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ABSTRACT

Objective: Henoch Schonlein Purpura (HSP) is 
the most com m on benign vasculitis occurring 
during childhood. M orbidity and m ortality rates 
rise when there is organ system  involvem ent. We 
aimed to retrospectively evaluate HSP cases in 
our clin ic according to organ involvem ent, clinical 
and laboratory findings.

Material and Methods: Tw enty-e ight HSP cases 
were fo llow ed in our clin ic from  January 1st 1997 
to June 1st 2000. The cases were retrospectively 
evaluated.

Results: The mean age of the patients was 7.96 
years (interval: 3-14 yrs.). 17 of them were 
m ales, 11 w ere  fem a les. The mean 
hospitalization period was 6,36 days (interval: 1- 
16 days). Two patients had been hospitalized 
tw ice due to recurrence and two others had each 
been hospita lized once before in another clinic 
due to the sam e disease. 9 patients (32.1 %) had 
a history of an upper respiratory tract infection 
(URTI) of whom  3 (10.7 %) had positive throat 
cultures for beta hem olytic streptococcus. Skin 
les ions w ere seen in a ll pa tients. 
A rth ritis /a rth ra lg ia  deve loped in 12 (42.9 %) 
patients. G astro in tes tina l system  tract (GIT)

involvem ent developed in 19 patients (67.9 %), 7 
(25 %) of them presented with abdominal pain 
and vom iting, 12 (42.9 %) with occult fetal blood. 
In 4 patients (14.3 %) with GIT involvement, 
hem atochez ia  and m elena deve loped later. 
Abdom inal ultrasonography was performed on 
17 cases (60.7 %). No surgical intervention was 
required for any of the patients. 11 patients (39,3 
%) had renal involvement. In 8  of the cases (28,6 
%) renal disease presented with m icroscopic 
hem aturia with or w ithout proteinuria and in the 
other 3 (10,7 %) with m acroscopic hematuria. In 
1 (3.6 %) case acute renal failure developed and 
hem odialysis was performed. Central nervous 
system  (CNS) invo lvem ent occurred in one 
patient (3,6 %) who had convulsions. In 2 cases 
(7.1%) scrotal involvem ent was observed. 13 
patients were given steroids.

Conclusions: In HSP cases, renal and GIT 
involvem ent should be searched for meticulously 
and patients with renal involvem ent should be 
followed up regularly.
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IN T R O D U C T IO N

Henoch Schonlein Purpura (HSP) is the most 
com m on vascu litis  in ch ildhood . It is 
characterized by non-throm bocytopenic purpura, 
a rth ritis /a rth ra lg ia , abdom ina l pain, 
gastrointestinal b leeding and glom erulonephritis 
(1 .2 ).

Although it is known as a benign vasculitis, 
morbidity and m ortality increase when there is 
organ system involvement. It is im portant to 
fo llow  a pa tien t w ith  renal, G IT  and CNS 
involvem ent regularly. This study was performed 
to evaluate retrospective ly the HSP patients 
hospitalized in our clin ic w ithin a certain period.

M ATERIALS A N D  M E T H O D S

Table II.: Distribution of cases according to months and 
years.

Months/Years 1997 1998 1999 2000

January 1 1 2 -
February - 1 - -
March 2 - - -
April 1 1 1 3
May - - 4 -
June - - -
July - - 1
August 1 - 1
September 1 - -
October 4 1 -
November 2 - -
December - - -

Total 12 4 9 3

Patients d iagnosed as and treated for HSP 
between January 1st 1997 and June 1st 2000 
and later fo llowed up in the outpatient clinic were 
chosen for the study. The num ber of patients was 
28 (17 males, 11 fem ales). Records of their age, 
sex, m edica l h istory, hosp ita liza tion  period, 
number of recurrence episodes, clinical findings, 
labora tory  tests, rad io log ica l and 
h is topa tho log ica l find ings  w ere taken and 
analyzed in the light of literature.

RESULTS

The age and sex distribution of the cases are 
presented in Table-I.

