 4 h on the first day. Subsequently, the feeding regimen consisted of 2–6 oz via
bottle, with the quantity adjusted based on the lamb’s size, provided four times a day. In
cases where the lamb was unable to bottle feed, tube feeding was continued at a rate of
2–4 oz four times a day, alongside daily attempts at bottle feeding. Neurodevelopmental
outcomes of the lambs were evaluated over a 6-day period, followed by euthanasia on day
6 with an overdose of 100 mg/kg pentobarbitone sodium solution (LethabarbTM, Virbac
Pty. Ltd., Peakhurst, NSW, Australia).

2.3. Drug Treatment and Pharmacokinetic Analysis

Randomization was performed at the level of the lamb. Animals in the placebo arm
received an equal volume of normal saline IV infusion at matched time points. Study drug
was prepared by an individual separate from the research team to allow the research team
to remain blinded to treatment assignment. Dose escalation study: Two lambs received
escalating doses of 0.6 mg/kg, 2 mg/kg and 6 mg/kg IV clemastine over 10 min starting
10 min after delivery and at 24 and 48 h of life. The lambs did not undergo umbilical cord
occlusion. Plasma samples were collected for pharmacokinetic analysis from the lambs
prior to each infusion, at the end of each infusion, and at 1, 2, 4, 8, 24, and 48 h following
infusion. Clemastine in lamb plasma was quantified using LC-MS with a lower limit of
quantification (LLOQ) of 0.01 ng/mL. Values below the LLOQ were imputed at half the
LLOQ for analysis. Noncompartmental analysis (NCA) was performed using R package
‘NonCompart’ v0.6.0 in R v4.2.0 (Bae 2022).

2.4. Neurobehavioral Outcomes

We evaluated the number of days required for the attainment of typical lamb behav-
ioral milestones following birth (head lift and shake; use of front and hind limbs; use of
four legs; standing; walking) for a cumulative total score of 4 (Table 1). Ability to feed
and activity at rest were evaluated separately and were reported as a sum score of 2. The
severity of impairment was assessed based on the composite score of motor function,
feeding, and activity.

Table 1. Neurobehavioral assessment score.

Function Neurological Milestone Score

Motor function

Walking 4
Standing 3

Four limbs 2
Front/hind limbs 1

No movement/Spastic 0

Feeding

Nurses normally 1
Suckling well once finds the bottle 0.5

Requires assistance to find bottle; a few good suckles 0.25
Minimal suckle, tube fed 0

Activity at rest
Lifts the head up, alert active 1

Wakes up with stimulation, attempts to lift the head 0.5
Sleepy; no head lift with stimulation 0
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The severity of impairment was classified based on a composite score of motor func-
tion, feeding, and activity. The highest score represents no impairment of the selected
neurological function.

2.5. Biochemical Markers of Inflammation

We collected complete blood count prior to the UCO (BSN) at 8 h, and on days 1, 2,
3, 5, and 6. We assessed the differences in white blood cells (WBC), neutrophils (absolute
neutrophil count, ANC), lymphocytes (absolute lymphocyte count, ALC), platelets (PLT),
monocytes (Mono), and eosinophils (Eos). We calculated system inflammation response
index (SIRI) = ANC × (Mono/ALC), systemic immune inflammation index (SII) = PLT ×
(ANC/ALC).

2.6. Power Analysis, Sample Size Calculation, Attrition Rate, Blinding, and Randomization

The sample size was set at 10 lambs per treatment arm, corresponding to 80% power at
detecting an 80% relative risk reduction (RRR) in a test of two, ewe-clustered (intracluster
correlation = 0.1) binomial proportions with 65% control event and a 5% type-I error rate
(one-sided), assuming each ewe gave birth to either one or two lambs with equal prob-
abilities. These numbers already accounted for the type-II error rate inflation resulting
from futility testing after the first seven outcomes from each group had become available
and assumed 15% attrition rate. Early stopping for futility would happen if the p-value
at the interim analysis exceeded the value of 0.2822. Researchers performing experiments
and analyzing data were blinded to groups. Randomization using an envelope system
was applied. Envelopes were prepared for each lamb in advance, each containing a slip
of paper indicating which treatment group the lamb would be assigned to. The study is a
double-blind, as the researchers performing experiments and animal care, as well as the
data analysts, were all unaware of the treatment group assignments. The researchers per-
forming all the experiments, including the injury, post-injury care, biochemical, histological,
and neurological outcomes analysis were blinded to the group assignment until all mea-
surements had been collected. The data was separated into two groups, data analysis was
performed, and the identity of the groups was revealed after the analysis was performed.

2.7. Statistical Analysis

Analyses of data were performed using Prism 10 (version 10.0.3), GraphPad Software,
San Diego, CA, USA). All data are shown as mean ± standard error of measurement.
Differences were considered significant at p < 0.05. Data was subjected to a normality test.
If the data passed the normality test, the differences between two groups were assessed
by t-tests; otherwise, we applied the Mann–Whitney test. Grouped data were analyzed
using one-way and two-way analysis of variance and subsequently subjected to correction
for multiple comparison analyses. The hemodynamic data were analyzed using grouped
analysis of the individual group’s means for a specific time point. Comparisons were made
between clemastine-treated (Clemastine) and untreated placebo groups (Placebo), male
and female sex.

