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In the general structure of the disease, severe acute pancreatitis occurs in 20 % of cases, requires treatment in the
intensive care unit, and is accompanied by a high risk of complications (up to 50 %) and death (40—70 %). In turn,
early use of enteral nutrition in patients with severe acute pancreatitis significantly improves the condition of the
intestinal wall and the course of the disease as a whole, reducing the number of complications and mortality.

OBjECTIVE — to determine the timeframe for the restoration of intestinal absorptive function as one of the main
criteria for the start of enteral nutrition in patients with severe acute pancreatitis and to improve the results of
comprehensive treatment of patients by preventing its complications.

MATERIALS AND METHODS. The results of the evaluation and treatment of 67 patients with severe acute pancre-
atitis served as the basis for the study. Patients were divided into two groups depending on the specifics of the
selected treatment strategies: a comparison group of 33 patients receiving standard enteral nutrition and a main
group of 34 patients receiving standard enteral nutrition with the inclusion of antiflatulants in the mixture.
Before the start of tube feeding, a test using unmetabolized disaccharides (lactulose/mannitol) and a sample
containing a 3% potassium iodide solution was conducted to determine the timeframe for the restoration of
intestinal absorptive function.

REsuLts. In 70.6 % of patients in the main group and 69.7 % of patients in the comparison group, the restoration
of intestinal absorptive function was registered only after 48 hours from the beginning of treatment. After 7 and
14 days of enteral nutrition, a significant difference was obtained between total protein, albumin, cholesterol and
serum K* (p<0.05). After 7 days of treatment, there was a significantly lower incidence of intestinal complica-
tions in patients of the main group by 21.5% (x>=4.88,95 % CI 2.3—39.5, p=0.03).

Concrusions. The method, which uses a 3 % potassium iodide solution, is quick and informative for determin-
ing the restoration of intestinal absorptive function in patients with severe acute pancreatitis. The inclusion of
antiflatulants in the composition for enteral nutrition improved the laboratory parameters of blood serum and

reduced the incidence of intestinal complications by 7 days and the duration of multiorgan failure from 11.5+1.8
days to 10.5+ 1.9 days (p=0.04).
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Acute pancreatitis is a common disease that ac-
counts for 5—10 % of urgent pathology of the ab-
dominal cavity and ranks third (25 %) place, yield-
ing to the incidence of acute cholecystitis (28 %)
and acute appendicitis (26 %) [1]. In the general
structure of the disease, severe acute pancreatitis
(SAP) occurs in 20 % of cases, requires treatment
in the intensive care unit, and is accompanied by
a high risk of complications (up to 50 %) and death
(40—70 %) [2]. Recent studies on the pathogenesis
of SAP have focused on intestinal barrier disorders,
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which play an important role in the development of
infectious complications during the course of the
disease and exacerbate dysfunction of organs and
systems [3]. According to the literature, even in the
early period of SAP, there are changes in microcir-
culation and damage to the intestinal endothelium,
leading to an increase in toxic products, mediators
of inflammation and translocation of intestinal mi-
croflora into the bloodstream and surrounding tis-
sues [4]. In turn, early use of enteral nutrition (EN)
in patients with SAP significantly improves the

41



1.V. Kolosovych, 1.V. Hanol

condition of the intestinal wall and the course of the
disease as a whole, reducing the number of compli-
cations and mortality.

It should be noted that the effectiveness and safe-
ty of EN in patients with SAP depend on a number
of factors, including the type of mixture used, the
timeframe for the restoration of peristalsis and ab-
sorptive function of the intestinal wall, the method
of introducing the mixture, and others. Thus, there
are many studies that suggest that EN should be
started as early as possible (24—48 hours after hos-
pitalization) as compared to parenteral nutrition
[6]. However, it is also known that early use of EN in
patients with SAP can cause digestive and dynamic
types of increased flatulence in the gastrointestinal
tract, and compliance with these recommendations
is dangerous for the development of intestinal com-
plications in the form of large residual volumes —
39 %, diarrhea — 14.7 %, bloating — 13.2 %, vomit-
ing — 12.2 %, and regurgitation — 5.5 % [7].