Table I.: The age and sex distribution of the cases

Male Female

Number 17 11
Age Range (Yr) 3-13 3-14
Mean Age (Yr) 7.76 8.27

Male / fem ale ratio was 1 , 5 / 1 .  The youngest 
patient was 3, the eldest was 14 years of age. 
The overall mean age was 7.96.

Distribution of the cases according to months and 
years is given in Table-ll.

The hospitalization period varied between 1 to 16 
days (mean: 6,36 days). Two patients were 
hospitalized tw ice In our clin ic due to recurrence 
and 2  others were each hospita lized once before 
in d ifferent clinics.

The medical histories revealed upper respiratory 
infections in 9 patients (32.1 %), of whom 3 (10.7 
%) had positive throat cultures for beta hem olytic 
streptococcus; one had otitis media (3,6 %), one 
had urinary tract infection (3.6 %), and one had 
bronchopneum onia (3.6 %). 2 patients had a 
history of acetyl salicylic acid (80 mg) use, 1 had 
furosem ide intoxication, and 1 patient a recent 
traum a history.

N on-specific  find ings w ere as fo llow s: fever 
between 38.0-38.5° C in 5 cases (17.9 %). 
Between 37.5-37.9° C in 7 patients (25.0 %), less 
than 37.0° C in 16 (57.1 %); hypertension in 4 
patients (14,3 %). The find ings are given in 
Table-Ill.

Table III.: The clinical findings and organ involvements of the 
cases.

Clinical Findings Number of Cases Percentage (%)

Purpura 28 100.0
Arthralgia / Arthritis 12 42.9
Gastrointestinal System Involvement 19 67.9
Renal Involvement 11 39.3
Scrotal Involvement 2 7.1
CNS Involvement 1 3.6
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Purpuric skin lesions were seen in all patients 
(100.0% ). In som e patients they occurred after 
a rth ra lg ia /a rth ritis  and in som e fo llow ing  
abdom inal pain and/or vom iting.

A rthralg ia/arthritis was found in 12 cases (42.9 
%). The m ost involved jo in ts were ankles and 
knees. In 1 patient (3.6 %) elbow pain was 
recorded.

Data relating to G IT and renal involvem ent is 
given in Table-IV:

In 19 cases (67.9 %) there was G IT involvement. 
In 7 of them  (25.0 %) presentation was with 
abdom inal pain and vom iting. 12 patients (42.9 
%) had occu lt feca l b lood in add ition  to 
abdom ina l pa in. In 4 of them  (14.3 %) 
hem atochezia and m elena developed.

Renal involvem ent was evident in 11 cases (39.3 
%). 8  of them  (28.6 %) also had G IT involvement. 
8  of the patients with renal d isease (28,6 %) 
presented with m icroscopic hem aturia with or 
w ithout proteinuria and the other 3 (10,7 %) with 
m acroscopic hem aturia. In 1 (3.6 %) case acute 
renal failure developed and hem odialysis was 
perfo rm ed. CNS invo lvem en t occurred  in 1 
patient (3,6 %) presenting with convulsions. The 
on ly find ing  in ce reb ro -sp ina l flu id  was 
xanthochrom ia. EEG did not reveal any specific 
findings for epilepsy.

Two patients (7.1 %) had scrotal involvement. 
One of them  was diagnosed as having orchio- 
epid idym itis by ultrasonography. The other, who 
had had an orch iectom y before due to abdom inal 
o rch iopexy , w as found  to su ffe r on ly from  
testicu lar pain.

Com plete blood count results are given in Table 
-V:

T a b le  IV.: Gastrointestinal and renal involvement

Table V.: Complete blood count results.

Ranges Mean and SO

Hemoglobin 5.6-14.5g/dl 11,98g/dl±1.91
Hematocrite 16-43% 35.94 %±5.93
Erythrocyte 3.7-5.3 million/mm3 4.62 million/mm3±0.45
Leukocyte 5600-21 000/mm3 12600/mm3±3563
Thrombocyte 219000-572000/mm 389153/mm3±123754
Sedimentation Rate 12-120 mm/h 44.25 mm/h±29.40

C3/C4 were measured in 9 cases. C3 was found 
to be lowered in 1 patient and increased in 2  

patients. C4 was normal in all cases.

