Aripiprazole. (Atypical antipsychotic drug).
Each tablet contains :
Active Ingredients:
Aripiprazole
10 mg
30 mg
Inactive Ingredients:
Lactose monohydrate
94 mg
60 mg
Magnesium stearate
1mg
1 mg
Cross carmellose sodium
10 mg
10 mg
Talc
10 mg
10 mg
PovidoneK30
6 mg
8.5 mg
Avicel 102
43 mg
122.5mg
Pharmacological action :
Aripiprazole exhibits high afﬁnity for dopamine D2 and D3, serotonin 5-HT1A and 5-HT2A
receptors (Ki values of 0.34, 0.8, 1.7, and 3.4 nM, respectively), moderate afﬁnity for
dopamine D4, serotonin 5-HT2C and 5-HT7, alpha1-adrenergic and histamine H1 receptors
(Ki values of 44, 15, 39, 57, and 61 nM, respectively), and moderate afﬁnity for the serotonin
reuptake site (Ki=98 nM). Aripiprazole has no appreciable afﬁnity for cholinergic muscarinic
receptors (IC50>1000 nM). Aripiprazole functions as a partial agonist at the dopamine D2
and the serotonin 5-HT1A receptors, and as an antagonist at serotonin 5-HT2A receptor.
The mechanism of action of aripiprazole, as with other drugs having efﬁcacy in
schizophrenia, is unknown. However, it has been proposed that the efﬁcacy of aripiprazole is
mediated through a combination of partial agonist activity at D2 and 5- HT1A receptors and
antagonist activity at 5-HT2A receptors. Actions at receptors other than D2, 5-HT1A, and
5-HT2A may explain some of the other clinical effects of aripiprazole,
eg, the orthostatic hypotension observed with aripiprazole may be explained by its
antagonist activity at adrenergic alpha1 receptors.
Pharmacokinetics :
Aripiprazole activity is presumably primarily due to the parent drug, aripiprazole, and to a
lesser extent, to its major metabolite, dehydro-aripiprazole, which has been shown to have
afﬁnities for D2 receptors similar to the parent drug and represents 40% of the parent drug
exposure in plasma. The mean elimination half-lives are about 75 hours and 94 hours for
aripiprazole and dehydro-aripiprazole, respectively. Steady-state concentrations are attained
within 14 days of dosing for both active moieties. Aripiprazole accumulation is predictable
from single-dose pharmacokinetics. At steady state, the pharmacokinetics of aripiprazole are
dose-proportional. Elimination of aripiprazole is mainly through hepatic metabolism
involving two P450 isozymes, CYP2D6 and CYP3A4.
Absorption
Aripiprazole is well absorbed, with peak plasma concentrations occurring within 3 to 5
hours; the absolute oral bioavailability of the tablet formulation is 87%. Aripiprazole can be
administered with or without food. Administration of a 15-mg Aripiprazole tablet with a
standard high-fat meal did not signiﬁcantly affect the Cmax or AUC of aripiprazole or its
active metabolite, dehydro-aripiprazole, but delayed Tmax by 3 hours for aripiprazole and 12
hours for dehydro-aripiprazole.
Distribution
The steady-state volume of distribution of aripiprazole following intravenous administration
is high (404 L or 4.9 L/kg), indicating extensive extravascular distribution.
At therapeutic concentrations, aripiprazole and its major metabolite are greater than 99%
bound to serum proteins, primarily to albumin. In healthy human volunteers administered 0.5
to 30 mg/day aripiprazole for 14 days, there was dose-dependent D2-receptor occupancy
indicating brain penetration of aripiprazole in humans.
Metabolism and Elimination
Aripiprazole is metabolized primarily by three biotransformation pathways:
Dehydrogenation, hydroxylation, and N-dealkylation. Based on in vitro studies, CYP3A4
and CYP2D6 enzymes are responsible for dehydrogenation and hydroxylation of
aripiprazole, and N-dealkylation is catalyzed by CYP3A4. Aripiprazole is the predominant
drug moiety in the systemic circulation. At steady state, dehydroaripiprazole, the active
metabolite, represents about 40% of aripiprazole AUC in plasma.
Approximately 8% of Caucasians lack the capacity to metabolize CYP2D6 substrates and
are classiﬁed as poor metabolizers (PM), whereas the rest are extensive metabolizers (EM).
PMs have about an 80% increase in aripiprazole exposure and about a 30% decrease in
exposure to the active metabolite compared to EMs, resulting in about a 60% higher exposure
to the total active moieties from a given dose of aripiprazole compared to EMs.
Coadministration of Aripiprazole with known inhibitors of CYP2D6, like quinidine in EMs,
results in a 112% increase in aripiprazole plasma exposure, and dosing adjustment is needed.
The mean elimination half-lives are about 75 hours and 146 hours for aripiprazole in EMs
and PMs, respectively. Aripiprazole does not inhibit or induce the CYP2D6 pathway.
Following a single oral dose of [14C]-labeled aripiprazole, approximately 25% and 55% of
the administered radioactivity was recovered in the urine and feces, respectively. Less than
1% of unchanged aripiprazole was excreted in the urine and approximately 18% of the oral
dose was recovered unchanged in the feces.
Indications:
Schizophrenia
AREPEXANE is indicated for the treatment of schizophrenia. The efﬁcacy of
AREPEXANE in the treatment of schizophrenia was established in short-term (4-and 6
week) controlled trials of schizophrenia in patients.
The efﬁcacy of AREPEXANE in maintaining stability in patients with schizophrenia who
had been symptomatically stable on other antipsychotic medications for periods of 3 months
or longer, were discontinued from those other medications, and were then administered
AREPEXANE 15mg/day and observed for relapse during a period of up to 26 weeks was
demonstrated in placebo-controlled trials.
The physician who elects to use
AREPEXANE for extended periods should periodically re-evaluate the long-term usefulness
of the drug for the individual patient
Bipolar disorder AREPEXANE (aripiprazole) is indicated for the treatment of acute manic
and mixed episodes associated with bipolar disorder.The efﬁcacy of AREPEXANE was
established in two placebo –controlled trials ( 3 week) of in patients with DSM-IV criteria for
bipolar disorder who were experiencing an acute or mixed episode with or without psychotic
features.
The efﬁcacy of AREPEXANE in maintaining efﬁcacy in patients with bipolar disorder with
a recent manic or mixed episode, who had been stabilized and then maintained for at least 6
weeks, was demonstrated in a double –blind, placebo –controlled trial. Prior to entering the
double-blind, randomization phase of this trial, patients were clinically stabilized and
maintained their stability for 6 consecutive weeks on AREPEXANE. Following this 6 weeks
maintenance phase, patients were randomized to either placebo or AREPEXANE and
monitored for relapse (periods should periodically re-evaluate (see clinical pharmacology:
clinical studies). Physicians who elect to use AREPEXANE for extended periods should
periodically re-evaluate the long-term usefulness of the drug for the individual patient.
Agitation associated with schizophrenia or bipolar mania
AREPEXANE injection is indicated for the treatment of agitation associated with
schizophrenia or bipolar disorder, manic or mixed.
"Psychomotor agitation is deﬁned in DSM-IV as excessive motor activity associated with a
feeling of inner tension."
Patients experiencing agitation often manifest behaviors that interfere with their diagnosis
and care (e.g. threatening behaviors, escalating or urgently distressing behavior or
self-exhausting behavior), leading clinicians to the use of intramuscular antipsychotic
medications to achieve immediate control of the agitation.
The efﬁcacy of AREPEXANE injection for the treatment of agitation associated with
schizophrenia or bipolar disorder was established in three short-term (24 hours) ,
placebo-controlled trials in agitated patients with schizophrenia or bipolar disorder ( manic or
mixed episodes).

Dosage administration :
Usual Dose
The recommended starting and target dose for aripiprazole is 10 or 15 mg/day administered on a
once-a-day schedule without regard to meals. aripiprazole has been systematically evaluated and shown
to be effective in a dose range of 10 to 30 mg/day, however, doses higher than 10 or 15 mg/day, the lowest
doses in these trials, were not more effective than 10 or 15 mg/day. Dosage increases should not be made
before 2 weeks, the time needed to achieve steady state.
Dosage in Special Populations ,Dosage adjustments are not routinely indicated on the basis of age,
gender, race, or renal or hepatic impairment
Dosage adjustment for patients taking aripiprazole concomitantly with potential CYP3A4 inhibitors:
When concomitant administration of ketoconazole with aripiprazole occurs, aripiprazole dose should be
reduced to one-half of the usual dose. When the CYP3A4 inhibitor is withdrawn from the combination
therapy, aripiprazole dose should then be increased.
Dosage adjustment for patients taking aripiprazole concomitantly with potential CYP2D6 inhibitors:
When concomitant administration of potential CYP2D6 inhibitors such as quinidine, ﬂuoxetine, or
paroxetine with aripiprazole occurs, aripiprazole dose should be reduced at least to one-half of its normal
dose.
When the CYP2D6 inhibitor is withdrawn from the combination therapy, aripiprazole dose
should then be increased.
Dosage adjustment for patients taking potential CYP3A4 inducers: When a potential CYP3A4
inducer such as carbamazepine is added to aripiprazole therapy, the aripiprazole dose should be
doubled (to 20 or 30 mg). Additional dose increases should be based on clinical evaluation.
When carbamazepine is withdrawn from the combination therapy, the aripiprazole dose should
be reduced to 10 to 15 mg.
Maintenance Therapy
While there is no body of evidence available to answer the question of how long a patient
treated with aripiprazole should remain on it, systematic evaluation of patients with
schizophrenia who had been symptomatically stable on other antipsychotic medications for
periods of 3 months or longer, were discontinued from those medications, and were then
administered aripiprazole 15 mg/day and observed for relapse during a period of up to 26
weeks, demonstrated a beneﬁt of such maintenance treatment. Patients should be periodically
reassessed to determine the need for maintenance treatment.
Switching from Other Antipsychotics
There are no systematically collected data to speciﬁcally address switching patients with
schizophrenia from other antipsychotics to aripiprazole or concerning concomitant
administration with other antipsychotics. While immediate discontinuation of the previous
antipsychotic treatment may be acceptable for some patients with schizophrenia, more gradual
discontinuation may be most appropriate for others. In all cases, the period of overlapping
antipsychotic administration should be minimized.
Contra-indications :
aripiprazole is contraindicated in patients with a known hypersensitivity to the product
Side effects :
Body as a Whole - Headache - Asthenia - Fever
Digestive System
Nausea
Nervous System
Vomiting
Anxiety - Insomnia - Lightheadedness
Constipation
Somnolence - Akathisia - Tremors
Special Senses
Respiratory System
Blurred vision
Rhinitis 4 3 - Coughing 3 2
Dose-Related Adverse Events
Skin and Appendages - Rash
Dose response relationships for the incidence of treatment-emergent adverse events were
evaluated from four trials comparing various ﬁxed doses (2, 10, 15, 20, and 30 mg/day) of
aripiprazole to placebo. This analysis, stratiﬁed by study, indicated that the only adverse
event to have a possible dose response relationship, and then most prominent only with 30
mg, was somnolence (placebo, 7.7%; 15 mg, 8.7%; 20 mg, 7.5%; 30 mg, 15.3%).
Weight Gain
In short-term trials, there was a slight difference in mean weight gain between aripiprazole
and placebo patients (+0.7 kg vs. -0.05 kg, respectively), and also a difference in the
proportion of patients meeting a weight gain criterion of >7% of body weight [aripiprazole
(8%) compared to placebo (3%)].
ECG Changes
Between group comparisons for pooled, placebo-controlled trials revealed no signiﬁcant
differences between aripiprazole and placebo in the proportion of patients experiencing
potentially important changes in ECG parameters; in fact, within the dose range of 10 to 30
mg/day, aripiprazole tended to slightly shorten the QTc interval. Aripiprazole was associated
with a median increase in heart rate of 4 beats per minute compared to a 1 beat per minute
increase among placebo patients.
DRUG ABUSE AND DEPENDENCE
Aripiprazole has not been systematically studied in humans for its potential for abuse,
tolerance, or physical dependence.
Consequently, patients should be evaluated carefully for a history of drug abuse, and such
patients should be observed closely for signs of Arpexane misuse or abuse (eg, development
of tolerance, increases in dose, drug-seeking behavior).
Drugs interactions :
Given the primary CNS effects of aripiprazole, caution should be used when aripiprazole is
taken in combination with other centrally acting drugs and alcohol. Due to its α1-adrenergic
receptor antagonism, aripiprazole has the potential to enhance the effect of certain
antihypertensive agents.
Potential for Other Drugs to Affect aripiprazole
Aripiprazole is not a substrate of CYP1A1, CYP1A2, CYP2A6, CYP2B6, CYP2C8,
CYP2C9, CYP2C19, or CYP2E1 enzymes.
Aripiprazole also does not undergo direct glucuronidation. This suggests that an interaction of
aripiprazole with inhibitors or inducers of these enzymes, or other factors, like smoking, is unlikely.
Both CYP3A4 and CYP2D6 are responsible for aripiprazole metabolism. Agents that induce
CYP3A4 (eg, carbamazepine) could cause an increase in aripiprazole clearance and lower
blood levels. Inhibitors of CYP3A4 (eg, ketoconazole) or CYP2D6 (eg, quinidine, ﬂuoxetine,
or paroxetine) can inhibit aripiprazole elimination and cause increased blood levels.
Ketoconazole: Coadministration of ketoconazole (200 mg/day for 14 days) with a 15-mg
single dose of aripiprazole increased the AUC of aripiprazole and its active metabolite by
63% and 77%, respectively. The effect of a higher ketoconazole dose (400 mg/day) has not
been studied. When concomitant administration of ketoconazole with aripiprazole occurs,
aripiprazole dose should be reduced to one-half of its normal dose.
Other strong inhibitors of CYP3A4 (itraconazole) would be expected to have similar effects
and need similar dose reductions; weaker inhibitors (erythromycin, grapefruit juice) have not
been studied. When the CYP3A4 inhibitor is withdrawn from the combination therapy,
aripiprazole dose should then be increased.
Quinidine: Coadministration of a 10-mg single dose of aripiprazole with quinidine (166
mg/day for 13 days), a potent inhibitor of CYP2D6, increased the AUC of aripiprazole by
112% but decreased the AUC of its active metabolite, dehydroaripiprazole, by 35%.
Aripiprazole dose should be reduced to one-half of its normal dose when concomitant
administration of quinidine with aripiprazole occurs. Other signiﬁcant inhibitors of CYP2D6,
such as ﬂuoxetine or paroxetine, would be expected to have similar effects and, therefore,
should be accompanied by similar dose reductions. When the CYP2D6 inhibitor is
withdrawn from the combination therapy, aripiprazole dose should then be increased.
Carbamazepine: Coadministration of carbamazepine (200 mg BID), a potent CYP3A4
inducer, with aripiprazole (30 mg QD) resulted in an approximate 70% decrease in Cmax and
AUC values of both aripiprazole and its active metabolite, dehydro-aripiprazole. When
carbamazepine is added to aripiprazole therapy, aripiprazole dose should be doubled.
Additional dose increases should be based on clinical evaluation.
When carbamazepine is withdrawn from the combination therapy, aripiprazole dose should
then be reduced. No clinically signiﬁcant effect of famotidine, valproate, or lithium was seen
on the pharmacokinetics of aripiprazole.
Alcohol:
There was no signiﬁcant difference between aripiprazole coadministered with ethanol and
placebo coadministered with ethanol on performance of gross motor skills or stimulus
response in healthy subjects. As with most psychoactive medications, patients should be
advised to avoid alcohol while taking aripiprazole.

Potential for Other Drugs to Affect Aripiprazole
Aripiprazole is not a substrate of CYP1A1, CYP1A2, CYP2A6, CYP2B6, CYP2C8,
CYP2C9, CYP2C19, or CYP2E1 enzymes. Aripiprazole also does not undergo direct
glucuronidation. This suggests that an interaction of aripiprazole with inhibitors or inducers
of these enzymes, or other factors, like smoking, is unlikely.
Both CYP3A4 and CYP2D6 are responsible for aripiprazole metabolism. Agents that induce
CYP3A4 (eg, carbamazepine) could cause an increase in aripiprazole clearance and lower
blood levels. Inhibitors of CYP3A4 (eg, ketoconazole) or CYP2D6 (eg, quinidine, ﬂuoxetine,
or paroxetine) can inhibit aripiprazole elimination and cause increased blood levels.
Potential for Aripiprazole to Affect Other Drugs
Aripiprazole is unlikely to cause clinically important pharmacokinetic interactions with
drugs metabolized by cytochrome P450 enzymes. In in vivo studies, 10- to 30-mg/day doses
of aripiprazole had no signiﬁcant effect on metabolism by CYP2D6 (dextromethorphan),
CYP2C9 (warfarin), CYP2C19 (omeprazole, warfarin), and CYP3A4 (dextromethorphan)
substrates.