This is due to the fact that the EN is a violation
of the balance between bacteria involved in the
production of gases and their absorption, which
explains the signs of flatulence in this category of
patients. In turn, the combination of syndromes
of maldigestion and malabsorption and reflex sup-
pression of intestinal motility on the background of
SAP leads to disorders of transport and absorption
of nutrients.

It should be noted that guidelines for the care of
patients with digestive disorders arising from the
use of EN in the treatment of SAP as well as their
prevention are insufficiently developed. Thus, ac-
cording to the literature, enterosorbents, antidiar-
rheal drugs, and others are used to reduce gas for-
mation in the intestine [8]. However, the therapeu-
tic effect of these drugs is insignificant, so this issue
needs further study.

OsjECcTIVE — to determine the timeframe for the
restoration of intestinal absorptive function as one of
the main criteria for the start of EN in patients with
SAP and to improve the results of comprehensive
treatment of patients by preventing its complications.

Materials and methods

The study was based on the results of the examina-
tion and treatment of 67 patients with SAP who
were hospitalized in the clinic of the Department
of Surgery No2 of Bogomolets National Medical
University, and was approved by the Ethics Com-
mittee of Bogomolets National Medical Univer-
sity (15 December 2011, protocol #5). All patients
were examined in the period from 2012 to 2021 and
signed informed consent to participate in the study
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and /or treatment in the clinic. The diagnosis of
SAP was established in the presence of two of the
following three criteria: clinical (upper abdominal
pain); laboratory (serum amylase or lipase level 3
times higher than the maximum normal value); and
visualization (CT, MRI, or Ultrasound) criteria.
The study included patients with severe disease
(the course of the disease was complicated by the
presence of multiple organ failure lasting more than
48 hours) according to the acute pancreatitis clas-
sification proposed by the Acute Pancreatitis Clas-
sification Working Group (2012), who received EN.
The APACHE 11 scale (severe course — 8 points or
more) was used to predict the course of acute pan-
creatitis. The exclusion criteria were chronic so-
matic diseases in the decompensation phase and the
patient’s refusal to participate in the study.
Depending on the specifics of the selected
treatment strategies, patients were divided into
two groups: the comparison group (standard
EN) — 33 patients, and the main group (standard
EN-antiflatulants) — 34 patients. Semi-elemental
and elemental mixtures were used for EN. Feeding
was carried out during the day. A drip was given at
a rate of 25 ml per hour using a dispenser. Before
using EN, patients in the main group received addi-
tional injections of simethicone emulsion at a dose
of 2mL (80 mg) 3—5 times a day in order to prevent
the development of diarrhea and flatulence.
Patients in the two groups did not differ sig-
nificantly in age (50.8£9.1 and 52.0£9.5 years,
p>0.05, respectively), gender (men 57.6% and
55.9 %, women 42.4 % and 44.1 %, p>0.05, respec-
tively) and the etiology of the disease (alcoholic
57.6 % and 55.9 %, biliary 30.3 % and 32.6 %, idio-
pathic 12.1 % and 11.8 %, %, p >0.05, respectively).
There was also no significant difference between the
indicators (sum of points on the APACHE 11 scale)
of disease severity of the comparison group and the
main group at the time of hospitalization (12.9 +2.7
and 13.5+3.1; p>0.05, respectively).
Comprehensive conservative treatment of pa-
tients was performed in the intensive care unit in
accordance with international treatment protocols.
Surgical interventions, including minimally inva-
sive ones, under general and local anesthesia were
performed in 26 (78.9 %) patients in the comparison
group and in 25 (73.5 %) patients in the main group.
A test using unmetabolized disaccharides (lactu-
lose/mannitol) was performed before the start of EN
to determine the timeframe for the restoration of
intestinal absorptive function. Disaccharides were
administered at the beginning of treatment after 12,
24, 36, and 48 hours [9]. In the feeding tube, 5.0 g of
mannitol and 5.0 g of lactulose were dissolved in 100
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ml of distilled water. Urine was collected within 6
hours after solution administration and analyzed
by ion chromatography using a pulsed amperomet-
ric detector 945 Professional Detector Vario-Am-
perometry, Metrohm, Switzerland (the normal lact-
ulose/mannitol ratio in urine is less than 0.03) [10].