Bronchopulm onary infiltration was observed on 
the chest X-ray of 1 patient.

On 17 patients u ltrasonography (USG) was 
taken. In 11 patients no pathological findings 
were found. In 1 patient (3.6 %) bowel dilatation 
and in 2 patients (7.1 %) suspected invagination 
with fluid collection was observed. In the contro l 
USG analyses the findings returned to normal. 
No patient required surgical intervention.

Two patients (7.1 %) were found to have grade 1- 
2 increases in renal echogenicity. In 1 patient 
(3.6 %) m inimal fluid collection in the right pleural 
space was observed.

Seven patients required skin b iopsies to 
ascertain the diagnosis after the consultation with 
the Dermatology Clinic. All the biopsy results 
were congenial with leucocytoclostic vasculitis.

Renal biopsies were taken in 2 patients with 
acute renal failure and massive proteinuria. The 
find ings were typ ica l of HSP nephritis  with 
crescent formation.

Gastrointestinal Involvement Renal Involvement
Gastrointestinal + Renal 

Involvement

Number % Number % Number %

Abdominal Pain and 
Vomiting

7 25.0 Mic.Hematuria±Proteinuria 8 28.6 Gastrointestinal and Renal 8 
Involvement

28.6

Occult Fecal Blood 12 42.9 Mac. Hematuria 3 10.7

Melena+Hematochezia 4 14.3 Acute Renal Failure 1 3.6
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Thirteen cases (46.4 %) w ere  trea ted  w ith 
streoids. S teroids were given in a dose of 1-2 
mg/kg/day for 3-14 days to patients with GIT 
involvement. Patients having undergone renal 
biopsy were treated with a dose of 30 m g/kg/day 
for the first 5 days and then with 1 m g/kg/day for 
the next m onth a fte r consu lta tio n  w ith  the 
Pediatric Nephrology Departm ent of the Istanbul 
School of Medicine.

Of the 28 patients only 6  regularly attended 
follow-up visits in the outpatient clinic. Therefore 
no reliable data could be obtained for the long 
term period.

D IS C U S S IO N

HSP is a leukoclastic vasculitis  according to the 
Chapel Hill classification (1993) and is the most 
common vasculitis of the childhood period (3). Its 
incidence is about 13.5-18.0 /  100.000 (1-3). 
A lthough it can occur at any age after the first 4- 
6  months of life, 50 % are seen at under 5, and 
75 % are seen at under 10 years of age. The 
youngest of our cases was 3, and the oldest was 
14 years of age. The disease is more com m on in 
m ales w here the m a le /fem a le  ratio  in the 
literature is reported to be around 1 .2 / 1  - 2 .6 / 1

(1,2,4). The ratio in our series was 1 . 5 / 1  and 
was sim ilar to the study of Dicle University 
Medical School (4).

HSP is a disease which recurs. It recurs mostly 
within the first 3-4 months of the first attack, or 
som etim es in a year or rarely in a few  years (1 ,2 ). 
Four patients in our study had to be hospitalized 
twice because of recurrence and com plications 
of HSP.

Although the etiology is unknown, an upper 
resp ira to ry  in fec tion  due to s trep tococc i is 
thought to be the cause. The disease is mostly 
seen in w inter and autum n (2). But In our cases 
there was no significant tendency of d istribution 
in a spec ific  season. A lso adenovirus, 
m ycoplasma and parvovirus infections are seen 
among the causes of the disease, and the 
pseudomonas which are accepted as another 
triggering factor (5). In one of our recurrent cases 
with G IT and renal involvem ent the urine culture 
was positive  fo r pseudom onas aerog inosa. 
Trauma, some drugs and vaccines are also seen

among the causative factors (2,6). Nine of our 
patients had URTI, where 3 had positive throat 
cultures, and three had other infections. One 
patient had been hospitalized due to furosem ide 
intoxication and two had a history of being 
treated with 80 m illigram s salicylic acid the week 
before the HSP sym ptom s occurred. Another 
patient had a traum a history of an arm fracture.