3. Results
3.1. Clemastine Pharmacokinetics and Dose Selection

Allometric scaling of the adult human dose of 4–5.5 mg clemastine PO twice daily used
for neuroprotection in multiple sclerosis and other neurologic conditions, and assuming
40% oral bioavailability, resulted in an equivalent dose of 0.1–0.2 mg/kg/day IV for a 3 kg
lamb [15,23]. Predicted Cmax and AUC for an adult male following a single 4 mg/kg
PO clemastine dose were 1.7 ng/mL and 48 ng*h/mL, respectively [23]. However, most
rodent studies showing neuroprotection have used substantially higher doses of clemastine.
Allometric scaling of 1 mg/kg IP injection used in rodent stroke models (250 g adult rat)
which showed neuroprotection, and including a 25% increase to account for IV instead of
IP dosing, resulted in an equivalent dose of 0.7 mg/kg IV for a 3 kg lamb [24]. Allometric
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scaling of the 10 mg/kg PO dosing used in other rodent models including periventricular
leukomalacia in 15 g mouse pups and assuming 40% oral bioavailability resulted in an
equivalent dose of 1.0 mg/kg IV for a 3 kg lamb [15,23]. Some studies have used doses of
clemastine as high as 10 mg/kg IP, which scales to 6 mg/kg in a 3 kg neonatal lamb after
accounting for differences between IV and IP administration. We therefore conducted a
dose escalation study evaluating the pharmacokinetic profile of 0.6 mg/kg, 2 mg/kg and
6 mg/kg clemastine IV in our model. Clemastine concentration was measured in 30 samples
from two lambs. Clemastine concentrations following the 6 mg/kg dose were only available
from one lamb due to technical issues with sample collection. Maximal plasma clemastine
concentration occurred at the end of each infusion and ranged from 0.185 mg/L following
a 0.6 mg/kg dose and 27.5 mg/L following a 6 mg/kg dose (Figure 1A). AUC ranged from
0.63 to 20.881 mg*h/L, with higher exposure seen after higher doses and 0.253–0.852 h/L
when normalized by dose. Median elimination half-life was 5.3 h.
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Figure 1. Clemastine pharmacokinetics and resuscitation outcomes: (A) Concentration-time profiles
of clemastine levels in lamb plasma. (B) Clemastine females achieved higherMAP compared to
placebo females in the immediate post-resuscitative period. Clemastine-treated animals also achieved
higher SBP and MAP briefly after the UCO, (C) ROSC,and time from UCO occlusion to asystole;
as well as (D) the incidence of 2nd dose of epinephrine and dextrose administration were similar
between the studied groups. (E) Mortality and proportion of male and female sex were similar
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between the studied groups. (F) There were no differences in selected anthropometric parameters
between clemastine and placebo groups. CPR—cardiopulmonary resuscitation; UCO—umbilical
cord occlusion; ROSC—return of spontaneous circulation; SBP—systolic blood pressure; MAP—mean
arterial pressure; DBP—diastolic blood pressure; C—clemastine-treated group, green. P—placebo,
black. Controls—yellow; P-F—placebo females, red; P-M—placebo males, blue; C-F—clemastine
females, orange; C-M—clemastine males, green. * p < 0.05.

In terms of toxicity, in the dose escalation study, both lambs were observed to be se-
dated with decreased spontaneous activity for approximately 15 min following the 2 mg/kg
dose and >1 h following the 6 mg/kg dose. No sedation or change in spontaneous activity
was observed following the 0.6 mg/kg dose. Mild tachycardia was observed following
the 2 mg/kg dose (HR 120–150) in 2/2 lambs. No seizures, dry mucous membranes, uri-
nary retention, hyperthermia, or mydriasis were observed following any dose in the dose
escalation study. A dose of 2 mg/kg was chosen as the study dose based on these results.

Following the dose escalation study, toxicity data was reviewed for twelve additional
lambs that underwent umbilical cord occlusion and were randomized to receive 2 mg/kg
IV clemastine (n = 5) or placebo (n = 7) infused over 10 min starting 10 min following
resuscitation and repeated q24h x3 total doses. Clemastine pharmacokinetic parameters are
likely similar in neonatal lambs and young children and plasma levels achieved following
2 mg/kg IV clemastine infusion in lambs were substantially higher than those that have
been shown to be neuroprotective in adults with MS. However, a therapeutic range for
neuroprotection in human neonates has not been defined.

3.2. Clemastine Safety and Toxicity

Some adverse events, primarily sedation, were seen following clemastine infusion at
higher doses. No dry mucous membranes, urinary retention, hyperthermia, or mydriasis
were observed. Evaluating resuscitation outcomes, we have not noticed significant sex
differences in the hemodynamic response to the UCO. The mean arterial pressure (MAP)
was slightly elevated in the clemastine-treated females compared to placebo females at
36–40 min after the UCO (Figure 1B). Clemastine treated animals had higher systolic blood
pressure (SBP) and mean arterial pressure (MAP) compared to placebo (Figure 1B); however,
this did not impact the onset of return of spontaneous circulation (ROSC) (Figure 1C)
and was observed prior to clemastine administration. We did not observe differences in
time from UCO to asystole (Figure 1C). The placebo and clemastine treatment groups
did not significantly differ in their requirement for epinephrine administration during
resuscitation (Figure 1D). In total, 0/10 lambs in the clemastine group and 1/15 lambs in
the placebo group exhibited clinical seizure activity following resuscitation (Figure 1D).
The requirement for dextrose infusion to treat hypoglycemia after resuscitation was similar
between the studied groups (n = 5/10 in the clemastine group, n = 9/15 in the placebo
group) (Figure 1D). Mortality between the studied groups was not different (n = 1 in placebo
group) (Figure 1E). The sex representation between the groups was similar (Figure 1E). The
sex did not have an effect on anthropometric measurements in our study (Figure 1F). The
studied groups had similar body weight at birth (Figure 1F). Clemastine administration
did not affect body and brain weight at explant (Figure 1F).

