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1. Mechanism of action:
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Methenamine is frequently formulated with a weak acid, such as mandelic acid or hippuric acid.
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Pharmacokinetics:

Methenamine is administered orally.

Methenamine is distributed throughout the body fluids, but no
decomposition of the drug occurs at pH 7.4., thus systemic toxicity does not occur.

The drug is eliminated in the urine.

Adverse effects:
The major side effect is gastrointestinal distress.
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At higher doses, albuminuria, hematuria, and rashes may develop.

in patients with renal insufficiency, because mandelic acid

Methenamine mandelate is contraindicated

may precipitate.
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Pharmécokinetics

Trimethoprim i - i
prim is more lipid soluble than sulfamethoxazole and has a greater volume of distribution-

Administrati ; ; i
—_ ration of one part trimethoprim to five parts of the sutfa drug produces a ratio of the drugs in
blasma of twenty parts sulfamethoxazole to one part trimethoprim. This ratio is optimal for the
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Trimethoprim concentrates in the relatively acidic prostatic and vaginal fluids, thus used in infections at
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these sites. Both parent drugs and their metabolites are excreted in the urine.

Adverse effects

1. Dermatologic: Reactions involving the skin are very common.

2. Gastrointestinal: Nausea, vomiting, as well as, glossitis and stomatitis.
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Antibacterial spectrum
f sulfamethoxazole. However,

Mechanism of action

The antibacterial spectrum of trimethoprim is similar to that O

trimethoprim is 20- to 50-fold more potent than the sulfonamide.
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Trimethoprim may be used alone in the treatm
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2. Overproduction of the enzyme may also lead to resistance.

Pharmacokinetics
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e the firug is a mase, higher concentrations of trimethoprim are achieved in the relatively
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effects of folic acid deficiency. These effects include megaloblastic
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Shigella, Proteus mirablis). Other : Pneumocystis jiroveci.

Antibacterial spectrum

Includes
salmonelia typhi, Legionella Pneumophilia,

Corrimbxazole has a broader spectrum of antibacterial ac
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Pharmacokinetics

1. Administration: Most sulfa drugs are well absorbed.
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Distribution:
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fa drugs are bound to serum albumin in the circulation, the smaller the pKa value, the greater the

EXTENT OF binding.

Sulfa drugs penetrate well into cerebrospinal fluid. They can also pass the placental barrier.
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Excretion: Sulfa drugs are eliminated by glomerular filtration. Depressed kidney functiSon necessita
dose adjust A T e &
- justment )D\J )Ju’"—-""“”.f\) gi‘é\ gL\Q\ N o\

MO/ P ¢ | I ;
a. Agents, such as Me and
e older sulfonamides (for example,

tes

Adverse effects

A. Crystalluria: Nephrotoxicity develops as a result of crystalluri
sulfamethoxazole are more soluble at urinary pH than are th
st ol

gﬁ:fad{quqe)rand are less liable to cause crystalluria.
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2. Hypersensitivity: Hypersen
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Contraindications: Due to the danger of kermcteruscgﬂfa drugs should be avoided in newborns and
of age as well as in pregnant women at term. Because sulfonamides
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