Am ong the clinical findings of HSP the purpuric 
and /  or petechia l skin lesions involving mostly 
the buttocks and legs and som etim es the arm s 
and face are a lm ost always seen (7-10). One of 
the d iagnostic criteria by the Am erican College 
of Rheum atalogy (1990) is leukoclastic vasculitis 
w ith  po lym orphonuc lea r leukocy tes  at sm all 
vessel walls (2). All of our patients had these 
lesions. However, when there is organ system 
involvem ent o ther than skin beforehand, it can be 
d ifficu lt to m ake a d iagnos is . H isto log ica lly , 
changes occur in the arterioles, capillaries and 
venules due to IgA, C 3  and fibrin deposition. 
Com plem ent abnorm alities (like C 2  deficiency, 
hom ozygote null C4  phenotype, C4 B deficiency) 
are held to be responsib le for IgA deposition (2). 
In recent studies the abnorm al g lycosylation of 
IgA subclass A-| has been given a main role in 
pa thogenes is  (8,11). Skin b iops ies  w ere 
perform ed on 7 of our cases. In one of them  the 
skin lesions were pruritic. In another patient the 
lesions started as purpura and then turned to 
ecchym oses. All of the results were congenial 
w ith vasculitis. To d ifferentia te HSP from  other 
vasculitic d iseases IgA ANCA can be m easured 
(1 ,1 2 ).

Arthralg ia or arthritis is more frequently seen at 
the knees, ankles and elbows. The rate of 
occurrence is between 60-84 % (6 -8 ). A rthritis or 
arthralgia was positive in 12 (42.9 %) of our 
patients. In some cases arthritis preceded skin 
lesions.

Gastro intestina l system  involvem ent is about SO
SO % (1-4, 6-9). In half of the cases occult fecal 
blood is present (1). The clin ical find ings include 
abdom inal pain, vom iting, hem atem esis, melena. 
(7, 13). Rare ly in tussuscep tion , bowel
perforation, pancreatitis, appendicitis or hydropic 
gall b ladder can occur. The rate of such a m ajor 
com plication Is 4,6 % (1.3 - 13.6) (13). G IT 
invo lvem ent occurred  in 19 (67,9% ) of our 
patients. 12 (42.9% ) patients had occult fecal
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blood. In 4 patients (14.3 %) rectal bleeding was 
apparent. None of the cases required surgical 
intervention. During the control u ltrasonographic 
analysis, cases w ith suspected invagination were 
found to have recovered. U ltrasonography is not 
always suffic ient to show G IT involvem ent but it 
is useful in fo llow ing  cases with suspected 
invagination and bowel dilatation (13).

Renal invo lvem en t is reported to occur in 
between 20 and 100 % of the cases (2). In 89 % 
of the cases it becom es evident in the first 4 
weeks, a lthough in the rest it can take more than 
2 months. Renal involvem ent is more com m on in 
patients with G IT involvem ent (4). 11 of our 
cases (39.3 %) had renal d isease where 8  of 
them (28.6 %) had it together with G IT disease. 
The clinical presentation is mostly as m icroscopic 
hem aturia +/- w ith or w ithout proteinuria. In 3 
patients we observed m acroscopic hematuria, 
w ith a decrease in g lom eru lar filtration rate. One 
patient needed to undergo hem odialysis because 
of acute renal failure.

S ince rena l in vo lvem en t can be a serious 
challenge during hospita lization or in the fo llow 
up period som e m ethods of m enitorization have 
been suggested  like m easuring  the tubu la r 
proteins N-acetyl beta-D -g lucosam in idase (NAG) 
and a lpha -1 -m icroglobulin  (a 1 MG) (14).

Renal find ings  inc lude  p rim ary lesion, and 
endoca p illa ry  p ro life ra tive  g lom eru lon ephritis  
involving the endothelia l and m esanchym al cells. 
E x tracap illa ry  ce lls  can cause c rescen t 
form ation. W ith im m unofluorescence deposits of 
IgA, IgG, C 3  and fibrin can be noticed (2). Renal 
b iopsies were perform ed in 2  of our patients 
revealing find ings of HSP nephritis including 
crescent form ation.

Central nervous system  involvem ent presents 
with convulsions, paresis and coma. It is not 
com m on (1,2). One patient of our series 
had convulsions during the hospitalization 
period.