Additionally, aripiprazole and dehydroaripiprazole did not show potential for altering
CYP1A2-mediated metabolism in vitro
Aripiprazole had no clinically important interactions with the following drugs:
Famotidine: Coadministration of aripiprazole (given in a single dose of 15 mg) with a 40-mg
single dose of the H2 antagonist famotidine, a potent gastric acid blocker, decreased the
solubility of aripiprazole and, hence, its rate of absorption, reducing by 37% and 21% the
Cmax of aripiprazole and dehydro-aripiprazole, respectively, and by 3% and 15%,
respectively, the extent of absorption (AUC). No dosage adjustment of aripiprazole is
required when administered concomitantly with famotidine.
Valproate: When valproate (500-1500 mg/day) and aripiprazole (30 mg/day) were
coadministered at steady state, the Cmax and AUC of aripiprazole were decreased by 25%.
No dosage adjustment of aripiprazole is required when administered concomitantly with
valproate.
Lithium: A pharmacokinetic interaction of aripiprazole with lithium is unlikely because
lithium is not bound to plasma proteins, is not metabolized, and is almost entirely excreted
unchanged in urine. Coadministration of therapeutic doses of lithium (1200- 1800 mg/day)
for 21 days with aripiprazole (30 mg/day) did not result in clinically signiﬁcant changes in the
pharmacokinetics of aripiprazole or its active metabolite, dehydro-aripiprazole (Cmax and
AUC increased by less than 20%). No dosage adjustment of aripiprazole is required when
administered concomitantly with lithium.
Dextromethorphan: Aripiprazole at doses of 10 to 30 mg per day for 14 days had no effect
on dextromethorphan’s O-dealkylation to its major metabolite, dextrorphan, a pathway
known to be dependent on CYP2D6 activity. Aripiprazole also had no effect on
dextromethorphan’s N-demethylation to its metabolite 3-methyoxymorphan, a pathway
known to be dependent on CYP3A4 activity. No dosage adjustment of dextromethorphan is
required when administered concomitantly with aripiprazole.
Warfarin: Aripiprazole 10 mg per day for 14 days had no effect on the pharmacokinetics of
R- and S-warfarin or on the pharmacodynamic end point of International Normalized Ratio,
indicating the lack of a clinically relevant effect of aripiprazole on CYP2C9 and CYP2C19
metabolism or the binding of highly proteinbound warfarin. No dosage adjustment of
warfarin is required when administered concomitantly with aripiprazole.
Omeprazole: Aripiprazole 10 mg per day for 15 days had no effect on the pharmacokinetics
of a single 20-mg dose of omeprazole, a CYP2C19 substrate, in healthy subjects. No dosage
adjustment of omeprazole is required when administered concomitantly with aripiprazole.
Pregnancy & Lactation :
There are no adequate and well-controlled studies in pregnant women. It is not known
whether aripiprazole can cause fetal harm when administered to a pregnant woman or can
affect reproductive capacity. Aripiprazole should be used during pregnancy only if the
potential beneﬁt outweighs the potential risk to the fetus. Patients should be advised to
notify their physician if they become or intend to become pregnant during therapy with
Arepexane.
Aripiprazole was excreted in milk of rats during lactation. It is not known whether
aripiprazole or its metabolites are excreted in human milk. It is recommended that women
receiving aripiprazole should not breast-feed.
Precaution & warning :
- Probability of death for the elderly patients who suffer from Dementia related psychosis.
Use in speciﬁc population / pregnancy (non-teratogenic effects):
Neonates exposed to antipsychotic drugs during the third trimester of pregnancy are at risk
for extrapyramidal and /or withdrawal symptoms following delivery.There have been reports
of agitation, hypertonia , hypotonia, tremor , somnolence, respiratory distress and feeding
disorder in these neonates These complications have varied in severity; while in some cases
symptoms have been self–limited; in other cases neonates have required intensive care unit
support and prolonged hospitalization .These products should be used during pregnancy only
if the potential beneﬁt justiﬁes the potential risk to the fetus.
PRECAUTIONS
General
Orthostatic Hypotension
Aripiprazole may be associated with orthostatic hypotension, perhaps due to its α1 adrenergic
receptor antagonism.
Aripiprazole should be used with caution in patients with known cardiovascular disease
(history of myocardial infarction or ischemic heart disease, heart failure or conduction
abnormalities), cerebrovascular disease, or conditions which would predispose patients to
hypotension (dehydration, hypovolemia, and treatment with antihypertensive medications).
If parenteral benzodiazepine therapy is deemed necessary in addition to aripiprazole injection
treatment, patients should be monitored for excessive sedation and for orthostatic hypotension
Seizure
Seizures occurred in 0.1% of aripiprazole-treated patients. As with other antipsychotic
drugs, aripiprazole should be used cautiously in patients with a history of seizures or with
conditions that lower the seizure threshold which may be more prevalent in a population of
65 years or older eg, Alzheimer’s dementia.
As with other antipsychotic drugs, aripiprazole should be used cautiously in patients with a
history of seizures or with conditions that lower the seizure threshold e.g. Alzheimer's
dementia. Conditions that lower the seizure threshold may be more prevalent in a population
of 65 years or older.
Potential for Cognitive and Motor Impairment
Patients should be cautioned about operating hazardous machinery, including automobiles,
until they are reasonably certain that therapy with Arepexane does not affect them adversely.
Body Temperature Regulation
Disruption of the body’s ability to reduce core body temperature has been attributed to
antipsychotic agents. Appropriate care is advised when prescribing aripiprazole for patients
who will be experiencing conditions which may contribute to an elevation in core body
temperature, eg, exercising strenuously, exposure to extreme heat, receiving concomitant
medication with anticholinergic activity, or being subject to dehydration.
Dysphagia
Esophageal dysmotility and aspiration have been associated with antipsychotic drug use.
Aspiration pneumonia is a common cause of morbidity and mortality in elderly patients, in
particular those with advanced Alzheimer’s dementia. Aripiprazole and other antipsychotic
drugs should be used cautiously in patients at risk for aspiration pneumonia
Suicide
The possibility of a suicide attempt is inherent in psychotic illnesses, and close supervision
of high-risk patients should accompany drug therapy. Prescriptions for Arpexane should be
written for the smallest quantity of tablets consistent with good patient management in order
to reduce the risk of overdose.
Use in Patients with Concomitant Illness
Clinical experience with Arpexane in patients with certain concomitant systemic illnesses
(see CLINICAL PHARMACOLOGY: Special Populations: Renal Impairment and Hepatic
Impairment) is limited. Arpexale has not been evaluated or used to any appreciable extent in
patients with a recent history of myocardial infarction or unstable heart disease.
WARNINGS:
Neuroleptic Malignant Syndrome (NMS)
A potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant
Syndrome (NMS) has been reported in association with administration of antipsychotic

drugs, including aripiprazole. Clinical manifestations of NMS are hyperpyrexia, muscle
rigidity, altered mental status, and evidence of autonomic instability (irregular pulse or blood
pressure, tachycardia, diaphoresis, and cardiac dysrhythmia). Additional signs may include
elevated creatine phosphokinase, myoglobinuria (rhabdomyolysis), and acute renal failure.
The diagnostic evaluation of patients with this syndrome is complicated. In arriving at a
diagnosis, it is important to exclude cases where the clinical presentation includes both
serious medical illness (e.g. pneumonia, systemic infection, etc) and untreated or
inadequately treated extra pyramidal signs and symptoms (EPS). Other important
considerations in the differential diagnosis include central ant cholinergic toxicity, heat
stroke, drug fever and primary central nervous system pathology.
The management of NMS should include (1) immediate discontinuation of antipsychotic
drugs and other drugs not essential to concurrent therapy ;
(2) intensive symptomatic treatment and medical monitoring : and (3) treatment of any
concomitant serious medical problems for which speciﬁc treatments are available . There is
no general agreement about speciﬁc pharmacological treatment regimes for uncomplicated
NMS.
If a patient requires antipsychotic drug treatment after recovery from NMS, the potential
reintroduction of drug therapy should be carefully considered. The patient should be carefully
monitored, since recurrences of NMS have been reported.
Tardive Dyskinesia
A syndrome of potentially irreversible, involuntary, dyskinetic movements may develop in
patients treated with antipsychotic drugs. The risk of developing tardive dyskinesia and the
likelihood that it will become irreversible are believed to increase as the duration of treatment
and the total cumulative dose of antipsychotic drugs administered to the patient increase.
There is no known treatment for established cases of tradive dyskinesia, although the
syndrome may remit, partially or completely, if antipsychotic treatment is withdrawn.
Antipsychotic treatment itself, however, may suppress (or partially suppress) the signs and
symptoms of the syndrome and thereby, may possibly mask the underlying process. The effect
that symptomatic suppression has upon the long-term course of the syndrome is unknown.
Given these consideration AREPEXANE should be prescribed in a manner that is most likely to
minimize the occurrence of tradive dyskensia. Chronic antipsychotic treatment should generally
be reserved for patients who suffer from a chronic illness that (1) is known to respond to
antipsychotic drugs, and (2) for whom alternative, equally effective but potentially less harmful
treatments are not available or appropriate. In patients who do require chronic treatment, the
smallest dose and the shortest duration of treatment producing a satisfactory clinical response
should be sought. The need for continued treatment should be reassessed periodically.
If signs and symptoms of tradive dyskensia appear in a patient on AREPEXANE, drug
discontinuation should be considered. However some patients may require treatment with
AREPEXANE despite the presence of the syndrome.
Cerebrovascular adverse events including stroke, in elderly patients with dementia- related
psychosis:
In placebo –controlled clinical studies (two ﬂexible-doses and one ﬁxed- dose study) of
dementia-related psychosis there was an increased incidence of Cerebrovascular adverse events
(e.g. stroke, transient ischemic attack), including fatalities in aripiprazole- treated patients
(mean age: 84 years range 78-88 years). In the ﬁxed-dose study, there was a statistically
signiﬁcant dose response relationship for Cerebrovascular adverse events in patients treated
with aripiprazole. Aripiprazole is not approved for the treatment of patients with dementiarelated psychosis. (See also boxed warning, warnings: increased mortality in elderly patients
with dementia – related psychosis, and precautions: use in patients with concomitant Illness:
safety experience in elderly patient s with psychosis associated with Alzheimer's disease)
Hyperglycemia and Diabetes Mellitus
Hyperglycemia, in some cases extreme and associated with ketoacidosis or hyperosmolar
coma or death, has been reported in patients treated with atypical antipsychotics.
Although fewer patients have been treated with AREPEXANE, it is not known if this more
limited experience is the sole reason for the paucity of such reports. Assessment of the
relationship between atypical antipsychotic use and glucose abnormalities is complicated by
the possibility of an increased background risk of diabetes mellitus in patients with
schizophrenia and the increasing incidence of diabetes mellitus in the general population.
Given these confounders, the relationship between atypical antipsychotic use and
hyperglycemia-related adverse events is not completely understood. However
epidemiological studies which did not include AREPEXANE suggest an increased risk of
treatment –
emergent hyperglycemia-related adverse events in patients treated with the atypical
antipsychotic included in these studies. Because AREPEXANE was not marketed at the time
these studies were performed, it is not known if AREPEXANE is associated with this
increased risk. Precise risk estimates for hyperglycemia –related adverse events in patients
treated with atypical antipsychotic are not available.
Patients with an established diagnosis of diabetes mellitus who are started on atypical
antipsychotics should be monitored regularly for worsening of glucose control.
Patients with risk factors for diabetes mellitus (eg, obesity, family history of diabetes) who
are starting treatment with atypical antipsychotics should undergo fasting blood glucose
testing at the beginning of treatment and periodically during treatment. Any patient treated
with atypical antipsychotics should be monitored for symptoms of hyperglycemia including
polydipsia, polyuria, polyphagia, and weakness.
Patients who develop symptoms of hyperglycemia during treatment with atypical
antipsychotic should undergo fasting blood glucose testing. In some cases, hyperglycemia
has resolved when the atypical antipsychotic was discontinued: however some patients
required continuation of anti-diabetic treatment despite discontinuation of the suspect drug.
Package Storage :
Carton box contains 2 (AL/AL) strips, each strip contains 10 tablets + insert leaﬂet.
Store at temperature not exceeding 30º C in a dry place.
Instruction to patient :
Information for Patients
Physicians are advised to discuss the following issues with patients for whom they prescribe
Arepexane:
Interference with Cognitive and Motor Performance
Because aripiprazole may have the potential to impair judgment, thinking, or motor skills,
patients should be cautioned about operating hazardous machinery, including automobiles,
until they are reasonably certain that aripiprazole therapy does not affect them adversely.
Pregnancy
Patients should be advised to notify their physician if they become pregnant or intend to
become pregnant during therapy with Arepexane.
Nursing
Patients should be advised not to breast-feed an infant if they are taking Arepexane.
Concomitant Medication
Patients should be advised to inform their physicians if they are taking, or plan to take,
any prescription or over-the-counter drugs, since there is a potential for interactions.
Alcohol
Patients should be advised to avoid alcohol while taking Arepexane.
Heat Exposure and Dehydration
Patients should be advised regarding appropriate care in avoiding overheating and dehydration.
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ﺍﻟﻤﻮﺍﺩ ﺍﻟﻐﻴﺮ ﻓﻌﺎﻟﺔ:
 ٦٠ﻣﺠﻢ
 ٩٤ﻣﺠﻢ
ﻻﻛﺘﻮﺯ ﻣﻮﻧﻮﻫﻴﺪﺭﻳﺖ
١ﻣﺠﻢ
١ﻣﺠﻢ
ﻣﺎﻏﻨﻴﺴﻴﻮﻡ ﺳﺘﻴﺎﺭﻳﺖ
 ١٠ﻣﺠﻢ
 ١٠ﻣﺠﻢ
ﻛﺮﻭﺱ ﻛﺎﺭﻣﻴﻠﻠﻮﺯ ﺻﻮﺩﻳﻮﻡ
 ١٠ﻣﺠﻢ
 ١٠ﻣﺠﻢ
ﺗﻠﻚ
 ٨,٥ﻣﺠﻢ
 ٦ﻣﺠﻢ
ﺑﻮﻓﻴﺪﻭﻥ ﻙ ٣٠
 ٤٣ﻣﺠﻢ  ١٢٢,٥ﻣﺠﻢ
ﺍﻓﻴﺴﻴﻞ ١٠٢
ﺁﻟﻴﺔ ﺍﻟﻌﻤﻞ :
ﻣﺮﻛﺐ ﺃﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻟﻪ ﻗﺎﺑﻠﻴﺔ ﻛﺒﻴﺮﺓ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻟﺪﻭﺑﺎﻣﻴﻦ ﺩ  ،٢ﺩ ٣ﺍﻟﺴﻴﺮﻭﺗﻮﻧﻴﻦ )١ﺍ ﻭ٢ﺍ (
ﻭﻟﻪ ﻗﺎﺑﻠﻴﺔ ﻣﺘﻮﺳﻄﺔ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻟﺪﻭﺑﺎﻣﻴﻦ ﺩ ، ٤ﺍﻟﺴﻴﺮﻭﺗﻮﻧﻴﻦ )٢ﺳﻰ  ( ٧ ،ﻣﺴﺘﻘﺒﻼﺕ ﺍﻷﺩﺭﻳﻨﺎﻟﻴﻦ
) ﺍﻟﻔﺎ  (١ﻭﺍﻟﻬﺴﻴﺘﺎﻣﻴﻦ ) ﺍﺗﺶ  (١ﻟﻜﻨﻪ ﻟﻴﺲ ﻟﻪ ﺃﻯ ﻗﺎﺑﻠﻴﺔ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻷﺳﺘﻴﻞ ﻛﻮﻟﻴﻦ ﺍﻟﻤﺴﺎﻛﺎﺭﻳﻨﻴﺔ .
ﻣﺮﻛﺐ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻳﻌﻤﻞ ﻛﻤﺤﻔﺰ ﺟﺰﺋﻰ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻟﺪﻭﺑﺎﻣﻴﻦ ) ﺩ (٢ﻭ ﻣﺴﺘﻘﺒﻼﺕ
ﺍﻟﺴﻴﺮﻭﺗﻮﻧﻴﻦ )١ﺃ( ﻭﻣﺜﺒﻂ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻟﺴﻴﺮﻭﺗﻮﻧﻴﻦ ) ٢ﺃ (.
ﺍّﻟﻴﺔ ﻣﻔﻌﻮﻝ ﻣﺮﻛﺐ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻛﻤﺎ ﻫﻰ ﻣﻊ ﺍﻷﺩﻭﻳﺔ ﺍﻷﺧﺮﻯ ﺍﻟﺘﻰ ﺗﺴﺘﺨﺪﻡ ﻓﻰ ﺣﺎﻻﺕ ﺍﻟﻔﺼﺎﻡ
ﻏﻴﺮ ﻣﻌﺮﻭﻓﺔ ﻭﻟﻜﻦ ﻓﺎﻋﻠﻴﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﺗﻌﺰﻯ ﺍﻟﻰ ﻛﻮﻧﻪ ﻣﺤﻔﺰ ﺟﺰﺋﻰ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻟﺪﻭﺑﺎﻣﻴﻦ )ﺩ٢
(  ،ﻭ ﻣﺴﺘﻘﺒﻼﺕ ﺍﻟﺴﻴﺮﻭﺗﻮﻧﻴﻦ )١ﺃ( ﻭ ﻣﺜﺒﻂ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻟﺴﻴﺮﻭﺗﻮﻧﻴﻦ ) ٢ﺃ( ﻧﺸﺎﻁ ﻣﺮﻛﺐ
ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻋﻨﺪ ﺍﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻷﺧﺮﻯ ﻗﺪ ﻳﻔﺴﺮ ﺑﻌﺾ ﺍﻟﺘﺄﺛﻴﺮﺍﺕ ﺍﻷﻛﻠﻴﻨﻴﻜﻴﺔ ﺍﻷﺧﺮﻯ ﻣﺜﻞ ﻫﺒﻮﻁ
ﺿﻐﻂ ﺍﻟﺪﻡ .