3.3. Clemastine Effect on Biochemical Markers

Serial arterial blood gasses were drawn at baseline pre-UCO (BSN), immediately before
initiation of CPR following delivery, and at 10, 20, 30, and 60 min after ROSC. Consistent
with our prior studies [25], the UCO protocol produced a clinically significant combined
metabolic and respiratory acidosis in all lambs (Figure 2A). Sex had no significant impact
on any of the parameters studied (Figure 2A,B). There were no significant changes in
oxygenation and ventilation among the studied groups (Figure 2A). Compared to vehicle-
treated lambs, the clemastine-treated lambs had slightly higher glucose levels at baseline
(p = 0.04). Placebo animals experienced higher glucose levels at 10, 20, and 30 min after the
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resuscitation (p = 0.02, p = 0.04 and p = 0.01) (Figure 2A). Evaluation of end-organ injury
biochemical markers revealed elevated BUN in the clemastine group on day 1 following
UCO (p = 0.005), whereas creatinine at baseline and 1 h after UCO were slightly lower
(p = 0.01 and p = 0.02), with no significant differences noted thereafter.
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groups did not differ in levels of hyperlactatemia, base deficit, oxygen, or carbon dioxide levels.
Clemastine-treated lambs experienced higher glucose levels at the baseline, whereas placebo lambs
had persistent hyperglycemia as a result stress response to the UCO. (B) End-organ function markers
showed elevated BUN in the clemastine group on D1 after the UCO. Creatinine was elevated in
the placebo group at the baseline and 1 h after the UCO. Data in the graphs are mean ± SEM. For
(A): Clemastine: n = 7–8, Placebo: n = 7–8; for (B): Clemastine:6, Placebo:12. preUCO-baseline
pre-UCO; CPR—cardiopulmonary resuscitation; glc—glucose; BE—base excess; lac—lactate; BUN—
blood urea nitrogen; Cr—creatinine; AST—aspartate aminotransferase; ALT—alanine transaminase.
Clemastine-treated group, green, placebo, black. P-F—placebo females, red; P-M—placebo males,
blue; C-F—clemastine females, orange; C-M—clemastine males, green. * p < 0.05.

3.4. Clemastine Effect on Peripheral Blood Cells and Inflammatory Indices

We assessed for differences in white blood cells (WBC), neutrophils (absolute neu-
trophil count, ANC), lymphocytes (absolute lymphocyte count, ALC), platelets (PLT),
monocytes (Mono), and eosinophils (Eos). We calculated systemic inflammation response
index (SIRI) = ANC × (Mono/ALC), systemic immune inflammation index (SII) = PLT ×
(ANC/ALC).

We observed higher WBC counts on day 1 after UCO in placebo males compared to
placebo females (p = 0.01) and clemastine-treated males (p = 0.04). Compared to placebo
females, placebo males also exhibited elevated ANC (p = 0.03) and SII scores (p = 0.03) on
day 1 after the UCO. At baseline (pre-UCO), clemastine-treated females exhibited higher
ALC levels compared to placebo females (p = 0.03). The clemastine-treated group exhibited
slightly higher ALC at baseline compared to placebo lambs (p = 0.01). Clemastine-treated
lambs demonstrated lower ANC on day 5 after UCO (p = 0.006). We did not observe
changes in other subgroups of peripheral blood cells (Figure 3). Both peripheral blood cell
indices, SII and SIRI, were decreased in clemastine-treated lambs on day 5 (Figure 3) (SII,
p = 0.01; SIRI, p = 0.007).

3.5. Clemastine Effect on Neurological Outcomes

We evaluated whether clemastine treatment produced clinically relevant improve-
ments in neurodevelopmental outcomes in lambs subjected to HI. Specifically, we assessed
motor function, activity at rest, and ability to feed. We did not detect an impact of sex on
neurodevelopmental outcomes (Figure 4A). All injured animals demonstrated significant
encephalopathy in the first 24 h after the UCO. While clemastine treatment demonstrated
a trend towards improvement in neurodevelopmental outcomes on day 1 after UCO, the
overall outcomes were not different between the studied groups. Clemastine treated lambs
demonstrated a trend toward worse feeding skills after day 1, as well as motor milestones
on day 6 after UCO (Figure 4A).

3.6. Markers Associated with Total Neurological Outcomes Score

We also assessed whether any of the parameters investigated in this study were
associated with poor neurological outcomes on day 6 following UCO. We first evaluated
whether there are sex-specific associations with total neurological outcomes on day 6. In
males, higher ALT on day 1 correlated with poor outcomes on day 6 (p = 0.003). Poor
outcomes in the subscores of individual neurological outcomes, such as motor function
and activity, correlated with poor outcomes on day 6 from day 2 after UCO. Feeding score
did not show a correlation with total outcomes on day 6. In females, time from UCO to
ROSC was the earliest predictor of poor outcomes on day 6 (p = 0.001). From biochemical
markers, higher BUN and BUN/Cr ratio on day 3 (p = 0.03 and p = 0.04), AST on day
6 (p = 0.03), and platelets on day 6 (p = 0.03) correlated with worse outcomes on day 6.
Worse total outcomes, activity, and motor outcomes already observed on day 1 after UCO
correlated with worse total outcomes on day 6 (0.007, 0.001 and 0.02). Assessing both sexes
together, the strongest correlation was identified in the time from UCO to ROSC (p = 0.005).
Total outcomes evaluated on day 1 were also correlated with total outcomes on day 6
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(p = 0.0047). Similarly, motor outcomes and activity after day 1 (p = 0.0001 and p < 0.0001)
were correlated to total outcomes on day 6. Feeding skills correlated with total outcomes
only on day 6 (p = 0.04). From the biochemical markers, BUN levels showed correlation on
day 3 (p = 0.04). BUN on day 1 (p = 0.07), monocyte levels on day 6 (p = 0.06), and glucose
levels at 60 min (p = 0.06) were additional markers closest to significance (Figure 4B).
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Figure 3. Peripheral markers of inflammation: In the clemastine-treated groups, ALC differed at
baseline and ANC on day 5 after the UCO. The inflammatory indices, SIRI and SII, were decreased
in the clemastine-treated lambs compared to the placebo group on day 5. The summary column
graphs are showing means ± SEM. WBC—white blood cells; ALC—absolute lymphocyte count;
ANC—absolute neutrophil count; Mono—monocyte; Eos—eosinophils; PLT—platelets; SIRI—system
inflammation response index; SII—systemic immune inflammation index. P-F—placebo females,
red; P-M—placebo males, blue; C-F—clemastine females, orange; C-M—clemastine males, green.
Clemastine-treated group, green. Placebo, black. * p < 0.05.
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Figure 4. Neurological outcomes: (A), we assessed total outcomes score, as a composite score consist-
ing of motor function and feeds + activity. Clemastine- treated group, green. Placebo- black. (B), The
correlation matrix pictures Spearman’s correlation coefficients of selected study parameters with
combined neurological outcomes scores on day 6 after the UCO that reached statistical significance
(p < 0.05). We report also markers that did not reach statistical significance, BUN day1 (p < 0.07), glc
at 60 min (p = 0.06) and Mono on day 6 (p = 0.06). UCO—umbilical cord occlusion, WBC—white
blood cells, ROSC—return of spontaneous circulation, BUN—blood urea nitrogen, glc—glucose,
Mono—monocytes.