As an alternative method for determining the
onset of intestinal absorption, we used our own
method, which included a 3% potassium iodide
solution (the sensitivity of the method is 87.36 %,
while specificity is 81.5 %) [11]. The timeframe for
the restoration of intestinal absorptive function was
determined by monitoring the excretion of potas-
sium iodide with saliva 10 minutes after its enteral
probe administration (20 mL of a 3 % solution). The
transparent secretion was taken in a test tube. In
case of restoration of intestinal absorptive function,
the color changed to blue upon addition of starch (2
mL of a 10 % of solution).

To analyze the effectiveness of EN in the study
groups after 7 and 14 days after treatment, the
levels of the following laboratory parameters were
assessed: total protein, albumin, total bilirubin,
creatinine, urea, fibrinogen, glucose, cholesterol,
C-reactivae protein, Nat and K+ serum. We also
analyzed the incidence of intestinal complications
(occurrence or intensification of epigastric pain,
projection of the small and/or colon, vomiting, re-
gurgitation, diarrhea) in the first 24 hours and 7
days after EN, and the occurrence of local complica-
tions during the disease, mortality, duration of mul-
tiple organ failure, and hospital stay of patients in
the main group and the comparison group.

Statistical analysis. The normality of data distri-
bution was determined by the Shapiro-Wilk test. The
difference between the groups was established using
the Student’s t-test for independent samples in the
case of parametric data distribution. Differences in
sample distribution were assessed using the %2 test
criterion. The results are presented as means and their
standard deviation (M =SD). Differences between
indicators were considered significant at p<0.05.

Statistical analysis was performed using Statis-
tica 10 (Serial Number: STA999K347150-W) and
Medcalc® (open access Internet resource, https://
www.medcalc.org/calc/).

Results and discussion

When comparing the mean levels of lactulose /man-
nitol in the urine and their standard deviation in the
main group and the comparison group at the begin-
ning of treatment (0.042 = 0.001 and 0.041 +£0.001;
p = 0.64 respectively), after 12 hours (0.040 =0.002
and 0.041£0.002; p=0.27 respectively), 24 hours
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Table 1. The timeframe for the restoration of
intestinal absorptive function in patients with
severe acute pancreatitis depending on the
duration of treatment in the hospital

Duration of Main group Comparison group
treatment, hours (n=34) (n=33)

24 3(8.8%) 4(121%)

36 10 (29.4 %) 9(27.3%)

48 24(70.6 %) 23 (69.7 %)

(0.039+0.002 and 0.039+0.003; p=0.92 respec-
tively), 36 hours (0.036 +0.003 and 0.037 £0.004;
p=0.9 respectively), 48 hours (0.033+0.004 and
0.033£0.004; p=0.9 respectively), no significant
difference was obtained.

The analysis of the timeframe for the restoration
of intestinal absorptive function in patients with
SAP depending on the duration of treatment was
carried out (Table 1).

The vast majority of patients (70.6 % of patients
in the main group and 69.7 % of patients in the com-
parison group), the restoration of intestinal absorp-
tive function was registered only after 48 hours from
the beginning of treatment (see Table 1). The speci-
fied time of the restoration of intestinal absorptive
function was also confirmed when using a sample
containing a 3 % potassium iodide solution.

The analysis and comparison of laboratory indi-
cators of EN efficiency in patients of the main group
and the comparison group were also performed. The
evaluation of these indicators was performed before
the start of the use of EN (Table 2), after 7 days
(Table 3) and after 14 days from the beginning
(Table 4).

According to the results of the analysis, 7 and 14
days after the use of EN, a significant difference was
obtained between the total protein, albumin, choles-
terol and K+ serum (p <0,05). The level of choles-
terol, K+ and Na+ corresponded to the norm in both
groups. It should be noted that the analysis of indi-
cators after 14 days of EN also showed a significant
difference between total bilirubin, creatinine, urea,
and serum glucose (p<0.05). The levels of glucose
and creatinine in the main group were normal.