ﺍﻟﺤﺮﻛﺔ ﺍﻟﺪﻭﺍﺋﻴﺔ :
ﻧﺸﺎﻁ ﻋﻘﺎﺭ )ﺃﺭﻳﺒﻜﺴﺎﻥ( ﻫﻮ ﻧﺘﻴﺠﺔ ﺍﻟﺪﻭﺍء ﺍﻷﺏ )ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ( ﻭﺑﺼﻔﺔ ﺑﺴﻴﻄﺔ ﻟﻤﺮﻛﺐ ﺍﻷﻳﺾ
ﺍﻷﺳﺎﺳﻰ ) ﺩﻳﻬﻴﺪﺭﻭﺍﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ( ﻭﺍﻟﺬﻯ ﻟﻮﺣﻆ ﺍﻥ ﻟﻪ ﻗﺎﺑﻠﻴﺔ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺩ ٢ﻣﻤﺎﺛﻠﺔ ﻟﺘﺄﺛﻴﺮ ﺍﻟﺪﻭﺍء ﺍﻷﺏ
ﺍﻟﻌﻤﺮ ﺍﻟﻨﺼﻔﻰ ﻟﻠﻮﻗﺖ ﺍﻟﻼﺯﻡ ﻟﻠﺘﺨﻠﺺ ﻣﻦ ﺍﻟﺪﻭﺍء ﻫﻮ ﺗﻘﺮﻳﺒﺎً  ٧٥ﺳﺎﻋﺔ ﻭ ٩٤ﺳﺎﻋﺔ )
ﻟﻸﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ( )ﺍﻟﺪﻳﻬﻴﺪﺭﻭﺍﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ( ﻋﻠﻰ ﺍﻟﺘﺮﺗﻴﺐ .
ﺍﻟﺰﻳﺎﺩﺓ ﺍﻟﺜﺎﺑﺘﺔ ﻟﺘﺮﻛﻴﺰﺍﺕ ﺍﻟﺪﻭﺍء ﻳﺘﻢ ﺍﻟﻮﺻﻮﻝ ﺍﻟﻴﻬﺎ ﻓﻰ ﺧﻼﻝ  ١٤ﻳﻮﻡ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﻤﺮﻛﺒﻴﻦ ﻭ ﺗﺮﺍﻛﻢ
ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻣﺘﻮﻗﻊ ﺑﻌﺪ ﺟﺮﻋﺔ ﻭﺍﺣﺪﺓ .
ﻓﻰ ﺣﺎﻻﺕ ﺍﻟﺰﻳﺎﺩﺓ ﺍﻟﺜﺎﺑﺘﺔ ﺍّﻟﻴﺎﺕ ﻣﻔﻌﻮﻝ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻟﻬﺎ ﻋﻼﻗﺔ ﺑﺎﻟﺠﺮﻋﺎﺕ .
ﺍﻟﺘﺨﻠﺺ ﻣﻦ ﺍﻟﺪﻭﺍء ﻳﺘﻢ ﺃﺳﺎﺳﺎً ﻋﻦ ﻃﺮﻳﻖ ﻋﻤﻠﻴﺔ ﺍﻷﻳﺾ ﺍﻟﺘﻰ ﺗﺘﻢ ﻓﻰ ﺍﻟﻜﺒﺪ ﻣﻦ ﺧﻼﻝ ﺇﺛﻨﻴﻦ ﻣﻦ
ﺇﻧﺰﻳﻤﺎﺕ ﺳﻴﺘﻮﻛﺮﻭﻡ ﺏ  ) ٤٥٠ﺳﻴﺘﻮﻛﺮﻭﻡ ﺏ ﺩ ( ٦ﻭﺳﻴﺘﻮﻛﺮﻭﻡ ٣ﺃ ٤
ﺍﻹﻣﺘﺼﺎﺹ :
ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻳﺘﻢ ﺇﻣﺘﺼﺎﺻﻪ ﺑﺸﻜﻞ ﺟﻴﺪ  ،ﻭﻳﺘﻢ ﺍﻟﻮﺻﻮﻝ ﺍﻟﻰ ﺃﻋﻠﻰ ﻣﺴﺘﻮﻳﺎﺗﻪ ﻓﻰ ﺍﻟﺒﻼﺯﻣﺎ ﻓﻰ
ﺧﻼﻝ  ٥-٣ﺳﺎﻋﺎﺕ  ،ﻧﺴﺒﺔ ﺗﻮﺍﺟﺪ ﺍﻟﻌﻘﺎﺭ ﻓﻰ ﺍﻟﺪﻡ ﺗﺼﻞ ﺍﻟﻰ  ٪٨٧ﺑﻌﺪ ﺗﻨﺎﻭﻝ ﺍﻟﺠﺮﻋﺔ ﺑﺎﻟﻔﻢ ﻭ ﻳﻤﻜﻦ
ﺃﺧﺬ ﻋﻘﺎﺭ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻣﻊ ﺃﻭ ﺑﺪﻭﻥ ﺗﻨﺎﻭﻝ ﺍﻟﻄﻌﺎﻡ .
ﺗﻌﺎﻃﻰ  ١٥ﻣﺠﻢ ﻣﻦ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻣﻊ ﻭﺟﺒﺔ ﺇﻋﺘﻴﺎﺩﻳﺔ ﻋﺎﻟﻴﺔ ﺍﻟﺪﻫﻮﻥ ﻻ ﻳﺆﺛﺮ ﻋﻠﻰ ﻣﺴﺘﻮﻯ ﺃﻋﻠﻰ
ﺗﺮﻛﻴﺰ ﻓﻰ ﺍﻟﺪﻡ ﻭ ﻟﻜﻦ ﻳﺤﺪﺙ ﺗﺄﺧﻴﺮﻓﻰ ﺍﻟﻮﻗﺖ ﺍﻟﻼﺯﻡ ﻟﻠﻮﺻﻮﻝ ﺇﻟﻰ ﺃﻋﻠﻰ ﺗﺮﻛﻴﺰ ﻭ ﻫﻮ  ٣ﺳﺎﻋﺎﺕ
ﻟﻸﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻭ  ١٢ﺳﺎﻋﺔ ﻟﻠﺪﻳﻬﻴﺪﺭﻭﺍﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ.
ﺍﻟﺘﻮﺯﻳﻊ :
ﻣﻌﺪﻝ ﺍﻟﺰﻳﺎﺩﺓ ﺍﻟﺜﺎﺑﺘﺔ ﻓﻰ ﺗﻮﺯﻳﻊ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﺑﻌﺪ ﺟﺮﻋﺔ ﻋﻦ ﻃﺮﻳﻖ ﺍﻟﻮﺭﻳﺪ ﻣﻌﺪﻝ ﻋﺎﻟﻰ )٤٠٤
ﻟﺘﺮ ﺍﻭ  ٤٫٩ﻟﺘﺮ /ﻛﺠﻢ ( ﻣﻤﺎ ﻳﻮﺣﻰ ﺑﻤﻌﺪﻝ ﺇﻧﺘﺸﺎﺭ ﻋﺎﻟﻰ ﻟﻸﻧﺴﺠﺔ .
ﻋﻨﺪ ﺍﻟﺘﺮﻛﻴﺰﺍﺕ ﺍﻟﻌﻼﺟﻴﺔ  ،ﻋﻘﺎﺭ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻭﻣﺮﻛﺐ ﺃﻳﻀﻪ ﻫﻮ ﻳﻔﻮﻕ  ٪٩٩ﻣﺘﺮﺑﻂ
ﺑﺒﺮﻭﺗﻴﻨﻴﺎﺕ ﺍﻟﺒﻼﺯﻣﺎ ﻭﺧﺎﺻﺔ ﺍﻷﻟﺒﻮﻣﻴﻦ ,ﺍﻟﺘﺠﺎﺭﺏ ﺍﻟﺘﻰ ﺃﺟﺮﻳﺖ ﻋﻠﻰ ﺍﻟﻤﺘﻄﻮﻋﻴﻦ ﺍﻷﺻﺤﺎء ﻣﻦ
ﺍﻟﺮﺟﺎﻝ ﺑﻌﺪ ﺟﺮﻋﺔ ٣٠- ٠٫٥ﻣﺠﻢ  /ﻳﻮﻡ ﻟﻤﺪﺓ  ١٤ﻳﻮﻡ ﻭﺟﺪﺕ ﺇﻥ ﻫﻨﺎﻙ ﺗﻔﺎﻋﻞ ﻣﻊ ﻣﺴﺘﻘﺒﻼﺕ ﺩ٢
ﻣﻤﺎ ﻳﻌﻄﻰ ﺍﻹﻧﻄﺒﺎﻉ ﻋﻦ ﻭﺻﻮﻝ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﺍﻟﻰ ﺍﻟﻤﺦ.
ﺍﻷﻳﺾ ﻭﺍﻟﺘﺨﻠﺺ ﻣﻦ ﺍﻟﺪﻭﺍء:
ﻳﺘﻢ ﺣﺪﻭﺙ ﺍﻷﻳﺾ ﻋﻦ ﻃﺮﻳﻖ  ٣ﻃﺮﻕ  :ﺇﺯﺍﻟﺔ ﺍﻟﻬﻴﺪﺭﻭﺟﻴﻦ  ،ﺇﺿﺎﻓﺔ ﺍﻟﻬﻴﺪﺭﻭﻛﺴﻴﻞ ﻭﺇﺯﺍﻟﺔ
ﻣﺠﻤﻮﻋﺔ ﺍﻟﻜﻴﻞ ﻭ ﺑﺼﻔﺔ ﻋﺎﻣﺔ ﺇﻥ ﻋﻘﺎﺭ ) ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ( ﻻ ﻳﺤﺘﺎﺝ ﺍﻟﻰ ﺿﺒﻂ ﻓﻰ ﺍﻟﺠﺮﻋﺎﺕ
ﺇﻋﺘﻤﺎﺩﺍً ﻋﻠﻰ ﺳﻦ ﺍﻟﻤﺮﻳﺾ  ,ﻧﻮﻋﻪ  ،ﺍﻟﺘﺪﺧﻴﻦ  ،ﻭﻇﺎﺋﻒ ﺍﻟﻜﻠﻰ ﻭﺍﻟﻜﺒﺪ .
ﺍﻹﺳﺘﺨﺪﺍﻣﺎﺕ:
ﺍﻟﻔﺼﺎﻡ  :ﻳﺴﺘﺨﺪﻡ ﺃﺭﻳﺒﻜﺴﺎﻥ ﻓﻰ ﻋﻼﺝ ﺣﺎﻻﺕ ﺍﻟﻔﺼﺎﻡ :ﺗﻢ ﺇﺛﺒﺎﺕ ﻓﺎﻋﻠﻴﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﻋﻼﺝ
ﺣﺎﻻﺕ ﺍﻟﻔﺼﺎﻡ ﻓﻰ ﺩﺭﺍﺳﺘﻴﻦ ﻗﺼﻴﺮﺗﻰ ﺍﻷﻣﺪ )٤ﺇﻟﻰ  ٦ﺃﺳﺎﺑﻴﻊ(
ﻓﺎﻋﻠﻴﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﺇﺳﺘﻤﺮﺍﺭ ﺣﺪﻭﺙ ﺍﻟﺜﺒﺎﺕ ﻓﻰ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ ﻭﺍﻟﺬﻳﻦ ﺗﻢ ﺣﺪﻭﺙ ﺛﺒﺎﺕ
ﻓﻰ ﺃﻋﺮﺍﺽ ﺍﻟﻔﺼﺎﻡ ﺑﺈﺳﺘﺨﺪﺍﻡ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﺍﻷﺧﺮﻯ ﻟﻤﺪﺓ ﺛﻼﺛﺔ ﺃﺷﻬﺮ ﺃﻭ ﺃﻛﺜﺮ
ﺗﻢ ﺇﻳﻘﺎﻑ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻭﺗﻢ ﺇﻋﻄﺎﺅﻫﻢ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﺑﺠﺮﻋﺔ  ١٥ﻣﺠﻢ ﻓﻰ ﺍﻟﻴﻮﻡ ﻭﺗﻢ
ﻣﻼﺣﻈﺘﻬﻢ ﺧﻮﻓﺎً ﻣﻦ ﺣﺪﻭﺙ ﺇﻧﺘﻜﺎﺳﺔ ﻟﻔﺘﺮﺓ ﺗﺼﻞ ﺍﻟﻰ  ٢٦ﺃﺳﺒﻮﻉ .
ﻳﻨﺼﺢ ﺍﻷﻃﺒﺎء ﺍﻟﺬﻳﻦ ﻳﻘﻮﻣﻮﻥ ﺑﺈﻋﻄﺎء ﻋﻘﺎﺭ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻟﻤﺪﺓ ﻃﻮﻳﻠﺔ ﺃﻥ ﻳﺘﻢ ﺇﺧﺘﺒﺎﺭ ﺟﺪﻭﻯ ﺇﻋﻄﺎء
ﺍﻟﻌﻘﺎﺭ ﻟﻤﺪﺓ ﻃﻮﻳﻠﺔ ﻟﻠﻤﺮﺿﻰ.
ﺍﻹﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻮﺟﺪﺍﻧﻴﺔ ﺛﻨﺎﺋﻴﺔ ﺍﻟﻘﻄﺐ:
ﻳﺘﻢ ﺇﺳﺘﺨﺪﺍﻡ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ )ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ( ﻓﻰ ﻋﻼﺝ ﻧﻮﺑﺎﺕ ﺍﻟﻬﻮﺱ ﺍﻟﺤﺎﺩﺓ ﻭﺍﻟﻨﻮﺑﺎﺕ ﺍﻟﻤﺨﺘﻠﻄﺔ
ﺍﻟﺘﻰ ﺗﺤﺪﺙ ﻣﻊ ﺍﻹﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻮﺟﺪﺍﻧﻴﺔ ﺛﻨﺎﺋﻴﺔ ﺍﻟﻘﻄﺒﻴﻦ.
ﺗﻢ ﺇﺛﺒﺎﺕ ﻓﺎﻋﻠﻴﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﺩﺭﺍﺳﺘﻴﻦ ﺗﻢ ﻣﻘﺎﺭﻧﺘﻬﻢ ﺑﺎﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻌﺎﻃﻮﻥ ﺃﻗﺮﺍﺹ
ﺧﺎﻣﻠﺔ ﻭ ﺗﺤﺘﻮﻯ ﻋﻠﻰ ﺍﻟﻌﻘﺎﺭ )ﻟﻤﺪﺓ  ٣ﺃﺳﺎﺑﻴﻊ( ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺇﺿﻄﺮﺍﺑﺎﺕ
ﺍﻟﻮﺟﺪﺍﻥ ﺛﻨﺎﺋﻴﺔ ﺍﻟﻘﻄﺒﻴﻦ ،ﻧﻮﺑﺎﺕ ﺍﻟﻬﻮﺱ ﺃﻭ ﺍﻟﻨﻮﺑﺎﺕ ﺍﻟﻤﺨﺘﻠﻄﺔ ﻣﻊ  /ﺃﻭ ﺑﺪﻭﻥ ﺃﻋﺮﺍﺽ ﺫﻫﺎﻧﻴﺔ
ﺗﻢ ﺇﺛﺒﺎﺕ ﻓﺎﻋﻠﻴﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﺣﺪﻭﺙ ﺍﻟﺜﺒﺎﺕ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻹﺿﻄﺮﺍﺑﺎﺕ
ﺛﻨﺎﺋﻴﺔ ﺍﻟﻘﻄﺐ ﺳﻮﺍء ﻓﻰ ﻧﻮﺑﺎﺕ ﺍﻟﻬﻮﺱ ﺃﻭ ﺍﻟﻨﻮﺑﺎﺕ ﺍﻟﻤﺨﺘﻠﻄﺔ ﺍﻟﺤﺪﻳﺜﺔ ﻭﺗﻢ ﺣﺪﻭﺙ ﺇﺳﺘﻘﺮﺍﺭ ﻓﻰ
ﺍﻟﺤﺎﻟﺔ ﻭﺛﺒﺎﺕ ﻫﺬﺍ ﺍﻹﺳﺘﻘﺮﺍﺭ ﻟﻤﺪﺓ ﻻ ﺗﻘﻞ ﻋﻦ  ٦ﺃﺳﺎﺑﻴﻊ.