4. Discussion

Clemastine is considered safe in children when used for other indications at doses
up to 0.5 mg PO twice daily. While effective for demyelinating disorders in adults, the
optimal dose of clemastine for neuroprotection in neonates is unknown. Clemastine can
be administered by injection, orally, or topically. Clemastine binds to plasma proteins
(70–97%) and is then metabolized by the liver and mostly excreted in the urine within 24 h
of intake [26]. The elimination half-life can be variable, especially in sick neonates after an
asphyxia event. As a result of clemastine’s high binding to plasma proteins, and due to its
active metabolites such as fumarate, the duration of the pharmacological effect of clemastine
could be much longer than the plasma half-life [26]. As a first-generation antihistaminic,
clemastine has poor receptor selectivity and non-specifically binds muscarinic, serotonin,
and α-adrenergic receptors, as well as cardiac potassium ion channels, that are responsible
for potential adverse effects [27]. Due to high lipid solubility, clemastine can easily cross
the blood–brain barrier (BBB) and induce sedation [26]. In our previous studies, animals
that were injured consistently exhibited some degree of encephalopathy following UCO.
Interestingly, a subgroup of animals showed improvements in encephalopathy by day
2–3, while another subgroup exhibited persistent encephalopathy, particularly in cases
of more severe injuries [25]. In this study, clemastine treatment did not significantly
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impair the alertness of animals compared to the placebo group, except soon after infusion.
Increased drowsiness associated with refusal to eat has been reported in infants following
clemastine administration to breast-feeding mothers [28]. Although there was no significant
difference in the feeding ability between the groups in our study, we did observe a trend
towards poorer feeding skills in the clemastine-treated groups. It is important to note
that this observation warrants thorough evaluation in a clinical setting, as neonatal HI
itself can lead to feeding difficulties that may result in aspiration events [29]. We have
further evaluated hemodynamic effects of clemastine administration. Clemastine has been
demonstrated to suppress hERG K+ channels [30] which could potentially result in QT-
interval prolongation and associated dysrhythmias. Cardiovascular dysfunction, including
depressed biventricular function, as well as pulmonary arterial and venous hypertension
as described in neonates following a perinatal hypoxic insult [31], can create a substrate
for arrhythmias. Although able to demonstrate torsadogenic potential in a rabbit AV block
model [32], we did not observe a higher incidence of arrhythmias in the immediate post
resuscitative period following clemastine infusion compared with placebo, consistent with
its longstanding safety profile.

UCO led to similar changes in blood gas parameters, such as severe metabolic acidosis,
reflected by low pH, high lactate levels, and profound base deficit that are seen in newborn
babies after birth asphyxia. In lambs treated with clemastine, baseline glucose levels
were consistently lower, both before and at all timepoints studied after UCO. It is worth
noting that first-generation antihistamines have been reported to affect glucose levels [33].
Administration of clemastine resulted in a modest decrease in fasting glucose levels and
an increase in post-prandial blood glucose levels [33]. In fetal lambs, glucose levels rise
proportionally with the release of cortisol and catecholamines [34], and the higher glucose
levels observed in placebo-treated lambs might indicate an intensified stress response
following UCO. We also noticed isolated elevation of the BUN on day 1 after UCO in the
clemastine-treated group and elevated creatinine in the placebo group at baseline and 1
h after UCO. It’s important to note that H1 receptors are expressed on renal vessels [35],
which leads us to speculate that the administration of clemastine may possess some renal
protective properties in the immediate period after the UCO.

UCO induces ischemic-reperfusion injury, which initiates systemic as well as localized
immune responses within the brain parenchyma. These responses evolve over time and
exhibit developmental specificity. Immune dysregulation during the first week after stroke
includes changes in peripheral blood cell ratios and cell immunotypes that can be predictive
of severity of neurological outcomes [36–39]. Lymphocytes localize to the brain in the acute
phase of cardiac arrest resuscitation and may directly damage neurons and associated
cells or stimulate a harmful pro-inflammatory microenvironment [40]. Clemastine had no
effect on lymphocyte counts, but it did influence neutrophil counts at later time intervals.
Unlike in adult stroke cases, where the initial immune response is driven by neutrophils
infiltrating the injury site, neonates primarily rely on activated resident microglial cells as
the key immune cells instigating the pro-inflammatory cascade [41]. Neutrophils, however,
represent the majority of infiltrating cells after stroke in neonates, and increased neutrophil
infiltration was associated with increased hypoxic-ischemic brain injury [42,43]. A notewor-
thy finding in our study was lower neutrophil counts in clemastine-treated animals that
could contribute to neuroprotection. Clemastine-treated animals also demonstrated lower
SII and SIRI scores. The SII and SIRI associate with stroke severity and SII was suggested
to be a superior predictor of unfavorable functional outcomes [44]. SII reflects the pro-
thrombotic state due to elevated platelet counts, immune dysregulation and inflammation
with higher neutrophil and lower lymphocyte counts triggered by stroke [45]. We identified
attenuated SIRI and SII indices in clemastine-treated animals on day 5 after UCO. These
findings suggest that clemastine treatment may contribute to modifying the immune cell
response and inflammation, potentially mitigating HI injury.