Analyzing the clinical symptoms associated with
the use of EN, the following data were obtained: on
the first day after the use of EN in the main group,
complications occurred in 14 (41.2 %) patients (in-
creased pain in 5 (14.7 %), vomiting — 4 (11.8 %),
diarrhea — 4 (11.8%), and regurgitation — one
(2.9 %) patient) and in the comparison group, in
17 (51.5 %) patients (increased pain in 6 (18.8 %),
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Table 2. Baseline laboratory parameters of patients with severe acute pancreatitis

Index Rate Main group (n=34) Comparison group (n=33)
Total serum protein, g/L 65—85 47.4%+2.5[43—-50] 47.8+1.9 [43—54]
Serum albumin, g/L 35—50 27.4+1.1[26—29] 27.6+1.1[25—30]
Total bilirubin, pmol /L. 3.4-20.8 38.5+13.1[26.0+61.2] 38.2+13.8[25.2+68.9]
Creatinine, pmol /L. 62—115 152.3£13.0 [129.1—176.1] 151.3+12.7 [121—176.2]
Urea, mmol /L 2.5-83 10.1+0.9[8.6—12.1] 10.1£1.3[8.9—12.1]
Glucose, mmol /L 3.5-5.5 8.2+2.1[5.5—12.6] 8.1+19[5.1—12.1]
C-reactive protein, mg/L 0.8—8.0 69.2+20.6 [24—110] 69.8+26.5 [28—120]
Serum cholesterol, mmol /L 29517 5.0£0.6 [4.0—6.1] 5.0£0.6 [4.0—6.3]
Nat serum, mmol/L 130—149 136.9+7.5[128—150] 136.7+7.5[128—152]
K+ serum, mmol/L 3.5—54 34+0.1[3.1—3.6] 34+0.2[3.1-3.7]

The difference for all indexes between main and comparison group is statistically insignificant (p>0.05).

Table 3. Dynamics of laboratory parameters of patients with severe acute pancreatitis
after 7 days of enteral nutrition

Index Rate Main group (n=34) Comparison group (n=33)
Total serum protein, g/L 65—85 52.9+1.6 [50—56] 51.7+2.5 [47—-57]*
Serum albumin, g/L 35—50 29.8+1.3[27—31] 288+1.6 [26—31]**
Total bilirubin, pmol /L 34—-208 27.7+£7.5[20.8+51.0] 27.6+8.2[21.9+54.0]
Creatinine, pmol /L. 62—115 137.9£16.5 [115.0—177.7] 141.2£12.2 [121.0—166.0]
Urea, mmol /L 2.5—83 9.1£1.0[8.2—12.1] 9.3£0.6 [8.4—10.9]
Glucose, mmol/L 3.5—5.5 6.1+0.7 [5.1—7.7] 6.2+0.6 [5.0—7.7]
C-reactive protein, mg/L 0.8—8.0 105.5£49.7 [38—210] 106.2 +£51.5 [38—250]
Serum cholesterol, mmol /L. 2.9-5.17 46+0.3[3.8—5.2] 43+0.5[3.6—5.2]*
Nat serum, mmol/L 130—149 140.9 3.1 [136—150] 140.6 £4.3 [133—153]
K+ serum, mmol/L 3.5—54 39+0.2[3.5—4.2] 3.7£0.1[3.5—4.3]**

The difference between the groups is statistically significant: * p<0.05; * p<0.01.

Table 4. Dynamics of laboratory parameters of patients with severe acute pancreatitis
after 14 days of enteral nutrition

Index Rate Main group (n=34) Comparison group (n=33)
Total serum protein, g/L 65—85 58.4+3.8[52—64] 56.6+3.1 [52—64]*
Serum albumin, g/L 35—50 32.7+£1.8[27—-35] 30.5£1.6 [28—31]**
Total bilirubin, pmol /L 34—208 21.1£2.1[18.7£31.2] 229+34[19.9+44.2]
Creatinine, pmol /L 62—115 107.9+10.8 [87.0—149.8] 120.7£9.6 [98.8—149.9]***
Urea, mmol /L 2.5—83 8.1£0.6 [6.4—9.9] 8.5£0.5[8—9.9]**
Glucose, mmol/L 3.5—-5.5 5.4%0.3[4.6—6.6] 5.6£0.4 [4.7—6.6]*
C-reactive protein, mg/L 0.8—8.0 101.6 £54.5 [23—220] 116.9+63.1 [25—260]
Serum cholesterol, mmol /L 2.9-5.17 47+0.3[3.8—5.1] 4.0%0.2 [3.0—4.9]***
Nat serum, mmol/L 130—149 1422 +1.8 [137—146] 141.3+2.1 [136—145]
K+ serum, mmol/L 3.5—-54 41+0.2[3.5—4.5] 3.9+0.1[3.5—4.1]**