ﻗﺒﻞ ﺩﺧﻮﻝ ﻣﺮﺣﻠﺔ ﺍﻹﺧﺘﻴﺎﺭ ﺍﻟﻌﺸﻮﺍﺋﻰ ﻟﻬﺬﻩ ﺍﻟﺘﺠﺮﺑﺔ ﺗﻢ ﺛﺒﻮﺕ ﺇﺳﺘﻘﺮﺍﺭ ﺣﺎﻟﺔ ﺍﻟﻤﺮﺿﻰ ﻟﻤﺪﺓ ٦
ﺃﺳﺎﺑﻴﻊ ﻣﺘﺘﺎﻟﻴﺔ ﻭﺑﻌﺪ ﺣﺪﻭﺙ ﻫﺬﺍ ﺍﻹﺳﺘﻘﺮﺍﺭ ﻟﻤﺪﺓ  ٦ﺃﺳﺎﺑﻴﻊ ﺗﻢ ﺇﻋﻄﺎء ﺍﻟﻤﺮﺿﻰ ﺇﻣﺎ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ
ﺃﻭ ﺍﻷﻗﺮﺍﺹ ﺍﻟﺨﺎﻣﻠﺔ ﺍﻟﺘﻰ ﻻ ﺗﺤﺘﻮﻯ ﻋﻠﻰ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻭﺗﻢ ﻣﻼﺣﻈﺘﻬﻢ ﻟﺤﺪﻭﺙ ﺇﻧﺘﻜﺎﺳﺔ .
ﻳﻨﺼﺢ ﺍﻷﻃﺒﺎء ﻓﻰ ﺣﺎﻟﺔ ﺇﺳﺘﺨﺪﺍﻡ ﻋﻘﺎﺭ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻟﻤﺪﺓ ﻃﻮﻳﻠﺔ ﺃﻥ ﻳﺘﻢ ﺇﺧﺘﺒﺎﺭ ﺟﺪﻭﻯ ﺇﻋﻄﺎء
ﺍﻟﻌﻘﺎﺭ ) ﻛﻞ ﻣﺮﻳﺾ ﻋﻠﻰ ﺣﺪﺓ(
ﺣﺎﻻﺕ ﺍﻟﻬﻴﺎﺝ ﺍﻟﺘﻰ ﺗﺤﺪﺙ ﻣﻊ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ ﺃﻭ ﺣﺎﻻﺕ ﺍﻟﻬﻮﺱ ﺛﻨﺎﺋﻰ ﺍﻟﻘﻄﺐ:
ﻳﺘﻢ ﺇﺳﺘﺨﺪﺍﻡ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻋﻦ ﻃﺮﻳﻖ ﺍﻟﺤﻘﻦ ﻓﻰ ﻋﻼﺝ ﺣﺎﻻﺕ ﺍﻟﻬﻴﺎﺝ ﺍﻟﻤﺼﺎﺣﺐ ﻟﺤﺎﻻﺕ
ﺍﻟﻔﺼﺎﻡ ﺃﻭ ﺍﻹﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻮﺟﺪﺍﻧﻴﺔ ﺛﻨﺎﺋﻴﺔ ﺍﻟﻘﻄﺒﻴﻦ )ﻧﻮﺑﺎﺕ ﺍﻟﻬﻮﺱ ﺃﻭ ﺍﻟﻨﻮﺑﺎﺕ ﺍﻟﻤﺨﺘﻠﻄﺔ(.

ﺣﺎﻻﺕ ﺍﻟﻬﻴﺎﺝ ﺍﻟﻌﺼﺒﻰ ﻳﺘﻢ ﺗﻌﺮﻳﻔﻬﺎ ﻋﻠﻰ ﺃﻧﻬﺎ ﺣﺎﻻﺕ ﺍﻟﻨﺸﺎﻁ ﺍﻟﺤﺮﻛﻰ ﻣﻊ ﺇﺣﺴﺎﺱ ﺑﺎﻟﺘﻮﺗﺮ
ﺍﻟﺪﺍﺧﻠﻰ  ,ﻫﺆﻻء ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﻫﺬﻩ ﺍﻹﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﺴﻠﻮﻛﻴﺔ ﻗﺪ ﺗﺆﺩﻯ ﺍﻟﻰ ﺻﻌﻮﺑﺔ
ﺍﻟﺘﺸﺨﻴﺺ ﻭﺇﻋﻄﺎء ﺍﻟﻌﻼﺝ ﺍﻟﻤﻨﺎﺳﺐ ﻣﺎ ﻳﻀﻄﺮ ﺍﻟﻄﺒﻴﺐ ﺍﻟﻰ ﺇﻋﻄﺎء ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻋﻦ ﻃﺮﻳﻖ
ﺍﻟﺤﻘﻦ ﻟﺘﺤﻘﻴﻖ ﺍﻟﺘﺤﻜﻢ ﺍﻟﺴﺮﻳﻊ ﻓﻰ ﺣﺎﻟﺔ ﺍﻟﻬﻴﺎﺝ ﺍﻟﻌﺼﺒﻰ.
ﺗﻢ ﺇﺛﺒﺎﺕ ﻓﺎﻋﻠﻴﺔ ﺣﻘﻦ ﻣﺎﺩﺓ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﻋﻼﺝ ﺣﺎﻻﺕ ﺍﻟﻬﻴﺎﺝ ﺍﻟﻌﺼﺒﻰ ﺍﻟﻤﺼﺎﺣﺒﺔ ﻟﻤﺮﺿﻰ
ﺍﻟﻔﺼﺎﻡ ﺃﻭﺍﻹﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻮﺟﺪﺍﻧﻴﺔ ﺛﻨﺎﺋﻴﺔ ﺍﻟﻘﻄﺒﻴﻦ ﻓﻰ  ٣ﺩﺭﺍﺳﺎﺕ ﻗﺼﻴﺮﺓ ﺍﻟﻤﺪﻯ )٢٤ﺳﺎﻋﺔ(
ﺑﺎﻟﻤﻘﺎﺭﻧﺔ ﻣﻊ ﺍﻷﻗﺮﺍﺹ ﺍﻟﺨﺎﻣﻠﺔ ﺍﻟﺘﻰ ﻻ ﺗﺤﺘﻮﻯ ﻋﻠﻰ ﻣﺎﺩﺓ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ.
ﺍﻹﺳﺘﺨﺪﺍﻡ ﻓﻰ ﺍﻷﻃﻔﺎﻝ  :ﻟﻢ ﻳﺜﺒﺖ ﻓﺎﻋﻠﻴﺔ ﻭﺳﻼﻣﺔ ﺇﺳﺘﺨﺪﺍﻡ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﺍﻷﻃﻔﺎﻝ ﻭﺍﻟﻤﺮﺍﻫﻘﻴﻦ.
ﺍﻹﺳﺘﺨﺪﺍﻡ ﻓﻰ ﺍﻟﻤﺴﻨﻴﻦ  :ﺍﻹﺳﺘﺨﺪﺍﻡ ﻓﻰ ﺍﻟﻤﺴﻨﻴﻦ ﻣﻦ  ٨٤٥٦ﻣﺮﻳﺾ ﺍﻟﺬﻳﻦ ﺗﻢ ﻋﻼﺟﻬﻢ
ﺑﺎﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻋﻦ ﻃﺮﻳﻖ ﺍﻟﻔﻢ ﻭﺣﻮﺍﻟﻰ  ١٠٠٠ﻣﺮﻳﺾ ) (٪١٢ﻛﺎﻧﻮﺍ ﻓﻰ ﻋﻤﺮ  ٦٥ﺳﻨﺔ٧٩٤ ,
ﻣﺮﻳﺾ ) (٪٩ﻛﺎﻧﻮﺍ ﻓﻰ ﻋﻤﺮ  ٧٥ﺳﻨﺔ.
ﻣﻌﻈﻢ ﻫﺆﻻء ﺍﻟﻤﺮﺿﻰ ) (٪ ٨٧ﻣﻦ ﻫﺆﻻء ﺍﻷﻟﻒ ﻣﺮﻳﺾ ﻛﺎﻧﻮﺍ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﻣﺮﺽ ﺍﻷﻟﺰﻫﺎﻳﻤﺮ .
ﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﻤﻘﺎﺭﻧﺔ ﺑﻴﻦ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻭ ﺍﻷﺩﻭﻳﺔ ﺍﻟﺨﺎﻣﻠﺔ ﻏﻴﺮ ﺍﻟﻨﺸﻄﺔ
ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻟﻔﺼﺎﻡ ﺃﻭ ﺍﻹﺿﻄﺮﺑﺎﺕ ﺍﻟﻮﺟﺪﺍﻧﻴﺔ ﺛﻨﺎﺋﻴﺔ ﺍﻟﻘﻄﺒﻴﻦ )ﻧﻮﺑﺔ ﺍﻟﻬﻮﺱ(
ﻟﻢ ﺗﺤﺘﻮﻯ ﻋﻠﻰ ﻋﺪﺩ ﻛﺎﻑ ﻣﻦ ﺍﻟﻤﺮﺽ ﻣﻦ ﺳﻦ  ٦٥ﺳﻨﺔ ﺃﻭﻣﺎ ﻳﺰﻳﺪ.
ﻟﺘﺤﺪﻳﺪ ﻣﺎ ﺇﺫﺍ ﻛﺎﻧﺖ ﺇﺳﺘﺠﺎﺑﺔ ﻫﺬﻩ ﺍﻟﻔﺌﺔ ﻗﺪ ﺗﺨﺘﻠﻒ ﻋﻦ ﺍﻟﻤﺮﺿﻰ ﺍﻷﺻﻐﺮ ﺳﻨﺎً.
ﻟﻢ ﻳﻜﻦ ﻫﻨﺎﻙ ﺗﺄﺛﻴﺮ ﻟﻠﻌﻤﺮ ﻓﻰ ﻣﻨﺤﻨﻰ ﺩﺭﺍﺳﺔ ﺍﻟﺪﻭﺍء ﻋﻦ ﺩﺭﺍﺳﺔ ﺟﺮﻋﺔ ﻭﺍﺣﺪﺓ )  ١٥ﻣﺠﻢ(.
ﻣﻌﺪﻝ ﺇﺳﺘﺨﻼﺹ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﺣﺪﺙ ﻟﻪ ﻧﻘﺼﺎﻥ ﺑﻨﺴﺒﺔ  ٪٢٠ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺴﻨﻴﻦ ) ﻣﻦ ﻋﻤﺮ
 ٦٥ﺳﻨﺔ ( ﺑﺎﻟﻤﻘﺎﺭﻧﺔ ﻣﻊ ﺍﻟﻤﺮﺿﻰ ﺍﻷﺻﻐﺮ ﺳﻨﺎً )١٨ﺇﻟﻰ  ٦٤ﺳﻨﺔ( ﻭﻟﻜﻦ ﻫﺬﺍ ﻟﻢ ﻳﻜﻦ ﻟﻪ ﺗﺄﺛﻴﺮ
ﻭﺍﺿﺢ ﻓﻰ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ.
ﻣﻦ ﺍﻟﻤﺮﺿﻰ )٧٤٩ﻣﺮﻳﺾ ( ﺍﻟﺬﻳﻢ ﺗﻢ ﻋﻼﺟﻬﻢ ﺑﻮﺍﺳﻄﺔ ﺣﻘﻦ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﺍﻟﺪﺭﺍﺳﺎﺕ
ﺍﻹﻛﻠﻨﻴﻜﻴﺔ  ٩٩,ﻣﺮﻳﺾ ﻣﻦ ﻫﺆﻻء ﺍﻟﻤﺮﺿﻰ ) (٪١٣ﻛﺎﻧﻮﺍ ﻣﻦ ﺍﻟﻔﺌﺔ ﺍﻟﻌﻤﺮﻳﺔ  ٦٥ﺳﻨﺔ ﻭ ٧٨
) (٪١٠ﻛﺎﻧﻮﺍ ﻣﻦ ﺍﻟﻔﺌﺔ ﻟﻌﻤﺮﻳﺔ  ٧٥ﺳﻨﺔ
ﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﻤﻘﺎﺭﻧﺔ ) ﻣﻊ ﺍﻷﺩﻭﻳﺔ ﺍﻟﺨﺎﻣﻠﺔ ( ﻟﺤﻘﻦ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ
ﻫﻴﺎﺝ ﺍﻟﻤﺼﺎﺣﺐ ﻟﻤﺮﺽ ﺍﻟﻔﺼﺎﻡ ﺃﻭ ﺍﻟﻬﻮﺱ ﺛﻨﺎﺋﻰ ﺍﻟﻘﻄﺐ ﻟﻢ ﺗﺸﺘﻤﻞ ﻋﻠﻰ ﻋﺪﺩ ﻛﺎﻓﻰ ﻣﻦ ﺍﻟﻤﺮﺿﻰ
ﻣﻦ ﺳﻦ  ٦٥ﺳﻨﺔ ﻓﻤﺎ ﻓﻮﻕ ﻟﺘﺤﺪﻳﺪ ﻣﺎ ﺇﺫﺍ ﻛﺎﻧﺖ ﺇﺳﺘﺠﺎﺑﺘﻬﻢ ﺗﺨﺘﻠﻒ ﻋﻦ ﺍﻟﻤﺮﺿﻰ ﺍﻷﺻﻐﺮ ﺳﻨﺎً.
ﺭﺟﺤﺖ ﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﺘﻰ ﺗﻢ ﻋﻤﻠﻬﺎ ﻋﻠﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺴﻨﻴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻹﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻌﻘﻠﻴﺔ
ﺍﻟﻤﺼﺎﺣﺒﺔ ﻟﻤﺮﺽ ﺍﻷﻟﺰﻫﺎﻳﻤﺮ ﺇﻧﻪ ﻗﺪ ﻳﻜﻮﻥ ﻫﻨﺎﻙ ﺇﺧﺘﻼﻑ ﻓﻰ ﺗﺤﻤﻞ ﺍﻟﻌﻘﺎﺭ ﻣﻘﺎﺭﻧﺔ ﺑﺎﻟﻤﺮﺿﻰ
ﺍﻷﺻﻐﺮ ﺳﻨﺎً ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻟﻔﺼﺎﻡ.
)ﺍﻟﺮﺟﻮﻉ ﺍﻟﻰ ﺍﻟﺘﺤﺬﻳﺮﺍﺕ  :ﺗﺤﺬﻳﺮﻣﻦ ﺇﺯﺩﻳﺎﺩ ﻣﻌﺪﻻﺕ ﺍﻟﻮﻓﺎﺓ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺴﻨﻴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ
ﻣﻦ ﺇﺿﻄﺮﺍﺑﺎﺕ ﻋﻘﻠﻴﺔ ﻣﺼﺎﺣﺒﺔ ﻟﻠﻌﺘﻪ(
ﺁﺛﺎﺭ ﺟﺎﻧﺒﻴﺔ ﻋﻠﻰ ﺍﻟﻘﻠﺐ ﻭﺍﻟﺠﻬﺎﺯ ﺍﻟﺪﻭﺭﻯ ،ﺍﻟﺮﺟﻮﻉ ﺃﻳﻀﺎً ﺍﻟﻰ ﺍﻹﺣﺘﻴﺎﻃﺎﺕ  :ﺍﻹﺳﺘﺨﺪﺍﻡ ﻓﻰ
ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺃﻣﺮﺍﺽ ﺃﺧﺮﻯ ﻣﺼﺎﺣﺒﺔ .
ﺳﻼﻣﺔ ﺇﺳﺘﺨﺪﺍﻡ ﻭﻓﺎﻋﻠﻴﺔ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ )ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ( ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ
ﺇﺿﻄﺮﺍﺑﺎﺕ ﻋﻘﻠﻴﺔ ﻣﺼﺎﺣﺒﺔ ﻟﻠﻌﺘﻪ ﻟﻢ ﻳﺘﻢ ﺇﺛﺒﺎﺗﻬﺎ  ،ﻓﻰ ﺣﺎﻟﺔ ﻟﺠﻮء ﺍﻟﻄﺒﻴﺐ ﺍﻟﻤﻌﺎﻟﺞ ﻟﻌﻼﺝ ﻫﺬﻩ
ﺍﻟﺤﺎﻟﺔ ﺑﻮﺍﺳﻄﺔ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻓﺈﻧﻪ ﻳﺠﺐ ﺗﻮﺧﻰ ﺍﻟﺤﺬﺭ ﺍﻟﺸﺪﻳﺪ .