Our observations revealed that there were no discernible enhancements in neurodevel-
opmental outcomes between the group of animals treated with clemastine and the placebo



Children 2023, 10, 1728 13 of 16

group. Furthermore, we did not identify any variations in outcomes based on the animals’
sex. The levels of encephalopathy and vigorousness were comparable between the studied
groups. While reduced alertness might potentially impact feeding abilities, we did not
detect any significant differences in feeding between the groups. Likewise, there were
no noteworthy distinctions in motor outcomes between the treatment groups. Although
our study did not reveal substantial enhancements in neurological outcomes in near-term
lambs following the UCO, it highlights the necessity to explore clemastine’s broader ther-
apeutic potential. Clemastine exhibits a diverse range of desirable mechanisms of action
that have demonstrated neuroprotective effects both in vitro and in vivo. Clemastine has
immunomodulatory properties on a systemic level [46], as well as local level by regulation
of microglial responses [47], attenuation of neuronal apoptosis [47], and astrocytes loss [48].
One of the most significant effects of clemastine is increase in oligodendrocyte differen-
tiation and enhancement of remyelination shown in various animal models [48]. Most
importantly, success of clemastine as a remyelination therapy has been noted in clinical
trials of relapsing multiple sclerosis with chronic demyelinating optic neuropathy [22].
In HI, oligodendrocytes are particularly vulnerable to hypoxia and hypoglycemia [49].
Evidence suggests that in attempts to rescue demyelinated areas following a stroke, there is
an increase in the density of perivascular oligodendrocyte progenitor cells [49]. In term
infants in particular, myelinated fibers are more metabolically active and hence more vul-
nerable to HI [50]. This vulnerability makes clemastine an ideal neurotherapeutic candidate,
considering clemastine’s demonstrated potential to protect and restore myelin, along with
its favorable pharmacokinetic profile and minimal toxicity confirmed by our study. Thus,
further investigation is warranted, ideally in a clinical setting, to explore clemastine as a
neuroprotective agent for HI.

Finally, we conducted an evaluation to determine if any of the examined parameters
exhibited correlations with overall neurological outcomes on day 6. The most notable early
correlation we identified was between the interval from UCO to ROSC. It is evident that
the duration of the insult had a substantial impact on subsequent neurological outcomes.
Additionally, we observed that low total scores on day 1, as well as diminished motor
skills and activity after day 2 following UCO, were associated with unfavorable neurolog-
ical outcomes. We also observed correlation between BUN/Cr ratio on day 6 and poor
total neurological outcomes. This finding aligns with observations in human ischemic
stroke, where an elevated BUN/Cr ratio serves as a prognostic indicator for less favorable
neurological outcomes [51,52].

There are several potential explanations for the observed limited neuroprotection
with clemastine. One reason could be the relatively short follow-up duration. While a
6-day follow-up period is longer than what’s typical in many large animal studies, it may
still only capture a transitional phase between tissue injury and the initiation of repair
mechanisms. Therefore, longer observation periods might be necessary to fully understand
and appreciate the impact of clemastine on neurological outcomes. Additionally, the
relatively small sample size in our study limited our ability to assess potential gender
differences, which are known to be an established risk factor for adverse neurological
outcomes [53,54].

5. Conclusions

The evaluation of clemastine as a potential neuroprotective agent in neonates at risk
of HI has revealed several findings and considerations. While clemastine has shown
therapeutic promise for demyelinating disorders and in several animal models of HI, its
use in neonates for neuroprotection remains an area of active investigation. Our study
in neonatal lambs mimics the pharmacokinetics in young children following 2 mg/kg IV
clemastine infusion, a dose substantially higher than those that exhibited neuroprotection
in adults with MS. Clemastine’s wide receptor selectivity could lead to potential adverse
effects, most importantly impaired alertness and arrhythmias. Despite UCO itself being
a trigger for altered mental status and impaired hemodynamics due to severe hypoxia,
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hypercarbia, and acidosis, administration of clemastine did not lead to concerning side
effects or end-organ toxicity in our model. Clemastine may exhibit its effects by modulation
of immune responses, and these effects need to be understood and defined in in-human
clinical trials after HI. While clemastine administration did not translate into significant
improvements in neurodevelopmental outcomes in our study, the improvement of select
biochemical and inflammatory markers warrants comprehensive assessment of clemastine’s
potential as neurotherapeutic for HI by further studies with longer follow-up durations,
larger sample sizes, and consideration of potential gender differences.

Author Contributions: Conceptualization, E.M. and D.M.F.; methodology, E.M., J.L.-B., A.W., S.L.
and J.R.F.; software, J.K.M.; formal analysis, J.K.M. and Y.W.; data acquisition, C.V., R.S.H., C.C., A.I.,
B.D.G., J.H., A.G. and H.M.; writing—original draft preparation, J.K.M., E.M. and Y.W.; writing—
review and editing, J.K.M., E.M. and D.M.F.; visualization, J.K.M.; supervision, E.M. and D.M.F.;
funding acquisition, E.M. All authors have read and agreed to the published version of the manuscript.

Funding: This work was supported by Bill & Melinda Gates Foundation (EM), NIH grants R35-
5R35NS097299 (DF), R01 HD072455 (EM), K08NS125042 (JKM).

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data are contained within the article. Further enquires can be directed
at the corresponding author.

Acknowledgments: We would like to thank the UCSF Pediatric Critical Care Division for continuous
support.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

References
1. Jin, Y.; Silverman, A.J.; Vannucci, S.J. Mast cells are early responders after hypoxia-ischemia in immature rat brain. Stroke 2009, 40,

3107–3112. [CrossRef] [PubMed]
2. Ziemka-Nalecz, M.; Jaworska, J.; Zalewska, T. Insights Into the Neuroinflammatory Responses after Neonatal Hypoxia-Ischemia.

J. Neuropathol. Exp. Neurol. 2017, 76, 644–654. [CrossRef]
3. Zhu, J.; Ma, R.; Li, G. Drug repurposing: Clemastine fumarate and neurodegeneration. Biomed. Pharmacother. 2023, 157, 113904.

[CrossRef]
4. Qian, H.; Shu, C.; Xiao, L.; Wang, G. Histamine and histamine receptors: Roles in major depressive disorder. Front. Psychiatry

2022, 13, 825591. [CrossRef] [PubMed]
5. Bock, A.; Schrage, R.; Mohr, K. Allosteric modulators targeting CNS muscarinic receptors. Neuropharmacology 2018, 136 Pt C,

427–437. [CrossRef] [PubMed]
6. De Angelis, F.; Bernardo, A.; Magnaghi, V.; Minghetti, L.; Tata, A.M. Muscarinic receptor subtypes as potential targets to modulate

oligodendrocyte progenitor survival, proliferation, and differentiation. Dev. Neurobiol. 2012, 72, 713–728. [CrossRef]
7. Scarr, E. Muscarinic receptors: Their roles in disorders of the central nervous system and potential as therapeutic targets. CNS

Neurosci. Ther. 2012, 18, 369–379. [CrossRef]
8. Radu, B.M.; Osculati AM, M.; Suku, E.; Banciu, A.; Tsenov, G.; Merigo, F.; Di Chio, M.; Banciu, D.D.; Tognoli, C.; Kacer, P.; et al.