The difference between the groups is statistically significant: * p<0.05; " p<0.01; ** p<0.001.
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vomiting — 4 (12.1 %), diarrhea — 6 (18.8 %), and
regurgitation — one (3 %) patient). Despite the fact
that the incidence of intestinal complications on the
first day after EN in the main group of patients was
10.3 % less, no significant difference between these
indicators in the study groups was found (y*=0.23;
95% CI 12.9—-32.1; p=0.13). However, after 7
days, there was a significantly lower incidence of in-
testinal complications in patients of the main group
by 21.5% (x*=4.88; 95% CI 2.3—39.5; p=0.03).
Thus, in the main group, intestinal complications
were registered in 3 (8.8 %) patients in the form of
increased pain, and vomiting and diarrhea were ob-
served in one patient. In the comparison group, in-
testinal complications were reported in 10 (30.3 %)
patients, out of which 4 (12.1 %) patients showed
increased pain in the epigastric region and pro-
jection of the colon, 5 (15.2%) — diarrhea, and
one (3 %) — vomiting,

The analysis and comparison of the frequency of
local complications caused by SAP was also per-
formed in the main group and the comparison group
(41.2 % and 48.9 %, respectively) (x> =0.12;95 % CI
15.37—29.69; p=0.5), duration of multiorgan fail-
ure (10.5£1.9 [8—16] days and 11.5£1.8 [6—15]
days, respectively (p=0.04)), length of hospital
stay (50.7+28.8 [23—124] days and 54.9+32.6
[20—119] days, respectively (p=0.5), and fatalities
(11.8 % and 12.1 %, respectively (3*>=0.11; 95 % CI
16.25—17.07; p=0.97).

Information on the timing of the start of EN in
patients with SAP remains controversial. Thus, ac-
cording to the recommendations of the experts of
the European Society of Clinical Nutrition and Me-
tabolism, in patients with SAP, EN should be start-
ed within 24—72 hours after hospitalization, while
the early start of nutrition in patients of this catego-
ry is associated with a decrease in the frequency of
infectious complications by 24.2 % and mortality by
32.3 % compared to patients who started EN later
[12]. However, in the literature, there are no clear
criteria for the initiation of EN in patients with SAP,
which is dangerous for complications and deteriora-
tion of the patient’s condition [13]. Thus, according
to experts of the American Gastroenterological As-
sociation, early enteral nutrition may not be effec-
tive in patients with SAP due to pain, vomiting or
intestinal obstruction, so in such cases it is neces-
sary to postpone the start of the introduction of the
food mixture for 24 hours [14]. We believe that the
restoration of the absorption function of the intesti-
nal wall is one of the criteria for the prescription of
EN in patients with SAP. We found that in the vast
majority of patients with SAP (70.6 % of patients in
the main group and 69.7 % of patients in the control
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group), recovery of intestinal absorption occurs in
an average of 48 hours from the beginning of com-
plex conservative therapy, so it is now optimal to
start EN.

It should be noted that, according to the litera-
ture, in case of impaired carbohydrate tolerance and
severe intestinal paresis when using a test with di-
saccharides, diagnostic errors may occur, leading
to the development of gastrointestinal complica-
tions with EN in 15% of patients [15]. There are
also samples with a load of monosaccharides (1 g of
fructose or glucose per 1 kg of body weight) and
subsequent determination of fasting blood glucose
within 2 hours after exercise. An increase in blood
glucose concentration indicates the enzymatic ac-
tivity of the corresponding intestinal disaccharides
and is an indication for EN. A flat glycemic curve in-
dicates a violation of glucose transport from the in-
testinal lumen to enterocytes. If the flattened curve
is obtained after loading with disaccharide, and after
glucose intake, the glycemic curve is not changed, it
indicates a decrease in membrane digestion and is
a contraindication to EN. However, the disadvan-
tage of this method is fluctuations in glucose levels,
which depend on a large number of factors (carbo-
hydrate metabolism disorders that develop not only
in diabetes but also in Itsenko-Cushing syndrome,
pheochromocytoma, acromegaly, hyperthyroidism,
etc.). For greater reliability and an accurate assess-
ment of the shape of the glycemic curve, a binary test
should be performed in which oral glucose is com-
pared with intravenous bolus administration, which
may worsen the condition of a patient with SAP.