ﺍﻟﺠﺮﻋﺔ:
ﺍﻟﺠﺮﻋﺔ ﺍﻟﻤﻘﺘﺮﺣﺔ ﻟﻠﺒﺪء ﺑﻬﺎ ﻫﻰ  ١٥ -١٠ﻣﺠﻢ ﻳﻮﻣﻴﺎً ﺗﻌﻄﻰ ﻣﺮﺓ ﻭﺍﺣﺪﺓ ﺑﻐﺾ ﺍﻟﻨﻈﺮﻋﻦ
ﻣﻮﺍﻋﻴﺪ ﺍﻟﻮﺟﺒﺎﺕ ,ﺗﻢ ﺗﻘﻴﻴﻢ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻭﻭﺟﺪ ﺃﻧﻪ ﻓﻌﺎﻝ ﻓﻰ ﺍﻟﺠﺮﻋﺎﺕ ﺍﻟﺘﻰ ﺗﺘﺮﺍﻭﺡ ﻣﻦ ٣٠-١٠
ﻣﺠﻢ ﻳﻮﻣﻴﺎً ﻭﺑﺎﻟﺮﻏﻢ ﻣﻦ ﺫﻟﻚ ﻓﺎﻥ ﺍﻟﺠﺮﻋﺎﺕ ﺍﻟﺘﻰ ﺗﺰﻳﺪ ﻋﻦ  ١٥ -١٠ﻣﺠﻢ ﻳﻮﻣﻴﺎً ) ﺃﻗﻞ ﺟﺮﻋﺔ ﻓﻰ
ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ( ﻟﻢ ﺗﺜﺒﺖ ﻓﻌﺎﻟﻴﺘﻬﺎ ﻋﻦ ﻫﺬﻩ ﺍﻟﺠﺮﻋﺔ .
ﻳﺠﺐ ﻋﺪﻡ ﺯﻳﺎﺩﺓ ﺍﻟﺠﺮﻋﺎﺕ ﻗﺒﻞ ﻣﺮﻭﺭ ﺃﺳﺒﻮﻋﻴﻦ ﻭﺫﻟﻚ ﻟﺘﺤﻘﻴﻖ ﺣﺎﻟﺔ ﺍﻟﺜﺒﺎﺕ ﻓﻰ ﺗﺮﻛﻴﺰ ﺍﻟﺪﻭﺍء ﺑﺎﻟﺠﺴﻢ .
ﺍﻟﺠﺮﻋﺎﺕ ﻓﻰ ﺍﻟﺤﺎﻻﺕ ﺍﻟﺨﺎﺻﺔ :ﻻ ﻳﺠﺐ ﺗﻌﺪﻳﻞ ﺍﻟﺠﺮﻋﺎﺕ ﻟﻺﺳﺘﺨﺪﺍﻡ ﻋﻠﻰ ﺃﺳﺎﺱ ﺍﻟﺴﻦ  ،ﺍﻟﻨﻮﻉ
،ﻭﺟﻮﺩ ﻗﺼﻮﺭ ﻓﻰ ﻭﻇﺎﺋﻒ ﺍﻟﻜﻠﻰ ﺃﻭ ﺍﻟﻜﺒﺪ.
ﺗﻌﺪﻳﻞ ﺍﻟﺠﺮﻋﺔ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻨﺎﻭﻟﻮﻥ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻣﻊ ﻣﺜﺒﻄﺎﺕ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ٣ﺃ ٤ﻋﻨﺪﻣﺎ ﻳﺘﻢ
ﺗﻌﺎﻃﻰ ﻋﻘﺎﺭ )ﺍﻟﻜﻴﺘﻮﻛﻮﻧﺎﺯﻭﻝ ( ﻣﻊ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﺎﻥ ﺟﺮﻋﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﺗﺤﻔﻴﻀﻬﺎ
ﻟﻠﻨﺼﻒ ﻭﻋﻨﺪﻣﺎ ﻳﺘﻢ ﺇﻳﻘﺎﻑ ﻣﺜﺒﻄﺎﺕ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ٣ﺃ ٤ﻓﺎﻧﻪ ﻳﺠﺐ ﺯﻳﺎﺩﺓ ﺟﺮﻋﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ .
ﺗﻌﺪﻳﻞ ﺍﻟﺠﺮﻋﺔ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻨﺎﻭﻟﻮﻥ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻣﻊ ﻣﺜﺒﻄﺎﺕ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ٢ﺩ: ٦
ﻋﻨﺪﻣﺎ ﻳﺘﻢ ﺇﻋﻄﺎء ﻣﺜﺒﻄﺎﺕ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ٢ﺩ ٦ﻣﺜﻞ ﺍﻟﻜﻴﻨﻴﺪﻳﻦ  ،ﺍﻟﻔﻠﻮﻛﺴﺘﻴﻦ  ،ﺃﻭ ﺍﻟﺒﺎﺭﻭﻛﺴﺘﻴﻦ ﻣﻊ
ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ،ﻓﺎﻥ ﺟﺮﻋﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻳﺠﺐ ﺗﺨﻔﻴﻀﻬﺎ ﻋﻠﻰ ﺍﻷﻗﻞ ﺇﻟﻰ ﻧﺼﻒ ﺍﻟﺠﺮﻋﺔ
ﺍﻟﻤﻌﺘﺎﺩﺓ ﻭﻋﻨﺪﻣﺎ ﻳﺘﻢ ﺳﺤﺐ ﻣﺜﺒﻄﺎﺕ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ٢ﺩ ٦ﻳﺠﺐ ﺯﻳﺎﺩﺓ ﺟﺮﻋﺔ ﺍﻷﻳﺒﻴﺒﺮﺍﺯﻭﻝ .
ﺗﻌﺪﻳﻞ ﺍﻟﺠﺮﻋﺔ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻌﺎﻃﻮﻥ ﻣﺤﻔﺰﺍﺕ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ٣ﺃ ٤ﻣﻊ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻣﺜﻞ
ﺍﻟﻜﺎﺭﺑﺎﻣﺎﺯﺑﻴﻦ ﻓﺎﻧﻪ ﻳﺠﺐ ﻣﻀﺎﻋﻔﺔ ﺍﻟﺠﺮﻋﺔ ﺍﻟﻰ ) ٣٠-٢٠ﻣﺠﻢ ( ﺍﻟﺰﻳﺎﺩﺓ ﺃﻛﺜﺮ ﻣﻦ ﺫﻟﻚ ﻳﺠﺐ ﺃﻥ
ﺗﻜﻮﻥ ﻋﻠﻰ ﺃﺳﺎﺱ ﺍﻟﺘﻘﻴﻴﻢ ﺍﻹﻛﻠﻴﻨﻴﻜﻰ .
ﻭﻋﻨﺪﻣﺎ ﻳﺘﻢ ﺳﺤﺐ ﺍﻟﻜﺎﺭﺑﺎﻣﺎﺯﺑﻴﻦ ﻓﺎﻧﻪ ﻳﺠﺐ ﺇﻧﻘﺎﺹ ﺟﺮﻋﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﺍﻟﻰ  ١٥ -١٠ﻣﺠﻢ ,
ﺍﻟﻌﻼﺝ ﺍﻟﻤﺴﺘﻤﺮ :ﻋﻠﻰ ﺍﻟﺮﻏﻢ ﻣﻦ ﺃﻧﻪ ﻻ ﻳﻮﺟﺪ ﺩﻟﻴﻞ ﻹﺟﺎﺑﺔ ﺍﻟﺴﺆﺍﻝ ﺣﻮﻝ ﺍﻟﻔﺘﺮﺓ ﺍﻟﺘﻰ ﻳﺠﺐ ﺃﻥ
ﻳﺴﺘﻤﺮﺑﻬﺎ ﺍﻟﻌﻼﺝ ﺑﺎﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﺇﻻ ﺃﻥ ﺍﻟﺘﻘﻴﻴﻢ ﺍﻟﻜﻠﻰ ﻟﻤﺮﻳﺾ ﺍﻟﻔﺼﺎﻡ ﺍﻟﺬﻯ ﺗﻢ ﺇﺳﺘﻘﺮﺍﺭ ﺣﺎﻟﺘﻪ
ﺑﺎﺳﺘﺨﺪﺍﻡ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﺍﻷﺧﺮﻯ ﻟﻤﺪﺓ  ٣ﺃﺷﻬﺮ ﺃﻭ ﺃﻛﺜﺮ ﺛﻢ ﺗﻢ ﻭﻗﻒ ﻫﺬﻩ ﺍﻟﻌﻘﺎﻗﻴﺮ ﻭﺍﻟﺒﺪء ﻓﻰ
ﺇﻋﻄﺎء ﺃﺭﻳﺒﻜﺴﺎﻥ  ١٥ﻣﺠﻢ ﻳﻮﻣﻴﺎً ﻭﻣﻼﺣﻈﺔ ﺣﺪﻭﺙ ﺇﻧﺘﻜﺎﺳﺔ ﻓﻰ ﻣﺪﺓ ﺗﺼﻞ ﺍﻟﻰ ٦ﺃﺳﺎﺑﻴﻊ ﺃﻛﺪ ﻫﺬﺍ
ﺍﻟﺘﻘﻴﻴﻢ ﻓﺎﺋﺪﺓ ﻫﺬﺍ ﺍﻟﻌﻼﺝ ﺍﻟﻤﺴﺘﻤﺮ ﻭﻋﻠﻴﻪ ﻓﻴﺠﺐ ﻣﺘﺎﺑﻌﺔ ﻫﺆﻻء ﺍﻟﻤﺮﺿﻰ ﻭﺇﻋﺎﺩﺓ ﺗﻘﺴﻴﻤﻬﻢ ﺑﺈﻧﺘﻈﺎﻡ .
ﺍﻟﺘﻐﻴﻴﺮ ﻣﻦ ﺃﻧﻮﺍﻉ ﺃﺧﺮﻯ ﻣﻦ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ  :ﻻ ﺗﻮﺟﺪ ﻣﻌﻠﻮﻣﺎﺕ ﻛﺎﻓﻴﺔ ﺣﻮﻝ ﺗﻐﻴﻴﺮ ﻣﺮﻳﺾ
ﺍﻟﻔﺼﺎﻡ ﻣﻦ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻷﺧﺮﻯ ﺍﻟﻰ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﺃﻭ ﺣﻮﻝ ﺇﺳﺘﻌﻤﺎﻟﻪ ﻓﻰ ﺫﺍﺕ ﺍﻟﻮﻗﺖ ﻣﻊ ﺍﻟﻌﻘﺎﻗﻴﺮ
ﺍﻷﺧﺮﻯ ﺍﻟﻤﻀﺎﺩﺓ ﻟﻠﺬﻫﺎﻥ ﻭﻗﺪ ﻳﻜﻮﻥ ﻭﻗﻒ ﺑﻌﺾ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻤﻀﺎﺩﺓ ﻟﻠﺬﻫﺎﻥ ﻣﻘﺒﻮﻝ ﻓﻰ ﺑﻌﺾ
ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ ﻭﻟﻜﻦ ﻣﻦ ﺍﻷﻓﻀﻞ ﻭﻗﻒ ﻫﺬﻩ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺗﺪﺭﻳﺠﻴﺎً ﻭﺑﺼﻔﺔ ﻋﺎﻣﺔ ﻭﻓﻰ ﻛﻞ ﺍﻷﺣﻮﺍﻝ
ﻓﺈﻥ ﺍﻟﻔﺘﺮﺓ ﺍﻟﺘﻰ ﺗﻢ ﻓﻴﻬﺎ ﺇﻋﻄﺎء ﺃﻛﺜﺮ ﻣﻦ ﻋﻘﺎﺭ ﻣﻀﺎﺩ ﻟﻠﺬﻫﺎﻥ ﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﺗﻘﻠﻴﻠﻬﺎ
ﻣﻮﺍﻧﻊ ﺍﻹﺳﺘﻌﻤﺎﻝ  :ﻳﻤﻨﻊ ﺇﺳﺘﺨﺪﺍﻣﻪ ﻓﻰ ﺣﺎﻻﺕ ﺍﻟﺤﺴﺎﺳﻴﺔ ﻟﻠﻤﻨﺘﺞ .
ﺍﻵﺛﺎﺭ ﺍﻟﺠﺎﻧﺒﻴﺔ :
ﺁﺛﺎﺭ ﻋﻠﻰ ﺍﻟﺠﻬﺎﺯ ﺍﻟﺘﻨﻔﺴﻰ -:
ﺁﺛﺎﺭ ﻋﺎﻣﻪ ﻋﻠﻰ ﺍﻟﺠﺴﻢ -:
ﺍﻟﺘﻬﺎﺏ ﺑﺎﻷﻧﻒ  -ﻛﺤﻪ
ﺻﺪﺍﻉ -ﺿﻌﻒ  -ﺣﻤﻰ
ﺁﺛﺎﺭ ﻋﻠﻰ ﺍﻟﺠﻠﺪ -:
ﺁﺛﺎﺭ ﻋﻠﻰ ﺍﻟﺠﻬﺎﺯ ﺍﻟﻬﻀﻤﻰ -:
ﻃﻔﺢ ﺟﻠﺪﻯ
ﻏﺜﻴﺎﻥ  -ﻗﺊ  -ﺇﻣﺴﺎﻙ
ﺁﺛﺎﺭ ﺍﺧﺮﻯ -:
ﺁﺛﺎﺭ ﻋﻠﻰ ﺍﻟﺠﻬﺎﺯ ﺍﻟﻌﺼﺒﻰ -:
ﺯﻏﻠﻠﻪ  -ﺯﻳﺎﺩﺓ ﻓﻰ ﺍﻟﻮﺯﻥ
ﻗﻠﻖ  -ﺃﺭﻕ -ﺭﻋﺸﻪ ﺑﺎﻟﻴﺪﻳﻦ
ﺗﻐﻴﻴﺮﺍﺕ ﻓﻰ ﺭﺳﻢ ﺍﻟﻘﻠﺐ
ﻟﻮﺣﻆ ﻓﻰ ﺍﻟﺠﺮﻋﺎﺕ  ٣٠ – ١٠ﻣﺠﻢ ﻳﻮﻣﻴﺎً ﻣﻦ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻗﺼﺮ ﻓﻰ ﻓﺘﺮﺓ QTC
ﺍﻹﻋﺘﻤﺎﺩ ﻋﻠﻰ ﺍﻟﺪﻭﺍء  :ﻻ ﺗﻮﺟﺪ ﺩﺭﺍﺳﺎﺕ ﺗﺜﺒﺖ ﺃﻥ ﻣﺮﻛﺐ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻗﺪ ﻳﺤﺪﺙ ﺇﻋﺘﻤﺎﺩ ﺃﻭ ﺇﺩﻣﺎﻥ ﺟﺴﺪﻯ .
ﻭﺑﺎﻟﺘﺎﻟﻰ ﻓﺈﻥ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻟﺪﻳﻬﻢ ﺗﺎﺭﻳﺦ ﺗﻨﺎﻭﻝ ﺟﺮﻋﺎﺕ ﺃﻋﻠﻰ ﻣﻦ ﺍﻟﻤﻮﺻﻮﻓﺔ ﻟﻠﺪﻭﺍء ﻳﺠﺐ
ﻣﻼﺣﻈﺘﻬﻢ ﺧﻮﻓﺎً ﻣﻦ ﺗﻨﺎﻭﻝ ﺟﺮﻋﺎﺕ ﺃﻋﻠﻰ ﻣﻦ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ .
ﺍﻟﺘﻔﺎﻋﻼﺕ ﺍﻟﺪﻭﺍﺋﻴﺔ  :ﻳﺠﺐ ﺗﻮﺧﻰ ﺍﻟﺤﺬﺭ ﻓﻰ ﺇﺳﺘﺨﺪﺍﻡ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻣﻊ ﺍﻷﺩﻭﻳﺔ ﺍﻷﺧﺮﻯ ﺍﻟﺘﻰ
ﺗﻌﻤﻞ ﻋﻠﻰ ﺍﻟﺠﻬﺎﺯ ﺍﻟﻌﺼﺒﻰ ﺍﻟﻤﺮﻛﺰﻯ ﻭﺍﻟﻜﺤﻮﻝ ,ﺑﺴﺒﺐ ﺗﺜﺒﻴﻄﻪ ﻟﻤﺴﺘﻘﺒﻼﺕ ﺍﻷﺩﺭﻳﻨﺎﻟﻴﻦ ﺍﻟﻔﺎ ﺍ ﻗﺪ
ﻳﺆﺩﻯ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﺍﻟﻰ ﺯﻳﺎﺩﺓ ﺗﺄﺛﻴﺮ ﺍﻷﺩﻭﻳﺔ ﺍﻟﺘﻰ ﺗﻌﻤﻞ ﻋﻠﻰ ﺗﺨﻔﻴﺾ ﺿﻐﻂ ﺍﻟﺪﻡ .
ﺗﺄﺛﻴﺮ ﺍﻷﺩﻭﻳﺔ ﺍﻷﺧﺮﻯ ﻋﻠﻰ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ  :ﻣﺮﻛﺐ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻻﻳﺨﻀﻊ ﻟﻌﻤﻞ ﺇﻧﺰﻳﻤﺎﺕ

ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ﺏ ﺍﻟﺘﺎﻟﻴﺔ ١) :ﺃ ١ ،ﺃ٢ ، ٢ﺃ٢ ، ٦ﺏ٢ ، ٦ﺳﻰ ٢ ، ٨ﺳﻰ ٢ ، ٩ﺳﻰ  ١٩ﺃﻭ ٢ﺃﻯ ١
( ﻣﻤﺎ ﻳﺆﺩﻯ ﺍﻟﻰ ﺇﺳﺘﻨﺘﺎﺝ ﺃﻥ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻟﻦ ﻳﺘﻔﺎﻋﻞ ﻣﻊ ﻣﺜﺒﻄﺎﺕ ﺃﻭ ﻣﺤﻔﺰﺍﺕ ﻫﺬﻩ ﺍﻹﻧﺰﻳﻤﺎﺕ
ﺃﻭ ﺃﻯ ﻋﻮﺍﻣﻞ ﺃﺧﺮﻯ ﺣﺘﻰ ﺍﻟﺘﺪﺧﻴﻦ .