All muscarinic acetylcholine receptors (M1-M5) are expressed in murine brain microvascular endothelium. Sci. Rep. 2017, 7, 5083.
[CrossRef]

9. Palma, A.; Chara, J.C.; Montilla, A.; Otxoa-de-Amezaga, A.; Ruíz-Jaén, F.; Planas, A.M.; Matute, C.; Pérez-Samartín, A.; Domercq,
M. Clemastine Induces an Impairment in Developmental Myelination. Front. Cell Dev. Biol. 2022, 10, 841548. [CrossRef]

10. Yadav, S.K.; Soin, D.; Ito, K.; Dhib-Jalbut, S. Insight into the mechanism of action of dimethyl fumarate in multiple sclerosis. J.
Mol. Med. 2019, 97, 463–472. [CrossRef]

11. Blair, H.A. Dimethyl Fumarate: A Review in Relapsing-Remitting MS. Drugs 2019, 79, 1965–1976. [CrossRef] [PubMed]
12. Zhao, H.; Mitchell, S.; Ciechanowicz, S.; Savage, S.; Wang, T.; Ji, X.; Ma, D. Argon protects against hypoxic-ischemic brain injury

in neonatal rats through activation of nuclear factor (erythroid-derived 2)-like. Oncotarget 2016, 7, 25640–25651. [CrossRef]
[PubMed]

13. Liu, X.; Ma, Y.; Wei, X.; Fan, T. Neuroprotective effect of licochalcone A against oxygen-glucose deprivation/reperfusion in rat
primary cortical neurons by attenuating oxidative stress injury and inflammatory response via the SIRT1/Nrf2 pathway. J. Cell.
Biochem. 2018, 119, 3210–3219. [CrossRef] [PubMed]

https://doi.org/10.1161/STROKEAHA.109.549691
https://www.ncbi.nlm.nih.gov/pubmed/19520991
https://doi.org/10.1093/jnen/nlx046
https://doi.org/10.1016/j.biopha.2022.113904
https://doi.org/10.3389/fpsyt.2022.825591
https://www.ncbi.nlm.nih.gov/pubmed/36213905
https://doi.org/10.1016/j.neuropharm.2017.09.024
https://www.ncbi.nlm.nih.gov/pubmed/28935216
https://doi.org/10.1002/dneu.20976
https://doi.org/10.1111/j.1755-5949.2011.00249.x
https://doi.org/10.1038/s41598-017-05384-z
https://doi.org/10.3389/fcell.2022.841548
https://doi.org/10.1007/s00109-019-01761-5
https://doi.org/10.1007/s40265-019-01229-3
https://www.ncbi.nlm.nih.gov/pubmed/31784875
https://doi.org/10.18632/oncotarget.8241
https://www.ncbi.nlm.nih.gov/pubmed/27016422
https://doi.org/10.1002/jcb.26477
https://www.ncbi.nlm.nih.gov/pubmed/29105819


Children 2023, 10, 1728 15 of 16

14. Olivieri, B.; Rampakakis, E.; Gilbert, G.; Fezoua, A.; Wintermark, P. Myelination may be impaired in neonates following birth
asphyxia. Neuroimage Clin. 2021, 31, 102678. [CrossRef]

15. Cree, B.A.C.; Niu, J.; Hoi, K.K.; Zhao, C.; Caganap, S.D.; Henry, R.G.; Dao, D.Q.; Zollinger, D.R.; Mei, F.; Shen, Y.A.; et al.
Clemastine rescues myelination defects and promotes functional recovery in hypoxic brain injury. Brain 2018, 141, 85–98.
[CrossRef]

16. Wittstatt, J.; Reiprich, S.; Küspert, M. Crazy Little Thing Called Sox-New Insights in Oligodendroglial Sox Protein Function. Int. J.
Mol. Sci. 2019, 20, 2713. [CrossRef]

17. Wang, F.; Yang, Y.J.; Yang, N.; Chen, X.J.; Huang, N.X.; Zhang, J.; Wu, Y.; Liu, Z.; Gao, X.; Li, T.; et al. Enhancing Oligodendrocyte
Myelination Rescues Synaptic Loss and Improves Functional Recovery after Chronic Hypoxia. Neuron 2018, 99, 689–701.e5.
[CrossRef]

18. Tong, L.Y.; Deng, Y.B.; Du, W.H.; Zhou, W.Z.; Liao, X.Y.; Jiang, X. Clemastine Promotes Differentiation of Oligodendrocyte
Progenitor Cells through the Activation of ERK1/2 via Muscarinic Receptors after Spinal Cord Injury. Front. Pharmacol. 2022, 13,
914153. [CrossRef]

19. Sabir, H.; Maes, E.; Zweyer, M.; Schleehuber, Y.; Imam, F.B.; Silverman, J.; White, Y.; Pang, R.; Pasca, A.M.; Robertson, N.J.; et al.
Comparing the efficacy in reducing brain injury of different neuroprotective agents following neonatal hypoxia-ischemia in
newborn rats: A multi-drug randomized controlled screening trial. Sci. Rep. 2023, 13, 9467. [CrossRef]

20. Xie, Y.Y.; Pan, T.T.; Xu, D.E.; Huang, X.; Tang, Y.; Huang, W.; Chen, R.; Lu, L.; Chi, H.; Ma, Q.H. Clemastine Ameliorates Myelin
Deficits via Preventing Senescence of Oligodendrocytes Precursor Cells in Alzheimer’s Disease Model Mouse. Front. Cell Dev.
Biol. 2021, 9, 733945. [CrossRef]