Scro ta l invo lvem en t is reported  not to be 
uncom m on, and it som etim es presen ts  as 
testicu lar torsion (1,2). A study reported that 15 
% of affected boys com plained of significant pain. 
U ltrasonographic find ings include dilated and 
torsioned epid idym , scrotal thickening, hydrocele

w ithout involvem ent of testicles (15). We had 
scrotal involvem ent in 2  cases.

The other findings of HSP are due to very rarely 
seen cholecystitis , m yocardia l infarction and 
interstitial lung disease (2, 16). A patient in our 
clinic had bronchopulm onary infiltration but it has 
not been possible to ascertain whether it was due 
to HSP or not.

There are no specific laboratory findings for HSP. 
Throm bocytosis may be related with the severity 
of disease increased Von W illebrand factor and 
serum  th rom bom odu lin  leve ls which show 
endothelial damage. In severe GIT involvement 
factor XIII may increase. In 50% of cases serum 
IgA levels have been reported to be higher than 
normal. IgA nephropathy and HSP are diseases 
with sim ilar renal findings. They can be found 
within the same fam ily. Therefore the ACE gene 
deletion found in IgA nephropathy patients was 
searched for also in HSP cases but no significant 
relation was found (17). Com plem ent levels may 
be normal or increased. The mechanism for 
increased com plem ent in renal disease was 
thought to be associated with lectin levels (18). 
No specific laboratory findings were present in 
our cases.

In treatment, steroid use relieves the complaints 
of G IT involvem ent rapidly but is not effective in 
preventing renal disease (19,20). In serious renal 
involvem ent pulse steroid treatm ent alone or with 
im m unosupressants is suggested (1,21). In our 
clinic, cases with GIT disease were treated with
1 - 2  mg/kg/day steroids whereas 2  patients who 
had renal biopsy were given pulse treatment.

Only a small part of our patients came to regular 
follow-up visits due to econom ic and educational 
problems and because some of them were living 
in other towns. In the dialysis patient the low GFR 
rate continued for a while. In the other patient 
with macroscopic hem aturia the purpura recurred 
once while the GFR returned to normal. The rest 
had no further problems.

Although it is a benign disease, the morbidity and 
m orta lity  of HSP increases w ith  m ultiorgan 
involvement. Special attention must be paid to 
com plications in cases of gastrointestinal, renal 
and central nervous system involvement. End 
stage renal failure has been reported to develop
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in 5-15% of cases with renal involvement. It has 
been reported to occur more frequently 
especially in cases with glomerular filtration rate 
below 70 ml/min., 1 gr. of protein excretion in 
urine and sclerotic crescent formation. In renal 
transplant patients, HSP nephritis can recur (19). 
Therefore long term follow up is recommended 
for all who develop nephritis.
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K İL O  K A Y B IN IN  Y A N IN D A  O B E Z IT E Y E  
EŞLİK  E D E N  R İS K  F A K T Ö R L E R İN İ A Z A L T IR