ﻣﺮﻛﺐ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻳﺨﻀﻊ ﻟﻌﻤﻞ ﺇﻧﺰﻳﻢ ﺳﻴﺘﻮﻛﺮﻭﻡ ﺏ ) ٣ﺃ٢ ، ٤ﺩ ( ٦ﻭﻟﺬﻟﻚ ﻓﺈﻥ ﺍﻟﻌﻘﺎﻗﻴﺮ
ﺍﻟﺘﻰ ﺗﺆﺩﻯ ﺇﻟﻰ ﺗﺤﻔﻴﺰ ﺳﻴﺘﻮﻛﺮﻭﻡ ﺏ٣ﺃ ) ٤ﻣﺜﻞ ﺍﻟﻜﺎﺭﺑﺎﻣﺎﺯﺑﻴﻦ ( ﻗﺪ ﺗﺆﺩﻯ ﺍﻟﻰ ﺯﻳﺎﺩﺓ ﻓﻰ ﺇﺯﺍﻟﺔ
ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻭﺑﺎﻟﺘﺎﻟﻰ ﺧﻔﺾ ﻧﺴﺒﺘﻪ ﺑﺎﻟﺪﻡ .
ﻣﺜﺒﻄﺎﺕ ﺇﻧﺰﻳﻢ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ﺏ ٣ﺃ ) ٤ﻣﺜﻞ ﻋﻘﺎﺭ ﺍﻟﻜﻴﺘﻮﻛﻮﻧﺎﺯﻭﻝ ( ﺃﻭ ﻣﺜﺒﻄﺎﺕ ﺇﻧﺰﻳﻢ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ
ﺏ٢ﺩ ) ٦ﻣﺜﻞ ﺍﻟﻜﻨﻴﺪﻳﻦ  ،ﺍﻟﻔﻠﻮﻛﺴﺘﻴﻦ  ،ﺃﻭ ﺍﻟﺒﺎﺭﻭﻛﺴﺘﻴﻦ ( ﺗﺆﺩﻯ ﺍﻟﻰ ﺗﺜﺒﻴﻂ ﺇﺯﺍﻟﺔ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ
,ﻣﻤﺎ ﻳﺆﺩﻯ ﺍﻟﻰ ﺯﻳﺎﺩﺓ ﻧﺴﺒﺘﻪ ﺑﺎﻟﺪﻡ .
ﺗﺄﺛﻴﺮ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻋﻠﻰ ﺍﻷﺩﻭﻳﺔ ﺍﻷﺧﺮﻯ :
ﻟﻢ ﺗﻼﺣﻆ ﺗﻔﺎﻋﻼﺕ ﻫﺎﻣﺔ ﺗﺘﻌﺎﺭﺽ ﻣﻊ ﺃﻱ ﻣﻔﻌﻮﻝ ﻟﻸﺩﻭﻳﺔ ﺍﻷﺧﺮﻯ ﻭﺑﺨﺎﺻﺔ ﺍﻷﺩﻭﻳﺔ ﺍﻟﺘﻰ ﻳﺘﻢ
ﺣﺪﻭﺙ ﻋﻤﻠﻴﺔ ﺍﻷﻳﺾ ﻟﻬﺎ ﻋﻦ ﻃﺮﻳﻖ ﺇﻧﺰﻳﻢ ﺍﻟﺴﻴﺘﻮﻛﺮﻭﻡ ﺏ . ٤٥٠
ﻋﻘﺎﺭ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻟﻢ ﺗﻜﻦ ﻟﻪ ﺗﻔﺎﻋﻼﺕ ﺇﻛﻠﻴﻨﻴﻜﻴﺔ ﻫﺎﻣﺔ ﻋﻠﻰ ﺍﻷﺩﻭﻳﺔ ﺍﻟﺘﺎﻟﻴﺔ :
ﺍﻟﺪﻳﻜﺴﺘﺮﻭﻣﻴﺜﻮﻓﺎﻥ
ﻓﺎﻣﻮﺗﻴﺪﻳﻦ
ﺍﻟﻠﻴﺜﻴﻮﻡ
ﺍﻟﻮﺍﺭﻓﺎﺭﻳﻦ
ﺍﻟﻔﺎﻟﺒﺮﻭﻳﺖ
ﺍﻷﻭﻣﻴﺒﺮﺍﺯﻭﻝ
ﺍﻟﺤﻤﻞ ﻭ ﺍﻟﺮﺿﺎﻋﺔ :ﻻ ﺗﻮﺟﺪ ﺩﺭﺍﺳﺎﺕ ﻛﺎﻓﻴﺔ ﻭ ﻣﺤﻜﻤﺔ ﻟﻠﺪﻭﺍء ﻋﻠﻰ ﺍﻟﺤﻮﺍﻣﻞ ،ﻏﻴﺮ ﻣﻌﻠﻮﻡ ﻣﺎ ﺇﺫﺍ
ﻛﺎﻥ ﻟﻠﻌﻘﺎﺭ ﺗﺄﺛﻴﺮ ﺳﻴﺊ ﻋﻠﻰ ﺍﻟﺠﻨﻴﻦ ﻋﻨﺪﻣﺎ ﻳﺘﻢ ﺗﻌﺎﻃﻴﻪ ﻟﻠﻤﺮﺃﺓ ﺍﻟﺤﺎﻣﻞ ﺃﻭ ﺇﺫﺍ ﻛﺎﻥ ﻟﻪ ﺗﺄﺛﻴﺮ ﻋﻠﻰ
ﺍﻟﺨﺼﻮﺑﺔ ﻭ ﻳﺘﻢ ﺇﺳﺘﺨﺪﺍﻡ ﺍﻟﻌﻘﺎﺭ ﻟﻠﻤﺮﺃﻩ ﺍﻟﺤﺎﻣﻞ ﻓﻘﻂ ﻋﻨﺪﻣﺎ ﻳﺘﻢ ﺍﻟﻤﻮﺍﺯﻧﺔ ﺑﻴﻦ ﺍﻟﻤﻨﻔﻌﺔ ﻣﻦ ﺇﺳﺘﺨﺪﺍﻣﻪ
ﻭ ﺑﻴﻦ ﺍﻟﺨﻄﻮﺭﺓ ﺍﻟﻤﺤﺘﻤﻠﺔ ﻋﻠﻰ ﺍﻟﺠﻨﻴﻦ.
ﻳﻔﺮﺯ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﻟﺒﻦ ﻓﺌﺮﺍﻥ ﺍﻟﺘﺠﺎﺭﺏ ﻓﻰ ﻣﺮﺣﻠﺔ ﺍﻹﺭﺿﺎﻉ ﻭ ﻏﻴﺮ ﻣﻌﺮﻭﻑ ﻣﺎ ﺇﺫﺍ ﻛﺎﻥ
ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻳﻔﺮﺯ ﻓﻰ ﻟﺒﻦ ﺍﻹﻧﺴﺎﻥ ﻭ ﺗﻨﺼﺢ ﺍﻟﻨﺴﺎء ﺑﻌﺪﻡ ﺍﻹﺭﺿﺎﻉ ﺃﺛﻨﺎء ﺗﻌﺎﻃﻰ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ .
ﺍﻹﺳﺘﺨﺪﺍﻡ ﻓﻰ ﺣﺎﻻﺕ ﺧﺎﺻﺔ ﻣﺜﻞ ﺍﻟﺤﻤﻞ )ﺍﻟﺘﺄﺛﻴﺮﺍﺕ ﻋﻠﻰ ﺍﻷﺟﻨﺔ(:
ﺇﻥ ﺍﻷﻃﻔﺎﻝ ﺣﺪﻳﺜﻰ ﺍﻟﻮﻻﺩﺓ ﺍﻟﻤﻌﺮﺿﻮﻥ ﻷﺩﻭﻳﺔ ﻋﻼﺝ ﺍﻷﻣﺮﺍﺽ ﺍﻟﺬﻫﺎﻧﻴﺔ ﺧﻼﻝ ﺍﻷﺷﻬﺮ ﺍﻟﺜﻼﺛﺔ
ﺍﻷﺧﻴﺮﺓ ﻣﻦ ﺍﻟﺤﻤﻞ ﻳﻜﻮﻧﻮﺍ ﻋﺮﺿﺔ ﻟﺤﺪﻭﺙ ﺍﻷﻋﺮﺍﺽ ﺧﺎﺭﺝ ﺍﻟﻬﺮﻣﻴﺔ ﺃﻭ ﺃﻋﺮﺍﺽ ﺇﻧﺴﺤﺎﺏ
ﺍﻷﺩﻭﻳﺔ ﻋﻘﺐ ﺍﻟﻮﻻﺩﺓ .ﻭﻗﺪ ﻭ ﺟﺪﺕ ﺗﻘﺎﺭﻳﺮ ﻟﺤﺪﻭﺙ ﺣﺎﻻﺕ ﻣﻦ ﺍﻟﻬﻴﺎﺝ ,ﺯﻳﺎﺩﺓ ﺃﻭ ﻧﻘﺼﺎﻥ
ﺍﻟﺘﻮﺗﺮﺍﻟﻌﻀﻠﻲ ﺭﻋﺸﺔ ﻧﻌﺎﺱ ﺣﺪﻭﺙ ﺿﻴﻖ ﻓﻰ ﺍﻟﺘﻨﻔﺲ ﺃﻭ ﺣﺪﻭﺙ ﺻﻌﻮﺑﺎﺕ ﻓﻰ ﺗﻐﺬﻳﺔ ﻫﺆﻻء
ﺍﻷﻃﻔﺎﻝ ﺣﺪﻳﺜﻰ ﺍﻟﻮﻻﺩﺓ .
ﻭ ﺗﺨﺘﻠﻒ ﺷﺪﺓ ﻫﺬﻩ ﺍﻟﻤﻀﺎﻋﻔﺎﺕ ﺑﻴﻨﻤﺎ ﺗﻨﺘﻬﻲ ﻫﺬﻩ ﺍﻷﻋﺮﺍﺽ ﺫﺍﺗﻴﺎَ ﺇﻻ ﺃﻥ ﺑﻌﺾ ﺍﻟﺤﺎﻻﺕ ﺍﻷﺧﺮﻯ
ﺗﺘﻄﻠﺐ ﺍﻟﺮﻋﺎﻳﺔ ﺍﻟﻄﺒﻴﺔ ﺍﻟﻤﻜﺜﻔﺔ ﻭﺍﻹﻗﺎﻣﺔ ﺑﺎﻟﻤﺴﺘﺸﻔﻰ ﻟﺬﺍ ﻓﺎﻧﻪ ﻳﺠﺐ ﺇﺳﺘﺨﺪﺍﻡ ﻫﺬﻩ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺃﺛﻨﺎء
ﺍﻟﺤﻤﻞ ﻓﻘﻂ ﺇﺫﺍ ﻛﺎﻧﺖ ﺍﻟﻔﺎﺋﺪﺓ ﺍﻟﻤﺮﺟﻮﺓ ﻣﻦ ﺍﻟﺪﻭﺍء ﺗﺒﺮﺭ ﺍﻟﺨﻄﻮﺭﺓ ﺍﻟﻤﺤﺘﻤﻠﺔ ﻋﻠﻰ ﺍﻟﺠﻨﻴﻦ.
ﺍﻹﺣﺘﻴﺎﻃﺎﺕ ﻭﺍﻟﺘﺤﺬﻳﺮﺍﺕ :
ﺇﺣﺘﻤﺎﻟﻴﺔ ﺣﺪﻭﺙ ﻭﻓﺎﺓ ﻟﻠﻤﺮﺿﻰ ﻛﺒﺎﺭ ﺍﻟﺴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ . Dementia related psychosis
ﺗﺤﺬﻳﺮﺍﺕ -:
ﺗﺤﺬﻳﺮﺍﺕ ﻋﺎﻣﺔ-:
ﻫﺒﻮﻁ ﻓﻰ ﺿﻐﻂ ﺍﻟﺪﻡ  :ﻗﺪ ﻳﺤﺪﺙ ﻣﻊ ﻣﺮﻛﺐ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻫﺒﻮﻁ ﻓﻰ ﺿﻐﻂ ﺍﻟﺪﻡ  ,ﻭﺫﻟﻚ ﻗﺪ
ﻳﻌﺰﻯ ﺍﻟﻰ ﺣﺪﻭﺙ ﺗﺜﺒﻴﻂ ﻓﻰ ﻣﺴﺘﻘﺒﻼﺕ ﺍﻷﺩﺭﻳﻨﺎﻟﻴﻦ ﺍﻟﻔﺎ ١ﻭﻟﺬﻟﻚ ﻓﺈﻥ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻳﺠﺐ
ﺇﺳﺘﺨﺪﺍﻣﻪ ﺑﺤﺬﺭ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺃﻣﺮﺍﺽ ﻓﻰ ﺍﻟﺠﻬﺎﺯ ﺍﻟﺪﻭﺭﻯ )ﺗﺎﺭﻳﺦ ﻣﺮﺿﻰ
ﻟﻠﺬﺑﺤﻪ ﺍﻟﺼﺪﺭﻳﺔ ,ﻫﺒﻮﻁ ﻓﻰ ﺍﻟﻘﻠﺐ( ﺃﻭ ﺍﻷﺣﻮﺍﻝ ﺍﻟﺘﻰ ﺗﺆﺩﻯ ﺍﻟﻰ ﺣﺪﻭﺙ ﻫﺒﻮﻁ ﻓﻰ ﺿﻐﻂ ﺍﻟﺪﻡ
)ﻣﺜﻞ ﺍﻟﺠﻔﺎﻑ  ,ﺍﻟﻌﻼﺝ ﺑﺎﻷﺩﻭﻳﺔ ﺍﻟﻤﺨﻔﻀﺔ ﻟﻠﻀﻐﻂ( .
ﻧﻮﺑﺎﺕ ﺻﺮﻋﻴﺔ :ﺍﻟﻨﻮﺑﺎﺕ ﺍﻟﺼﺮﻋﻴﺔ ﺣﺪﺛﺖ ﻓﻰ  ٪ ٠ .١ﻣﻦ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻢ ﻋﻼﺟﻬﻢ ﺑﻮﺍﺳﻄﺔ
ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ  .ﻭﺑﺎﻟﺘﺎﻟﻰ ﻭﻛﻤﺎ ﻳﺤﺪﺙ ﻣﻊ ﻛﻞ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻓﺈﻥ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻳﺠﺐ
ﺇﺳﺘﺨﺪﺍﻣﻪ ﺑﺤﺬﺭ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺗﺎﺭﻳﺦ ﻣﺮﺿﻰ ﻟﻨﻮﺑﺎﺕ ﺻﺮﻋﻴﺔ ﺃﻭ ﺍﻷﻣﺮﺍﺽ
ﺍﻟﺘﻰ ﺗﺆﺩﻯ ﺍﻟﻰ ﺃﻥ ﻳﻜﻮﻥ ﺍﻟﻤﺮﻳﺾ ﺃﻛﺜﺮ ﻋﺮﺿﺔ ﻟﻺﺻﺎﺑﺔ ﺑﺎﻟﻨﻮﺑﺎﺕ ﺍﻟﺼﺮﻋﻴﺔ ﻭﺍﻟﺘﻰ ﻗﺪ ﺗﻜﻮﻥ
ﺷﺎﺋﻌﺔ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻷﻛﺜﺮ ﻣﻦ ٦٥ﺳﻨﺔ )ﻣﺜﻞ ﻣﺮﺽ ﺍﻷﻟﺰﻫﺎﻳﻤﺮ (
ﺗﻐﻴﺮ ﻓﻰ ﺍﻹﺩﺭﺍﻙ ﺃﻭ ﺍﻟﺤﺮﻛﺔ  :ﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﺗﺤﺬﻳﺮ ﺍﻟﻤﺮﺿﻰ ﻣﻦ ﺗﺸﻐﻴﻞ ﺍﻟﻤﺎﻛﻴﻨﺎﺕ )ﻗﻴﺎﺩﻩ
ﺍﻟﺴﻴﺎﺭﺍﺕ( ﺣﺘﻰ ﻳﺘﻢ ﺍﻟﺘﺄﻛﺪ ﻣﻦ ﺃﻥ ﺍﻟﻌﻼﺝ ﺑﻌﻘﺎﺭ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻻ ﻳﺆﺛﺮ ﻋﻠﻴﻬﻢ .