21. Du, W.; Deng, Y.; Jiang, R.; Tong, L.; Li, R.; Jiang, X. Clemastine Enhances Myelination, Delays Axonal Loss and Promotes
Functional Recovery in Spinal Cord Injury. Neurochem. Res. 2022, 47, 503–515. [CrossRef]

22. Green, A.J.; Gelfand, J.M.; Cree, B.A.; Bevan, C.; Boscardin, W.J.; Mei, F.; Inman, J.; Arnow, S.; Devereux, M.; Abounasr, A.; et al.
Clemastine fumarate as a remyelinating therapy for multiple sclerosis (ReBUILD): A randomised, controlled, double-blind,
crossover trial. Lancet 2017, 390, 2481–2489. [CrossRef]

23. Schran, H.F.; Petryk, L.; Chang, C.T.; O’Connor, R.; Gelbert, M.B. The pharmacokinetics and bioavailability of clemastine and
phenylpropanolamine in single-component and combination formulations. J. Clin. Pharmacol. 1996, 36, 911–922. [CrossRef]

24. Xie, D.; Ge, X.; Ma, Y.; Tang, J.; Wang, Y.; Zhu, Y.; Gao, C.; Pan, S. Clemastine improves hypomyelination in rats with hypoxic–
ischemic brain injury by reducing microglia-derived IL-1β via P38 signaling pathway. J. Neuroinflamm. 2020, 17, 57. [CrossRef]

25. Mike, J.K.; Wu, K.Y.; White, Y.; Pathipati, P.; Ndjamen, B.; Hutchings, R.S.; Losser, C.; Vento, C.; Arellano, K.; Vanhatalo, O.; et al.
Defining Longer-Term Outcomes in an Ovine Model of Moderate Perinatal Hypoxia-Ischemia. Dev. Neurosci. 2022, 44, 277–294.
[CrossRef]

26. Parisi, G.F.; Leonardi, S.; Ciprandi, G.; Corsico, A.; Licari, A.; Miraglia del Giudice, M.; Peroni, D.; Salpietro, C.; Marseglia, G.L.
Antihistamines in children and adolescents: A practical update. Allergol. Immunopathol. 2020, 48, 753–762. [CrossRef] [PubMed]

27. Fein, M.N.; Fischer, D.A.; O’Keefe, A.W.; Sussman, G.L. CSACI position statement: Newer generation H1-antihistamines are
safer than first-generation H1-antihistamines and should be the first-line antihistamines for the treatment of allergic rhinitis and
urticaria. Allergy Asthma Clin. Immunol. 2019, 15, 61. [CrossRef] [PubMed]

28. Ngo, E.; Spigset, O.; Lupattelli, A.; Panchaud, A.; Annaert, P.; Allegaert, K.; Nordeng, H. Antihistamine use during breastfeeding
with focus on breast milk transfer and safety in humans: A systematic literature review. Basic Clin. Pharmacol. Toxicol. 2022, 130,
171–181. [CrossRef]

29. Arora, I.; Bhandekar, H.; Lakra, A.; Lakra, M.S.; Khadse, S.S. Filling the Gaps for Feeding Difficulties in Neonates with Hypoxic-
Ischemic Encephalopathy. Cureus 2022, 14, e28564. [CrossRef]

30. Ridley, J.M.; Milnes, J.T.; Hancox, J.C.; Witchel, H.J. Clemastine, a conventional antihistamine, is a high potency inhibitor of the
HERG K+ channel. J. Mol. Cell Cardiol. 2006, 40, 107–118. [CrossRef] [PubMed]

31. Giesinger, R.E.; Levy, P.T.; Ruoss, J.L.; El Dib, M.; Mohammad, K.; Wintermark, P.; McNamara, P.J. Cardiovascular management
following hypoxic–ischemic encephalopathy in North America: Need for physiologic consideration. Pediatr. Res. 2021, 90,
600–607. [CrossRef] [PubMed]

32. Kawakami, S.; Nagasawa, Y.; Hagiwara-Nagasawa, M.; Omura, K.; Aimoto, M.; Takahara, A. Torsadogenic potential of a novel
remyelinating drug clemastine for multiple sclerosis assessed in the rabbit proarrhythmia model. J. Pharmacol. Sci. 2020, 144,
123–128. [CrossRef]

33. Lal, A. Effect of a few histamine(1)-antagonists on blood glucose in patients of allergic rhinitis. Indian J. Otolaryngol. Head Neck
Surg. 2000, 52, 193–195. [CrossRef]

34. Fowden, A.L.; Mundy, L.; Silver, M. Developmental regulation of glucogenesis in the sheep fetus during late gestation. J. Physiol.
1998, 508 Pt 3, 937–947. [CrossRef] [PubMed]

35. Zheng, Y.; He, X.; Hou, L.; Wang, X.; Zhao, C.; Du, Y. Study on the relationship between nephrotic syndrome and atopic diseases
in childhood. Front. Pediatr. 2022, 10, 992862. [CrossRef]

36. Zhang, H.; Guan, J.; Lee, H.; Wu, C.; Dong, K.; Liu, Z.; Cui, L.; Song, H.; Ding, Y.; Meng, R. Immunocytes Rapid Responses
Post-ischemic Stroke in Peripheral Blood in Patients with Different Ages. Front. Neurol. 2022, 13, 887526. [CrossRef] [PubMed]