İL K  L İP A Z  İN H İB İT Ö R Ü D Ü R  1 2 3  4 6

S IS T E M IK  ETKİLİ O L M A Y A N  
TEK  A N T İO B E Z İT E  İL A C ID IR 2 6

S P E S İF İK  Y A G  
B L O K E R İD İR 2 3 4 6

Kcfcranslar;lJHill JO, Hauptman J, Anderson JW, ct a!. Orlistat, a lipase inhibitor, fur w< 21 Suppl.3 : S12-23 3)Davidson MU, Hauptman I, ILiGirolamo M, et a! We Randomised placebo controlled tnal of orlistat for weight loss and prtventioi obesity: a 6-month dose-ranging study. Eur J Clin Pharmacol 1998; 54:123-3
: maintenance after conventional dieting; a 1 -v study. Ain J Clin Nutr. 1999; 69: 1108-161 control and nsk factor reduction in obese subjects treated lor 2 vears with orlistat. JAMA 1 »right regain in obese patients. Lancet 1998; 352: 167-72 5)van Gaal. Ilroqpi II, Enzi iPi-SunycrTX Medical Hazards of obesity. .Ann Intern Med. 1993; 119 ( 7pt2): 655 660
XENICAL® Orlistat Kapsül Lokal etkili aım-obeatç ilacı.Endikasyonlan (Kullaıunı Yeden): Xcmcal, obez hastalann veya asın kık>hı hastalann tcd.iv ŞckJı ve Dozu: Xcnical'lin önerilen dozu her ana öğünle birlikte (yemek sırasında ı Kontrendikasyonlan ; Kullanılmaması Gereken Yerler): Xcmcal kronik maUhsorpsiyon sens bulunan diğer maddelerden herhangi birine aşın duyarlılığı olan tiplerde kontrendiked advert, rcaksıydhlan yoğunlukla gastrointestinal sistemle ilgilidir ve ilacın, besinlerle alman ilişiklidır. Sık gözlenen advcrs olaylar, yağlı lekelenme, gazla birlikte sızıntı, ani dıştilama artış ve dışkı kayırmadır. Yağ içeriği diışuk bir diyet, gastrointestinal advcrs olayların ortaya izlemelerine ve düzenlemelerine yardımcı olabiGr. Uvanlar/Onlemlcr Tıp 2 diyabet hast düzelmeye ıslık eder, bu durum oral htpoglıscmık ılaylann 'om. Sübbulürclcr dozum

. kalorili bir diyetle birlikte endikedir. Kullanım saat sonrasında) 120 mg'lık bir kapsüldür

<(Rochej> Beşeri İlaç
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Sabıklı

Novartis, yaptığı araştırmalar 
ve geliştirdiği ürünlerle 
sağlıklı bir yaşam için 
sîzlerle birlikte...

t } )  N O V A R T İ S



A l t  s o l u n u m  y o l u  i n  f  e  k  s  i y o  n  I a  r  ı 

B a k t e r i y e l  m e n e n j i t  

O r i n e r  s i s t e m  i n f e k s i y o n l a r ı  

D e r i  v e  y u m u ş a k  d o k u  i n f e k s i y o n l a r ı  

K e m i k  v e  e k l e m  i n f e k s i y o n l a r ı  

İ n t r a a b d o m i n a l  i n f e k s i y o n l a r

C e r r a h i p r o f i l a k s i

Seftriakson (disodyum)

Bileşim: Seftriakson. özellikleri: Seftriakson geniş spektrumlu. Gram(-) ve Gram (+) bakterilerin 
büyük kısmına bakterisid etkili, uzun yarılanma ömürlü 3. jenerasyon sefalosporindir Endikasyonlar: 
Duyarlı patojenlerin neden olduğu abdomen, kemik-eklem-cilt ve yumuşak doku, ürogenital 
sistem, solunum sistemi infeksiyonları, immün yetmezliklerde gelişen infeksiyonlar, sepsis, 
menenjit, cerrahi profilaksi Doz ve Uygulama: Genel olarak 24 saatte bir 1-2 g (yeni doğanlar: 20-50 mg/kg/gün) maksimum 4 g/gün, tek dozda parenteral olarak uygulanır. Kontrendlkasyonlar: 
Sefalosporin duyarlılığı. Uyarılar: Penisilinler ile çapraz alerjik reaksiyon görülebilir. Kesin 
endikasyon olmadıkça gebelikte kullanılmamalıdır Yan Etkiler: Genellikle iyi tolere edilir. Geçici 
yan etkilere rastlanabilir Ticari Şekiller: Parenteral uygulama için 0.5 g İM, 0.5 g IV, 1 g İM. 1 g IV flakon. Reçete ile satılır Şubat 2001/KDV Dahil Per Sat. Fi.: 0.5 g IM-IV 5.374 000 TL. 1 g IM-IV 9.414.000 TL. Daha detaylı bilgi firmamızdan temin edilebilir. ®  Tescilli Marka'
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Roche Müstahzarları Sanayi A.Ş.
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Ü lkem izin  en kapsam lı ve m odern

Radyasyon Onkolojisi
Satürn 4 2 1 
Target Doz 
Nuclital Siı

S O T !
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(Türkiye ve çevre ülkel
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Beyin Patolojilerinde ceratıı 
müdahaleye gerek kalmaksızın 