ﺗﻨﻈﻴﻢ ﺩﺭﺟﺔ ﺣﺮﺍﺭﺓ ﺍﻟﺠﺴﻢ :
ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻤﻀﺎﺩﺓ ﻟﻠﺬﻫﺎﻥ ﻭﺟﺪ ﺇﻧﻬﺎ ﻗﺪ ﺗﺆﺩﻯ ﺍﻟﻰ ﻓﻘﺪﺍﻥ ﺍﻟﺴﻴﻄﺮﺓ ﻋﻠﻰ ﻗﺎﺑﻠﻴﺔ ﺍﻟﺠﺴﻢ ﻟﺘﺨﻔﻴﺾ
ﺩﺭﺟﺔ ﺍﻟﺤﺮﺍﺭﺓ ﻭﻟﺬﻟﻚ ﻳﺠﺐ ﻭﺻﻒ ﺍﻟﺪﻭﺍء ﺑﻌﻨﺎﻳﺔ ﺧﺎﺻﺔ ﻓﻰ ﺍﻟﻤﺮﺿﻲ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺇﺭﺗﻔﺎﻉ
ﻓﻰ ﺩﺭﺟﺔ ﺣﺮﺍﺭﺓ ﺍﻟﺠﺴﻢ )ﻣﺜﻞ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻤﺎﺭﺳﻮﻥ ﺗﻤﺎﺭﻳﻦ ﻋﻨﻴﻔﺔ  ،ﺍﻟﺘﻌﺮﺽ ﻟﺪﺭﺟﺎﺕ
ﺣﺮﺍﺭﺓ ﻋﺎﻟﻴﺔ ﻭ ﺍﻟﺬﻳﻦ ﻳﺘﻌﺎﻃﻮﻥ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻤﻀﺎﺩﺓ ﻟﻸﺳﺘﻴﻞ ﻛﻮﻟﻴﻦ ﻓﻰ ﻧﻔﺲ ﺍﻟﻮﻗﺖ  ،ﻭﺍﻟﻤﺮﺿﻰ
ﺍﻟﻌﺮﺿﻰ ﻟﻠﺠﻔﺎﻑ( .
ﺻﻌﻮﺑﺔ ﻓﻰ ﺍﻟﺒﻠﻊ  :ﺗﻐﻴﺮ ﻓﻰ ﺣﺮﻛﻪ ﺍﻟﺴﺮﻋﺔ  ،ﻗﺪ ﺗﺆﺩﻯ ﺍﻟﻰ ﺣﺪﻭﺙ ﺇﻟﺘﻬﺎﺏ ﺭﺋﻮﻯ ﻧﺘﻴﺠﺔ
ﺍﻹﺭﺗﺠﺎﻉ ﻭﻧﺠﺪﻩ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺴﻨﻴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ )ﺃﻟﺰﻫﺎﻳﻤﺮ(
ﺍﻹﻧﺘﺤﺎﺭ :ﺇﺣﺘﻤﺎﻟﻴﺔ ﺍﻹﻧﺘﺤﺎﺭ ﻗﺎﺋﻤﺔ ﻓﻰ ﻛﻞ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻨﻔﺴﻴﺔ  ،ﻭﻟﺬﻟﻚ ﻓﺈﻥ ﻣﺮﺍﻗﺒﺔ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ
ﻟﺪﻳﻬﻢ ﻫﺬﺍ ﺍﻹﺣﺘﻤﺎﻝ ﻭﺍﺟﺒﺔ .
ﺑﺎﻹﺿﺎﻓﺔ ﺍﻟﻰ ﺫﻟﻚ ﻓﺈﻥ ﺍﻟﺠﺮﻋﺎﺕ ﺍﻟﺘﻰ ﻳﻌﻄﻰ ﺑﻬﺎ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻳﺤﺐ ﺃﻥ ﺗﻜﻮﻥ ﺻﻐﻴﺮﺓ ﻭﺫﻟﻚ
ﻟﺘﺠﻨﺐ ﺍﻟﺠﺮﻋﺎﺕ ﺍﻟﺰﺍﺋﺪﺓ ﺍﻟﺘﻰ ﻗﺪ ﺗﺴﺎﻋﺪ ﻋﻠﻰ ﺍﻹﻧﺘﺤﺎﺭ .
ﺍﻹﺳﺘﻌﻤﺎﻝ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺃﻣﺮﺍﺽ ﺃﺧﺮﻯ :
ﺍﻟﺘﺠﺎﺭﺏ ﺍﻹﻛﻠﻴﻨﻴﻜﻴﺔ ﻣﻊ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺃﻣﺮﺍﺽ ﺃﺧﺮﻯ )ﻣﺜﻞ
ﺃﻣﺮﺍﺽ ﺍﻟﻜﻠﻰ ﻭﺍﻟﻜﺒﺪ ( ﻣﺤﺪﻭﺩﺓ  ،ﻭﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻟﻢ ﻳﺘﻢ ﺇﺳﺘﺨﺪﺍﻣﻪ ﺑﺪﺭﺟﺔ ﻛﺒﻴﺮﺓ ﻓﻰ ﺍﻟﻤﺮﺿﻰ
ﺍﻟﺬﻳﻦ ﻟﺪﻳﻬﻢ ﺗﺎﺭﻳﺦ ﻣﺮﺿﻰ ﺣﺪﻳﺚ ﻟﻠﺬﺑﺤﺔ ﺃﻭ ﺃﻣﺮﺍﺽ ﺍﻟﻘﻠﺐ ﻏﻴﺮ ﺍﻟﻤﺴﺘﻘﺮﺓ .
ﺗﻨﺒﻴﻬﺎﺕ :
ﺇﺭﺗﻔﺎﻉ ﺧﺒﻴﺚ ﻓﻰ ﺩﺭﺟﺔ ﺍﻟﺤﺮﺍﺭﺓ ﻗﺪ ﻳﺆﺩﻯ ﺍﻟﻰ ﺣﺪﻭﺙ ﻭﻓﺎﺓ ﻭ ﻫﺬﻩ ﺍﻟﻤﺘﻼﺯﻣﺔ ﺗﺤﺪﺙ ﻓﻰ ﺣﺎﻻﺕ
ﺇﺳﺘﺨﺪﺍﻡ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻤﻀﺎﺩﺓ ﻟﻠﺬﻫﺎﻥ .
ﺃﻋﺮﺍﺽ ﻫﺬﻩ ﺍﻟﻤﺘﻼﺯﻣﺔ  :ﺇﺭﺗﻔﺎﻉ ﺷﺪﻳﺪ ﻓﻰ ﺩﺭﺟﺔ ﺍﻟﺤﺮﺍﺭﺓ  ،ﺗﺼﻠﺐ ﻓﻰ ﺍﻟﻌﻀﻼﺕ  ،ﺗﻐﻴﺮ ﻓﻰ
ﺍﻟﺤﺎﻻﺕ ﺍﻟﻌﺼﺒﻴﺔ  ،ﺗﻐﻴﺮﺍﺕ ﻓﻰ ﺍﻟﻨﺒﺾ ﺃﻭ ﺿﻐﻂ ﺍﻟﺪﻡ.
ﺍﻟﻮﺻﻮﻝ ﺇﻟﻰ ﺗﺸﺨﻴﺺ ﻫﺬﻩ ﺍﻟﺤﺎﻟﺔ ﻗﺪ ﻳﻜﻮﻥ ﺻﻌﺒﺎً ﻭﻣﻦ ﺍﻟﻀﺮﻭﺭﻯ ً
ﺃﻭﻻ ﺃﻥ ﻳﺘﻢ ﺇﻗﺼﺎء )ﺃﻭ ﺇﺳﺘﺒﻌﺎﺩ(
ﺍﻟﺤﺎﻻﺕ ﺍﻹﻛﻠﻴﻨﻴﻜﻴﺔ ﻣﺜﻞ ﺍﻹﻟﺘﻬﺎﺏ ﺍﻟﺮﺋﻮﻯ  ،ﺣﺎﻻﺕ ﺍﻟﻌﺪﻭﻯ  ،ﺃﻭ ﺍﻷﻋﺮﺍﺽ ﺧﺎﺭﺝ ﺍﻟﻬﺮﻣﻴﺔ ﺍﻟﺘﻰ ﻟﻢ
ﻳﺘﻢ ﻋﻼﺟﻬﺎ ﻣﻦ ﺍﻷﺳﺎﺱ ﺃﻭ ﺍﻟﺘﻰ ﻟﻢ ﻳﺘﻢ ﻋﻼﺟﻬﺎ ﺑﻜﻔﺎءﺓ ﻭ ﺃﻳﻀﺎً ﻓﻰ ﺣﺎﻻﺕ ﺿﺮﺑﺎﺕ ﺍﻟﺸﻤﺲ ﺃﻭ
ﺃﻣﺮﺍﺽ ﺍﻟﺠﻬﺎﺯ ﺍﻟﻌﺼﺒﻰ ﺍﻟﻤﺮﻛﺰﻯ ﺃﻭ ﺍﻟﺤﻤﻰ ﺍﻟﻨﺎﺗﺠﺔ ﻋﻦ ﺇﺳﺘﺨﺪﺍﻡ ﺑﻌﺾ ﺍﻟﻌﻘﺎﻗﻴﺮ.
ﻋﻼﺝ ﻣﺘﻼﺯﻣﺔ ﺇﺭﺗﻔﺎﻉ ﺩﺭﺟﺔ ﺍﻟﺤﺮﺍﺭﺓ ﺍﻟﺨﺒﻴﺚ ﻳﻜﻮﻥ ﻋﻦ ﻃﺮﻳﻖ:
 ﺍﻟﻌﻼﺝ ﺍﻟﻤﺮﻛﺰ ﻟﻸﻋﺮﺍﺽ ﻭﺍﻟﻤﺘﺎﺑﻌﺔ ﺍﻹﻛﻠﻴﻨﻴﻜﻴﺔ ﺇﻻﻳﻘﺎﻑ ﺍﻟﻔﻮﺭﻯ ﻟﻤﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻋﻼﺝ ﺃﻯ ﺃﻋﺮﺍﺽ ﻣﺼﺎﺣﺒﺔ ﻟﻬﺬﻩ ﺍﻟﺤﺎﻟﺔﻻﻳﻮﺟﺪ ﻋﻼﺝ ﻣﺤﺪﺩ ﻟﻬﺬﻩ ﺍﻟﺤﺎﻟﺔ ﻭﻟﻜﻦ ﺍﻟﻌﻼﺝ ﻳﻜﻮﻥ ﻟﻸﻋﺮﺍﺽ ﺑﻌﺪ ﺍﻟﺴﻴﻄﺮﺓ ﻋﻠﻰ ﻫﺬﻩ ﺍﻟﺤﺎﻟﺔ ﺇﺫﺍ
ﻛﺎﻥ ﺍﻟﻤﺮﻳﺾ ﻓﻰ ﺣﺎﺟﺔ ﺍﻟﻰ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ,ﻳﺠﺐ ﺇﻋﺎﺩﺓ ﺇﻋﻄﺎﺅﻫﺎ ﺑﺤﺮﺹ ﺷﺪﻳﺪ ﻭﻳﺠﺐ ﺃﻥ ﻳﺘﻢ
ﻣﻼﺣﻈﺔ ﺍﻟﻤﺮﻳﺾ ﺑﺤﺮﺹ ﺧﻮﻓﺎً ﻣﻦ ﺣﺪﻭﺙ ﻫﺬﻩ ﺍﻟﻤﺘﻼﺯﻣﺔ ﻣﺮﺓ ﺃﺧﺮﻯ.
ﺗﺄﺧﺮ ﻭﺷﻠﻞ ﺣﺮﻛﻰ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻢ ﻋﻼﺟﻬﻢ ﺑﻤﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻗﺪ ﻳﺤﺪﺙ ﻟﻬﻢ ﻫﺬﻩ ﺍﻟﻤﺘﻼﺯﻣﺔ.
ﺇﺣﺘﻤﺎﻟﻴﺔ ﺃﻥ ﺗﺼﺒﺢ ﻫﺬﺓ ﺍﻟﻤﺘﻼﺯﻣﺔ ﺩﺍﺋﻤﺔ ﺗﺰﺩﺍﺩ ﻣﻊ ﺇﺯﺩﻳﺎﺩ ﻓﺘﺮﺓ ﺍﻟﻌﻼﺝ ﻭﺍﻟﺠﺮﻋﺎﺕ ﺍﻟﻤﺘﺮﺍﻛﻤﺔ ﻣﻦ
ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ .
ﻻ ﻳﻮﺟﺪ ﻋﻼﺝ ﻣﺤﺪﺩ ﻟﺤﺎﻻﺕ ﺧﻠﻞ ﺍﻟﺤﺮﻛﺔ ﺍﻟﺘﺄﺧﺮﻯ ﻭﻟﻜﻦ ﺍﻟﻌﻼﺝ ﻳﻜﻮﻥ ﻟﻸﻋﺮﺍﺽ ،ﻋﻠﻰ ﺍﻟﺮﻏﻢ

ﻣﻦ ﺃﻥ ﻫﺬﻩ ﺍﻟﻤﺘﻼﺯﻣﺔ ﻗﺪ ﺗﺨﺘﻔﻲ ﻛﻠﻴﺎً ﺃﻭ ﺟﺰﺋﻴﺎً ﺇﺫﺍ ﺗﻢ ﺳﺤﺐ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ.
ﺑﻌﺪ ﺍﻟﺴﻴﻄﺮﺓ ﻋﻠﻰ ﻫﺬﻩ ﺍﻟﺤﺎﻟﺔ ﺇﺫﺍ ﻛﺎﻥ ﺍﻟﻤﺮﻳﺾ ﻓﻲ ﺣﺎﺟﺔ ﺍﻟﻰ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻳﺠﺐ ﺇﻋﻄﺎﺋﻬﺎ
ﺑﺤﺮﺹ ﺷﺪﻳﺪ  ,ﻭﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﻣﻼﺣﻈﺔ ﺍﻟﻤﺮﻳﺾ ﺑﺤﺮﺹ ﺧﻮﻓﺎً ﻣﻦ ﺣﺪﻭﺛﻬﺎ ﻣﺮﺓ ﺃﺧﺮﻯ.
ﻋﻠﻰ ﺍﻟﺮﻏﻢ ﻣﻦ ﺃﻥ ﺍﻟﻌﻼﺝ ﺑﻤﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻗﺪ ﻳﺆﺩﻯ ﺍﻟﻰ ﺗﺜﺒﻴﻂ ﺃﻭ ﺍﻟﺘﺜﺒﻴﻂ ﺍﻟﺠﺰﺋﻰ ﻟﻸﻋﺮﺍﺽ
ﻭ ﺍﻟﻌﻼﻣﺎﺕ ﻟﻬﺬﻩ ﺍﻟﻤﺘﻼﺯﻣﺔ ﻣﻤﺎ ﻗﺪ ﻳﺆﺩﻯ ﺍﻟﻰ ﺇﺧﺘﻔﺎء ﺍﻟﻤﺘﻼﺯﻣﺔ.
ﺗﺄﺛﻴﺮ ﺇﺧﺘﻔﺎء ﺍﻟﻤﺘﻼﺯﻣﺔ ﻋﻠﻰ ﺍﻟﻤﺪﻯ ﺍﻟﻄﻮﻳﻞ ﻏﻴﺮ ﻣﻌﺮﻭﻑ.
ﻭﺑﺎﻟﺘﺎﻟﻰ ﻓﺈﻧﻪ ﻳﺠﺐ ﺇﻋﻄﺎء ﻋﻘﺎﺭ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﺑﻄﺮﻳﻘﺔ ﺗﺆﺩﻯ ﺍﻟﻰ ﺗﻘﻠﻴﻞ ﺣﺪﻭﺙ ﻣﺘﻼﺯﻣﺔ ﺧﻠﻞ
ﺍﻟﺤﺮﻛﺔ ﺍﻟﺘﺄﺧﺮﻯ .
ﺍﻟﻌﻼﺝ ﺍﻟﻤﺰﻣﻦ ﺑﻤﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﺇﻋﻄﺎﺅﻩ ﻟﻠﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺃﻣﺮﺍﺽ ﻣﺰﻣﻨﺔ:
• ﻣﻦ ﺍﻟﻤﻌﺮﻭﻑ ﺃﻥ ﻫﺬﻩ ﺍﻷﻣﺮﺍﺽ ﺳﻮﻑ ﺗﺴﺘﺠﻴﺐ ﻟﻤﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ.
• ﻟﻠﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻻ ﻳﻮﺟﺪ ﻋﻼﺝ ﺑﺪﻳﻞ ﻟﻬﻢ ﻗﺪ ﻳﻜﻮﻥ ﺑﻨﻔﺲ ﺍﻟﻔﺎﻋﻠﻴﺔ ﺃﻭ ﺃﻗﻞ ﻓﻰ ﺇﺣﺪﺍﺙ ﺍﻵﺛﺎﺭ ﺍﻟﺠﺎﻧﺒﻴﺔ.
ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﺳﻮﻑ ﻳﺘﻢ ﻋﻼﺟﻬﻢ ﺑﻤﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻟﻔﺘﺮﺍﺕ ﻃﻮﻳﻠﺔ ﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﺇﻋﻄﺎء ﺃﻗﻞ
ﺟﺮﻋﺔ ﻷﻗﺼﺮ ﻓﺘﺮﺓ ﻣﻦ ﺍﻟﻮﻗﺖ ﻹﺫﻋﻄﺎء ﻧﺘﻴﺠﺔ ﻣﺮﺿﻴﺔ ﻭﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﺗﻘﻴﻴﻢ ﺍﻹﺣﺘﻴﺎﺝ ﺍﻟﻰ ﺍﻟﻌﻼﺝ
ﺍﻟﻤﺴﺘﻤﺮ ﺑﺼﻔﺔ ﺩﻭﺭﻳﺔ.
ﻓﻰ ﺣﺎﻟﺔ ﻇﻬﻮﺭ ﺃﻋﺮﺍﺽ ﻭﻋﻼﻣﺎﺕ ﺧﻠﻞ ﺍﻟﺤﺮﻛﺔ ﺍﻟﺘﺄﺧﺮﻯ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻌﺎﻃﻮﻥ ﻋﻘﺎﺭ
ﺍﻷﺭﻳﺒﻜﺴﺎﻥ  ،ﻳﻨﺼﺢ ﺑﺈﻳﻘﺎﻑ ﺍﻟﻌﻘﺎﺭ ﻭﻋﻠﻰ ﺍﻟﺮﻏﻢ ﻣﻦ ﺫﻟﻚ ﻓﺈﻥ ﺑﻌﺾ ﺍﻟﻤﺮﺿﻰ ﻗﺪ ﻳﺤﺘﺎﺟﻮﻥ
ﺍﻟﻌﻼﺝ ﺑﻬﺬﺍ ﺍﻟﻌﻘﺎﺭ ﻋﻠﻰ ﺍﻟﺮﻏﻢ ﻣﻦ ﻇﻬﻮﺭ ﻫﺬﻩ ﺍﻷﻋﺮﺍﺽ.
ﺃﻋﺮﺍﺽ ﺍﻟﺠﻬﺎﺯ ﺍﻟﺪﻭﺭﻯ ﻭﺍﻟﺪﻣﻮﻯ :
ﺑﻤﺎ ﻓﻴﻬﺎ ﺍﻟﺠﻠﻄﺔ  ،ﻭﻓﻰ ﺍﻟﻤﺮﺿﻲ ﺍﻟﻤﺴﻨﻴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻹﺿﻄﺮﺍﺏ ﺍﻟﻌﻘﻠﻰ ﻧﺘﻴﺠﺔ ﺍﻟﻌﺘﻪ:
ﺃﺛﺒﺘﺖ ﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﻤﻘﺎﺭﻧﺔ ﺑﺎﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﺨﺎﻣﻠﺔ ) ﺃﺛﻨﻴﻦ ﻣﻨﻬﺎ ﻛﺎﻧﺘﺎ ﺑﺠﺮﻋﺎﺕ ﻣﺘﻔﺎﻭﺗﺔ ﻭﻭﺍﺣﺪﺓ ﻋﻠﻰ
ﺟﺮﻋﺔ ﺛﺎﺑﺘﺔ (ﻋﻠﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺴﻨﻴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻹﺿﻄﺮﺍﺏ ﺍﻟﻌﻘﻠﻰ ﻧﺘﻴﺠﺔ ﺍﻟﻌﺘﻪ ﺃﺛﺒﺘﺖ
ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺎﺕ ﺯﻳﺎﺩﺓ ﻧﺴﺒﺔ ﺣﺪﻭﺙ ﺍﻵﺛﺎﺭ ﺍﻟﺠﺎﻧﺒﻴﺔ ﻋﻠﻰ ﺍﻟﻘﻠﺐ ﻭﺍﻟﺠﻬﺎﺯ ﺍﻟﺪﻭﺭﻯ )ﻣﺜﻞ  :ﺍﻟﺠﻠﻄﺔ ،
ﻧﻮﺑﺎﺕ ﻗﻠﺔ ﺍﻟﺪﻡ ﺍﻟﻌﺎﺑﺮﺓ (
ﻭﺣﺪﻭﺙ ﺣﺎﻻﺕ ﻭﻓﺎﺓ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﺗﻢ ﻋﻼﺟﻬﻢ ﺑﻌﻘﺎﺭ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ) ﻣﺘﻮﺳﻂ ﺍﻟﻌﻤﺮ  ٨٤ﺳﻨﺔ
 ،ﺣﺪ ﺍﻟﻌﻤﺮ  ٧٨ﺍﻟﻰ  ٨٨ﺳﻨﺔ ( ﻓﻰ ﺍﻟﺠﺮﻋﺔ ﺍﻟﺜﺎﺑﺘﺔ ﻣﻦ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻭﺟﺪ ﺃﻥ ﻫﻨﺎﻙ ﻋﻼﻗﺔ ﺫﺍﺕ ﺃﻫﻤﻴﺔ
ﺇﺣﺼﺎﺋﻴﺔ ﺑﻴﻦ ﺍﻵﺛﺎﺭ ﺍﻟﺠﺎﻧﺒﻴﺔ ﻋﻠﻰ ﺍﻟﻘﻠﺐ ﻭ ﺍﻟﺠﻬﺎﺯ ﺍﻟﺪﻭﺭﻯ ﻭ ﺍﻟﺠﺮﻋﺔ ﺍﻟﻤﻌﻄﺎﺓ ﻣﻦ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ.
ﻻﻳﻨﺼﺢ ﺑﺈﺳﺘﺨﺪﺍﻡ ﻋﻘﺎﺭ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺴﻨﻴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻹﺿﻄﺮﺍﺑﺎﺕ
ﺍﻟﻌﻘﻠﻴﺔ ﻧﺘﻴﺠﺔ ﺍﻟﻌﺘﻪ
) ﺍﻟﺮﺟﻮﻉ ﺍﻟﻰ ﺍﻟﺘﺤﺬﻳﺮﺍﺕ  :ﺯﻳﺎﺩﺓ ﻓﻰ ﻣﻌﺪﻻﺕ ﺍﻟﻮﻓﺎﺓ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺴﻨﻴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ
ﺇﺿﻄﺮﺍﺑﺎﺕ ﻋﻘﻠﻴﺔ ﻧﺘﻴﺠﺔ ﺍﻟﻌﺘﻪ(
ﻭﺍﻟﺮﺟﻮﻉ ﺍﻳﻀﺎً ﺍﻟﻰ ﺇﺣﺘﻴﺎﻃﺎﺕ ﺍﻹﺳﺘﺨﺪﺍﻡ ﻓﻰ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺃﻣﺮﺍﺽ ﺃﺧﺮﻯ
ﻣﺼﺎﺣﺒﺔ  :ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺴﻨﻴﻦ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﻣﺮﺽ ﺍﻷﻟﺰﻫﺎﻳﻤﺮ (
ﺯﻳﺎﺩﺓ ﻣﻌﺪﻻﺕ ﺍﻟﺴﻜﺮ ﺑﺎﻟﺪﻡ ﻭﻣﺮﺿﻰ ﺍﻟﺴﻜﺮﻯ:
ﻗﺪ ﻳﺤﺪﺙ ﺇﺯﺩﻳﺎﺩ ﻓﻰ ﻣﻌﺪﻝ ﺍﻟﺴﻜﺮ ﺑﺎﻟﺪﻡ ﻗﺪ ﻳﺼﺎﺣﺒﻬﺎ ﺣﺎﻻﺕ ﻣﻦ ﻏﻴﺒﻮﺑﺔ ﺍﻟﺴﻜﺮ ﻓﻰ ﺍﻟﻤﺮﺿﻰ
ﺍﻟﺬﻳﻦ ﻳﺘﻢ ﻋﻼﺟﻬﻢ ﺑﻤﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻏﻴﺮ ﺍﻹﻋﺘﻴﺎﺩﻳﺔ .
ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﻌﺮﻭﻑ ﻟﺪﻳﻬﻢ ﺗﺎﺭﻳﺦ ﻣﺮﺿﻰ ﻟﻤﺮﺿﻰ ﺍﻟﺴﻜﺮﻯ ﻳﺠﺐ ﺃﻥ ﺗﺘﻢ ﻣﺘﺎﺑﻌﺘﻬﻢ ﺑﺼﻔﺔ ﻣﻨﺘﻈﻤﺔ
ﺧﻮﻓﺎً ﻣﻦ ﺳﻮء ﺍﻟﺘﺤﻜﻢ ﻓﻰ ﻣﻌﺪﻝ ﺍﻟﺴﻜﺮ ﺑﺎﻟﺪﻡ .
ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻟﺪﻳﻬﻢ ﺇﺣﺘﻤﺎﻟﻴﺔ ﻋﺎﻟﻴﺔ ﻟﻺﺻﺎﺑﺔ ﺑﻤﺮﺽ ﺍﻟﺴﻜﺮﻯ )ﻣﺜﻞ ﺍﻟﺴﻤﻨﺔ  ،ﺗﺎﺭﻳﺦ ﻋﺎﺋﻠﻰ
ﻟﻤﺮﺽ ﺍﻟﺴﻜﺮﻯ ( ﻭﺍﻟﺬﻳﻦ ﺳﻮﻑ ﻳﺘﻢ ﻋﻼﺟﻬﻢ ﺑﻤﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻏﻴﺮ ﺍﻹﻋﺘﻴﺎﺩﻳﺔ ﻳﺠﺐ ﺃﻥ ﻳﺘﻢ
ﻋﻤﻞ ﻟﻬﻢ ﻧﺴﺒﺔ ﺍﻟﺴﻜﺮ ﺍﻟﺼﺎﺋﻢ ﻗﺒﻞ ﺑﺪء ﺍﻟﻌﻼﺝ  ،ﻭﺑﺼﻔﺔ ﺩﻭﺭﻳﺔ ﺃﺛﻨﺎء ﺍﻟﻌﻼﺝ.
ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻢ ﻋﻼﺟﻬﻢ ﺑﻮﺍﺳﻄﺔ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻏﻴﺮﺍﻹﻋﺘﻴﺎﺩﻳﺔ ﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﻋﻤﻞ ﻟﻬﻢ
ﻧﺴﺒﺔ ﺍﻟﺴﻜﺮ ﺍﻟﺼﺎﺋﻢ ﻗﺒﻞ ﺑﺪء ﺍﻟﻌﻼﺝ  ,ﻭﺑﺼﻔﺔ ﺩﻭﺭﻳﺔ ﺃﺛﻨﺎء ﺍﻟﻌﻼﺝ .
ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻢ ﻋﻼﺟﻬﻢ ﺑﻮﺍﺳﻄﺔ ﻣﻀﺎﺩﺍﺕ ﺍﻟﺬﻫﺎﻥ ﻳﺠﺐ ﻣﺘﺎﺑﻌﺘﻬﻢ ) ﻣﺘﺎﺑﻌﺔ ﺃﻋﺮﺍﺽ
ﺍﻟﺴﻜﺮﻯ  -:ﻋﻄﺶ  ,ﺯﻳﺎﺩﺓ ﻓﻰ ﺍﻟﺘﺒﻮﻝ  ,ﺯﻳﺎﺩﺓ ﻓﻰ ﺍﻟﺸﻬﻴﺔ  ,ﺿﻌﻒ ﻋﺎﻡ ( .
ﺍﻟﻌﺒﻮﺓ :
ﻋﻠﺒﺔ ﻛﺮﺗﻮﻥ ﺗﺤﺘﻮﻯ ﻋﻠﻰ ﺷﺮﻳﻄﻴﻦ ,ﺑﻜﻞ ﺷﺮﻳﻂ  ١٠ﺍﻗﺮﺍﺹ  +ﻧﺸﺮﺓ ﺩﺍﺧﻠﻴﺔ.
ﺗﺤﻔﻆ ﻓﻰ ﺩﺭﺟﺔ ﺣﺮﺍﺭﺓ ﻻ ﺗﺰﻳﺪ ﻋﻦ  ٣٠ﺩﺭﺟﺔ ﻣﺌﻮﻳﺔ ﻓﻰ ﻣﻜﺎﻥ ﺟﺎﻑ.
ﺗﻌﻠﻴﻤﺎﺕ ﺍﻟﻤﺮﻳﺾ :
ﻳﺠﺐ ﻋﻠﻰ ﺍﻷﻃﺒﺎء ﻣﻨﺎﻗﺸﺔ ﻫﺬﻩ ﺍﻻﻣﻮﺭ ﻣﻊ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻢ ﻭﺻﻒ ﺍﻷﺭﻳﺒﻜﺴﺎﻥ ﻟﻬﻢ :
ﺍﻟﺘﻌﺎﺭﺽ ﻣﻊ ﺍﻷﺩﺍء ﺍﻹﺩﺭﺍﻛﻰ ﻭﺍﻟﺤﺮﻛﻰ :
ﻷﻥ ﺍﻷﺭﺑﻴﺮﺍﺯﻭﻝ ﻗﺪ ﻳﺆﺩﻯ ﺇﻟﻰ ﻗﺼﻮﺭ ﺍﻟﺘﺤﻜﻢ  ،ﺍﻟﺘﻔﻜﻴﺮ  ،ﺍﻟﻤﻬﺎﺭﺍﺕ ﺍﻟﺤﺮﻛﻴﺔ  ،ﻟﺬﻟﻚ ﻓﺎﻥ
ﺍﻟﻤﺮﺿﻰ ﻳﺠﺐ ﺃﻥ ﻳﺘﻢ ﺗﺤﺬﺭﻳﻬﻢ ﻣﻦ ﺇﺳﺘﺨﺪﺍﻡ ﺍﻵﻻﺕ ﺑﻤﺎ ﻓﻴﻬﺎ ﻗﻴﺎﺩﺓ ﺍﻟﺴﻴﺎﺭﺍﺕ ﺣﺘﻰ ﻳﺘﻢ ﺍﻟﺘﺄﻛﺪ ﻣﻦ
ﺃﻥ ﺍﻷﺭﻳﺒﻴﺒﺮﺍﺯﻭﻝ ﻻ ﻳﺆﺛﺮ ﻓﻴﻬﻢ ﺳﻠﺒﻴﺎً
ﺍﻟﺤﻤﻞ  :ﻳﺠﺐ ﻋﻠﻰ ﺍﻟﻤﺮﺿﻰ ﺇﺧﺒﺎﺭ ﺍﻟﻄﺒﻴﺐ ﺍﻟﻤﻌﺎﻟﺞ ﻓﻰ ﺣﺎﻻﺕ ﺍﻟﺤﻤﻞ ﺍﻭ ﺇﺫﺍ ﻛﺎﻧﺖ ﺍﻟﻤﺮﻳﻀﺔ
ﻟﺪﻳﻬﺎ ﻧﻴﺔ ﺍﻟﺤﻤﻞ ﻓﻰ ﺣﺎﻻﺕ ﺍﻟﻌﻼﺝ ﺑﺎﻷﺭﻳﺒﻜﺴﺎﻥ.
ﺍﻟﺮﺿﺎﻋﺔ  :ﻳﺠﺐ ﻧﺼﻴﺤﺔ ﺍﻷﻣﻬﺎﺕ ﺑﻌﺪﻡ ﺍﻟﻠﺠﻮء ﻟﻠﺮﺿﺎﻋﺔ ﺍﻟﻄﺒﻴﻌﻴﺔ ﺃﺛﻨﺎء ﺍﻟﻌﻼﺝ ﺑﺎﻷﺭﻳﺒﻜﺴﺎﻥ .
ﺍﻟﻌﻼﺝ ﺑﺎﻷﺩﻭﻳﺔ ﺍﻷﺧﺮﻯ :
ﻳﺠﺐ ﻧﺼﺢ ﺍﻟﻤﺮﺿﻰ ﺍﻟﺬﻳﻦ ﻳﺘﻌﺎﻃﻮﻥ ﺃﻯ ﺃﺩﻭﻳﺔ ﺃﺧﺮﻯ ﺃﻭ ﻓﻰ ﻧﻴﺘﻬﻢ ﺗﻌﺎﻃﻰ ﺃﻯ ﺃﺩﻭﻳﺔ ﺃﺧﺮﻯ
ﺑﻮﺻﻔﺔ ﺍﻭﺑﺪﻭﻥ ﻭﺻﻔﺔ ﻃﺒﻴﺔ ﺑﺈﺧﺒﺎﺭ ﺍﻟﻄﺒﻴﺐ ﺑﺬﻟﻚ ﺧﻮﻓﺎً ﻣﻦ ﺣﺪﻭﺙ ﺗﻔﺎﻋﻞ ﺩﻭﺍﺋﻰ .
ﺍﻟﺘﻌﺮﺽ ﻟﻠﺤﺮﺍﺭﺓ ﻭ ﺍﻟﺠﻔﺎﻑ :
ﻳﺠﺐ ﻧﺼﺢ ﺍﻟﻤﺮﺿﻰ ﺑﻌﺪﻡ ﺍﻟﺘﻌﺮﺽ ﻟﻠﺤﺮﺍﺭﺓ ﺍﻟﻌﺎﻟﻴﺔ ﻭ ﺍﻟﺠﻔﺎﻑ .