37. O’Hare, F.M.; Watson, R.W.; O’Neill, A.; Blanco, A.; Donoghue, V.; Molloy, E.J. Persistent systemic monocyte and neutrophil
activation in neonatal encephalopathy. J. Matern. Neonatal Med. 2016, 29, 582–589. [CrossRef] [PubMed]

https://doi.org/10.1016/j.nicl.2021.102678
https://doi.org/10.1093/brain/awx312
https://doi.org/10.3390/ijms20112713
https://doi.org/10.1016/j.neuron.2018.07.017
https://doi.org/10.3389/fphar.2022.914153
https://doi.org/10.1038/s41598-023-36653-9
https://doi.org/10.3389/fcell.2021.733945
https://doi.org/10.1007/s11064-021-03465-0
https://doi.org/10.1016/S0140-6736(17)32346-2
https://doi.org/10.1002/j.1552-4604.1996.tb04758.x
https://doi.org/10.1186/s12974-019-1662-6
https://doi.org/10.1159/000525150
https://doi.org/10.1016/j.aller.2020.02.005
https://www.ncbi.nlm.nih.gov/pubmed/32448753
https://doi.org/10.1186/s13223-019-0375-9
https://www.ncbi.nlm.nih.gov/pubmed/31582993
https://doi.org/10.1111/bcpt.13663
https://doi.org/10.7759/cureus.28564
https://doi.org/10.1016/j.yjmcc.2005.09.017
https://www.ncbi.nlm.nih.gov/pubmed/16288909
https://doi.org/10.1038/s41390-020-01205-8
https://www.ncbi.nlm.nih.gov/pubmed/33070162
https://doi.org/10.1016/j.jphs.2020.08.003
https://doi.org/10.1007/BF03000353
https://doi.org/10.1111/j.1469-7793.1998.937bp.x
https://www.ncbi.nlm.nih.gov/pubmed/9518744
https://doi.org/10.3389/fped.2022.992862
https://doi.org/10.3389/fneur.2022.887526
https://www.ncbi.nlm.nih.gov/pubmed/35645988
https://doi.org/10.3109/14767058.2015.1012060
https://www.ncbi.nlm.nih.gov/pubmed/25694256


Children 2023, 10, 1728 16 of 16

38. Li, Z.; Cui, Y.; Feng, J.; Guo, Y. Identifying the pattern of immune related cells and genes in the peripheral blood of ischemic
stroke. J. Transl. Med. 2020, 18, 296. [CrossRef]

39. Cao, X.; Zhu, Q.; Xia, X.; Yao, B.; Liang, S.; Chen, Z.; Wu, M. The correlation between novel peripheral blood cell ratios and 90-day
mortality in patients with acute ischemic stroke. PLoS ONE 2020, 15, e0238312. [CrossRef]

40. Smida, T.; Koller, A.C.; Menegazzi, J.J.; Salcido, D.D. Early cytotoxic lymphocyte localization to the brain following resuscitation
in a porcine model of asphyxial cardiac arrest: A pilot study. Resusc. Plus 2021, 6, 100125. [CrossRef]

41. Povroznik, J.M.; Engler-Chiurazzi, E.B.; Nanavati, T.; Pergami, P. Absolute lymphocyte and neutrophil counts in neonatal ischemic
brain injury. SAGE Open Med. 2018, 6, 2050312117752613. [CrossRef] [PubMed]

42. Mülling, K.; Fischer, A.J.; Siakaeva, E.; Richter, M.; Bordbari, S.; Spyra, I.; Köster, C.; Hermann, D.M.; Gunzer, M.; Felderhoff-
Müser, U.; et al. Neutrophil dynamics, plasticity and function in acute neurodegeneration following neonatal hypoxia–ischemia.
Brain Behav. Immun. 2021, 92, 232–242. [CrossRef] [PubMed]

43. Herz, J.; Köster, C.; Crasmöller, M.; Abberger, H.; Hansen, W.; Felderhoff-Müser, U.; Bendix, I. Peripheral T Cell Depletion by
FTY720 Exacerbates Hypoxic-Ischemic Brain Injury in Neonatal Mice. Front. Immunol. 2018, 9, 1696. [CrossRef] [PubMed]

44. Huang, L. Increased Systemic Immune-Inflammation Index Predicts Disease Severity and Functional Outcome in Acute Ischemic
Stroke Patients. Neurologist 2023, 28, 32–38. [CrossRef] [PubMed]

45. Chen, L.; Pandey, S.; Shen, R.; Xu, Y.; Zhang, Q. Increased Systemic Immune-Inflammation Index Is Associated with Delayed
Cerebral Ischemia in Aneurysmal Subarachnoid Hemorrhage Patients. Front. Neurol. 2021, 12, 745175. [CrossRef]

46. Su, W.J.; Zhang, T.; Jiang, C.L.; Wang, W. Clemastine Alleviates Depressive-Like Behavior Through Reversing the Imbalance of
Microglia-Related Pro-inflammatory State in Mouse Hippocampus. Front. Cell. Neurosci. 2018, 12, 412. [CrossRef] [PubMed]

47. Zhi, C.; Zeng, S.; Chen, Y.; Liao, D.; Lai, M.; Wang, Z.; Wang, Y.; Xiao, S. Clemastine promotes recovery of neural function and
suppresses neuronal apoptosis by restoring balance of pro-inflammatory mediators in an experimental model of intracerebral
hemorrhage. Int. J. Med. Sci. 2021, 18, 639–645. [CrossRef] [PubMed]

48. Roberti, A.; Chaffey, L.E.; Greaves, D.R. NF-&kappa;B Signaling and Inflammation&mdash;Drug Repurposing to Treat Inflamma-
tory Disorders? Biology 2022, 11, 372.

49. Manukjan, N.; Majcher, D.; Leenders, P.; Caiment, F.; van Herwijnen, M.; Smeets, H.J.; Suidgeest, E.; van der Weerd, L.; Vanmierlo,
T.; Jansen, J.F.A.; et al. Hypoxic oligodendrocyte precursor cell-derived VEGFA is associated with blood–brain barrier impairment.
Acta Neuropathol. Commun. 2023, 11, 128. [CrossRef]

50. Bano, S.; Chaudhary, V.; Garga, U.C. Neonatal Hypoxic-ischemic Encephalopathy: A Radiological Review. J. Pediatr. Neurosci.
2017, 12, 1–6. [CrossRef]

51. Schrock, J.W.; Glasenapp, M.; Drogell, K. Elevated blood urea nitrogen/creatinine ratio is associated with poor outcome in
patients with ischemic stroke. Clin. Neurol. Neurosurg. 2012, 114, 881–884. [CrossRef] [PubMed]

52. Jiang, W.-F.; Deng, M.-L. Prognostic impact of blood urea nitrogen/creatinine ratio changes in patients with acute ischemic stroke.
Clin. Neurol. Neurosurg. 2022, 215, 107204. [CrossRef] [PubMed]
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