4 tedavi olanağı
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Nükleer Tıp
o --------------ir., V

: : :

♦ ♦ ♦ ♦♦ t»4

Tomografi 
DSA Angiography 
Pereferic Angiography 

ımmografi 
ıroscopy
ınvansiyonel X-Ray 

Mobile X- Ray 
Ultrasonografi 
Doppler Ultrasonografi : : v - f.
Advantage Windows 
(Görüntü Değerlendirme Sistemleri)
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S o l u n u m  y o l l a n  

i n  f e k s i y o n l a r ı n d a

O Tek molekülde güçlü 
bakterisid etki

O Tek molekülde yüksek 
beta-laktamaz stabilitesi

O Geniş spektrum
O Pratik tedavi
O Tedaviye uyum kolaylığı
OjOrta kulak sıvısına iyi 

¡netrasyon

Cefatin
Sefuroksim (aksetil)

Bileşimi: Sefuroksim aksetil. Özellikleri: Cefatin geniş spektrumlu, bakterisid etkili, beta-laktamazlara 
dayanıklı oral sefalosporindir. Endikasyonları: Duyarlı patojenlerin neden olduğu solunum yolları, 
urogenital sistem, cilt ve yumuşak doku infeksiyonları. Doz ve Uygulama: Genel olarak günde 2 
kez 250 mg uygulanır. Doz 250-1000 mg/gün arasında değişebilir. Çocuklarda genel olarak günde 
2 kez 125 mg (2 kez 5 mm'lik 1 ölçek). Kontrendikasyonlan: Sefalosporin duyarlılığı. Uyanlar 
Penisilinler ile çapraz alerjik reaksiyon görülebilir. Kesin endikasyon olmadıkça gebelikte 
kullanılmamalıdır. Yan Etkiler: Genellikle iyi tolere edilir. Geçici yan etkilere rastlanılabilir. Ticari 
Şekiller 10 adet 125 mg veya 250 mg oral tablet. Süspansiyon 50 mİ granül şişede. Reçete ile 
satılır Şubat 2001/KDV Dahil Per. Sat. R.: 125 mg tt>. 7 680.000 TL. 250 mg tb 14 109 000 TL. 
Süspansiyon 10.499.000 TL. Daha detaylı bilgi firmamızdan temin edilebilir. ®  Tescilli Marka'

The Pediatric Infectious Disease Journal. 10 (4); 294-298.1991.
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ACADEMIC HOSPITAL
Altunizade Nuhkuyusu Cad. No: 88 Üsküdar Tel.: (0.216) 341 28 41

MARMARA ÜNİVERSİTESİ TIP FAKÜLTESİ VAKFI
A c a d e m i c  H o s p i t a l

Altunizade Nuhkuyusu Cad. No: 88 Üsküdar 
Tel.: (0.216) 492 47 50 Fax: (0.216) 492 47 62