Therefore, in addition to the application of the
method described above, the onset of intestinal ab-
sorption was determined by an indicator method
developed in our clinic and based on the registra-
tion of saliva color change to blue under the action
of starch, indicating restoration of salivary excre-
tion of potassium iodide after enteral probe injec-
tion. The obtained data on the restoration of intesti-
nal absorption coincided with the data obtained by
applying the sample with disaccharides.

In order to improve membrane digestion and ab-
sorption as well as reduce the incidence of compli-
cations with the use of EN in the treatment proto-
col of patients with SAP, we proposed the inclusion
of simethicone emulsion mixture into the feeding
tube at a dose of 2 mL (80 mg) 3—5 times a day.
The use of this method made it possible to obtain
a significant difference between the indicators of
total protein, albumin, cholesterol and K+ serum in
the study groups after 7 days and additionally be-
tween the indicators of total bilirubin, creatinine,
urea and serum glucose after 14 days, although the
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levels of glucose and creatinine in the main group
corresponded to normal values. In addition, the use
of antiflatulents reduced the incidence of intestinal
complications after 7 days by 21.5 % (%% = 4.88;95 %
CI 2.3—39.5; p=0.03) and the duration of multior-
gan failure from 11, 5+ 1.8 days to 10.5+ 1.9 days,
respectively (p=0.04).

Conclusions

It is established that the restoration of intestinal
absorptive function occurs on average after 48
hours from the beginning of complex conservative
therapy in patients with SAP, so the use of EN at an
earlier date does not make sense.

The method of determining the restoration of in-
testinal absorptive function in SAP patients using
a 3 % potassium iodide solution is quick, safe, and
informative.

The use of antiflatulants in the EN mixture im-
proved the laboratory parameters of blood serum,
reduced the incidence of intestinal complications
by 7 days by 21.5% (x*=4.88; 95% CI 2,3—39,5;
p=0,03), and decreased the duration of multior-
gan failure from 11.5 % 1.8 days to 10.5£1.9 days
(p=0.04).
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OCOO6/IUBOCTi 3aCTOCYBAHHS EHTEPAJTBHOT'O 30HJJOBOTO
XAPYYBAHHA Y MTAI[I€HTIB 3 TSLKKHUM IIEPEeOirom
T'OCTPOTIO HAHKPEATUTY

I. B. Koaocosuu, I. B. TaHosb
Hamionanpuuit mepuunmii ynisepcureT imeri O. O. Boromoubirs, Kuis

V 3arayibHi CTPYKTYPi 3aXBOPIOBAHHS HA YACTKY I'OCTPOI'O ITAHKPEATUTY 3 TSDKKUM nepebirom npurnagae 20 %.
TocTpyii maHKpEaTUT NOTPeOYeE JIIKYBAHHS Y BiZIUIEHHI iHTEHCHUBHOI Tepariii Ta peaHimarii. CynipOBOLKYETbCS
BHCOKHMM PU3UKOM BUHUKHEHHS YCKIaAHEHD (4O 50 %) Ta 1eTanbHoro Hacuiaxy (40—70 %). PaHHe 3aCTOCYBAHHA
E€HTEPAILHOI'O 30HAOBOI'O XAPYYBAHHSA Y MAIIEHTIB 3 TOCTPHUM MAHKPEATUTOM 3HAYHO IIOJIIIIIYE CTAH KHUIIIKOBOT
CTiHKHU T4 IIEPEOIr 3aXBOPIOBAHHSA B LIVIOMY, 3MCHUIYIOUH KUIBKICTh YCKIATHEHD i 3HIDKYIOUM PiBEHB JICTAIBHOCTI.

Mera — BUBYUTH TEPMiHH BiZIJHOBJIICHHS KMIIIKOBOI'O BCMOKTYBAHHSA SIK OJIHOI'O 3 TOJIOBHUX KPUTEPIIB IIOYATKY
E€HTEPAILHOI'O 30HIOBOT'O XAPYyBAHHS Y ITAL[IE€HTIB 3 TSKKHUM IEPEGIrOM rOCTPOIO ITAHKPEATHUTY T4 TOJHMIIIUTH
PE3YIBIaTh KOMIIEKCHOTO JIKYBAHHSA IIJIIXOM IIPOMUIAKTUKY HOI'0 YCKIAJHEHbD.