Depresif Sendromlar ve Sosyal Fobi Tedavisinde

A u r o r i x
Moklobemid
150 mg

30 lak ta b le t

M o k lo b e m i d

30 lak ta b le t

Roche

Roche

r u r9 rix*
m oklobem id
B ile ş im i: M oklobem id Ö ze llik le ri, e tk ile r i:  Moklobemid. A tıpı monoamınooksıdaz enzim inin reversıbl ınhıbıtörudur. Ruhsal durumu düzeltici ve psıkomotor aktıvıteyı artırıcı etkisinin bir sonucu olarak AURORIX dısforı. bitkinlik 
yaşam isteğinin kaybolması ve dikkati yoğunlaştırma yeteneğinin zayıflaması gibi semptomların giderilmesinde etkili olur. AURORIX sedasyona neden olmaz. AURORIX uyanıklık durumunu bozmaz ve ıy< tolere edilir Karaciğer 
ya da kalbe toksık bir etkisi gözlenmemiştir E n d ika syo n la rı: Depreşil sendrom lar ve sosyal fobi tedavisinde S tandart Doz: Depreşil sendromlar: Depresyonun şiddetine göre günde 300 600mg ıkı veya uçe bölünerek verilir 
Sosyal fobi Önerilen doz. ıkı doza bölünerek verilen 600mg'gun dür U yan la r: AURORIX ilaca karşı aşırı duyarlılığın bilindiği hallerde ve yeterli klinik deneyim olmamasından dolayı çocuklarda kullanılmamalıdır Baskın klinik özelliği 
aııtasyon olan depresıf hastalarda AURORIX bir sedatıfle birlikte kullanılmalıdır Yoğun dikkat gerektiren etkinliklerde AURORIX performans bozukluğuna yol açmaz, ancak tedavinin erken dönemindeki tepk lenn şahıstan şahısa 
değişebileceği goz önünde tutulmalıdır. G ebe lik te  ku llan ım : Genel kural olarak kabul edilen gebeliğin erken döneminde, gerekmedikçe her türlü ilacı kullanmaktan kaçınma ilkesi göz önünde bulundurulmalıdır İstenm eyen e tk ile r 
P laseboya göre istenmeyen etkilerin sıklığı % 5'den fazla değildir. Uyku bozukluğu, sersemlik, bulantı ve baş ağrısı arasıra rastlanan etkilendir. E tk ile ş im le r: Sımetıdın moklobemıd'm  metabolizmasını uzatır Moklobemid alkolle 
etkileşime girmez A şırı doz : Aşırı doz tedavisi öncelikle v ital fonksiyonların sürdürülmesini hedeflemelidır T ica ri ş e k li: 150 mg. 300 mg. 30 adet blısterde Ocak 2001 KDV Dahil Per Sat Fı I50m g. 14.310 000-TL. 
300m g 22 957 000 -TL R eçe te  ile  s a tı lır .  D aha d e ta y lı b ilg i firm a m ızd a n  sa ğ la n a b ilir . $  “T e s c illi M arka  R oche M üs ta h za rla rı S anay i A  Ş P K. 16 -80622 L even t Is tanbu l h ttp  www ro che .com .tr



A Ğ R I  V E  

E  İ M  F  L A  M A S  Y O  İ M

C O K  B O Y U T L U

Y A K L A Ş I M

G ü n d e  t e k  d o z  i le  h e r  h a s t a  g r u b u  i ç i n  
u y g u n  f o r m  s e ç e n e ğ i ,

T A B L E T ,  S U P O Z İ T U Â R ,  A M P U L

T ı lc o t i l
[1]. R.C.A. Heintz, seven years worldwide experience, VII Eular Symposium, Istanbul, Turkey 8-11 June 1994

/R o c h e ) Beşeri ilaç Bileşimi:Tenoksikam Özellikleri: Antienflamatuar, analjezik ve antiromatizmal etki gösterir, trombosıt agregasyonunu 
inhibe eder. Endikasyonları: İskelet kas sisteminin ağrılı enflamatuar ve dejeneratif hastalıklarının semptomatik 
tedavisinde endikedir. Doz ve uygulama: Gut artriti dışındaki tüm endikasvonlar için günde tek doz bir tablet, bir flakon 
veya bir supozituvar. Kontrendikasyonları: İlaca aşırı hassasiyeti olanlar, NSAİD'lerin kullanılmaması gereken durumlar.
Yan etkiler: Tilcotil önerilen 20 mg’lık günlük dozlarında genelde çok iyi tolere edilmektedir. Yan etkiler daha çok Gl 
sistemde meydana gelmektedir. Ticari Şekiller: Tablet, 20 mg, 10 ve 30 adet, supozituvar 20 mg, 10 adet, flakon 20Roche Müstahzarları Sanayi A.Ş 

P.K. 16-80622 levent-istanbul 
www.roche.com.tr

mg, 1 adet + 2 mİ distile su. Reçete ile satılır. Ekim 2000/KDV Dahil Per. Sat. Fi.: 10 tajolet 4.863.000.-TL., 30 
tablet 12.083.000.- TL., Ağustos 2000/KDV Dahil Per. Sat. Fi.: Supozituvar 4.425.000.-TL., Haziran 2000/KDV 
Dahil Per. Sat. Fi.: Flakon 784.000.-TL. Daha detaylı bilgi firmamızdan temin edilebilir. ® "Tesilcilli Marka."
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