MaTrepiagaH Ta MeTOmH. [JOCIPKEHHS I'PYHTYBIOCS Ha PE3Y/IBTATAX OOCTEKCHHS T4 JIKYBAHHS 67 XBOPHX HA
TSOKKHUNA TOCTPUMA TAHKPEATUT. 3AJIEKHO Bifl JIIKYBAJILHOI TAKTUKY XBOPHUX PO3NOIUIMIIN Ha JIBi IPYITH: [IOPiBHAH-
HA (CTAHJAPTHE EHTEPAILHE 30H/IOBE XAPYYBAHHA) — 33 MALIEHTH T4 OCHOBHY (CTAHJAPTHE €HTEPAIbHE 30H-
JIOBE XAPYYBAHHA 3 JOJABAHHAM aHTUMIATYICHTIB Y CKIa/i Cymilli) — 34 manieHTu. 11 BU3HAYEHHs TEPMiHiB
BiZJHOBJICHHSA KMIIIKOBOI'O BCMOKTYBAHHSA IEPEZ, [IOYATKOM EHTEPATILHOIO 30H/IOBOI'O XAPYYBAHHA BUKOHYBAJIU
npody 3 JUCAXAPUAAME (JIAKTYIO34/MAaHITON), AKi HE METAOOJI3YIOThCA, i TECT i3 3 % PO3YHMHOM K0 HOMUY.

Pesynpraru. Y 70,6 % marieHTiB OCHOBHOI Ipynu Ta 69,7 % — TIPYIH MOPIBHAHHS BiIHOBICHHS KHIIKOBOTO
BCMOKTYBAHHS 3aPEECTPYBAIN JIUIIE Yepe3 48 o BiJl MOYATKy JiKyBaHHA. Yepes3 7 1a 14 ai6 3aCTOCYyBaHHSA
€HTEPAIbHOI'O 30HI0BOIO XAPYYBAHHA BUABJICHO CTATUCTUYHO 3HAYYILY Pi3HULIIO MK I'PYIIAMU 33 IIOKA3HU-
KAMU 3arajJbHOrO Oi/IKa, anpbyMiny, XonectepuHy Ta K+ y cuposartiii kKposi (p <0,05). Yepes 7 #ib Bij3HAYEHO
CTATUCTUYHO 3HAYYIIO HIWK4IY Ha 21,5 % 4aCTOTY BUHMKHEHHA KHUIIKOBUX YCKIAJHEHD Y MAIIIEHTIB OCHOBHOI
rpymu (x%>=4,88, 95 % nosipunii intepsai 2,3—39,5; p=0,03).

BHCHOBKH. 32CTOCYBAHHA METOJY i3 3 % PO3YNMHOM KAJIIO MOV JUI1 BU3HAYEHHA BiJHOBJIEHHS KUIITKOBOI'O
BCMOKTYBAHHS Y XBOPHUX 3 TOCTPHUM ITAHKPEATUTOM € HIBUIKUM T4 iH(OPMATHBHHUM. BUKOPUCTAHHA AHTU-
(PraTyneHTIB Y CKI/Ii CyMillli 711 EHTEPAIBHOIO 30H/JOBOT'O XAPYYBAHHS 14710 3MOTY MOJMIIUTH J1A60PaTOPHi
MOKA3HUKU CUPOBATKU KPOBi, 3MEHIITNUTH YACTOTY PO3BUTKY KUIIKOBUX YCKIAJHEHD HA 7-My 100Y i TPUBAIICTD
MHOJIIOPTAaHHOI HEAOCTATHOCTI 3 (11,5%1,8) 1o (10,5+1,9) nobu (p=0,04).

KiIro4oBi ¢J1I0Ba: TOCTPHUN TAHKPEATUT, KUIITKOBE BCMOKTYBAHHS, EHTEPAJIbHE 30H/IOBE XAPUyBAHHSA, KAIIKOBi
YCKIATHEHHS.
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