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SUMMARY
Introduction. Urinary tract infections (UTIs) include a number
of pathological conditions characterized by microbial colonization
of urine and microbial invasion with the development of an
infectious process in any part of the genitourinary tract from the
outer opening of the urethra to the renal cortex. UTIs lead to
suppression of immunity, both cellular and humoral, as well as
factors of nonspecific protection. Reduction of anti-infective factors,
changes in the reactivity of the body during UTIs leads to prolonged
persistence of the infectious agent, chronicity and recurrence of
inflammatory processes.
The purpose of the study is optimization of complicated urinary
tract infections treatment.
Material and methods. A comparative analysis of the treatment
results of 120 patients with complicated urinary tract infections
(patients with surgeries on the urinary tract organs in medical
records and patients who subsequently planned surgical treatment
to rehabilitate the organs of the urinary tract). These patients
were divided into 2 groups: group 1 (n = 60) had a short course
of antibiotic therapy, group 2 (n = 60) patients were prescribed a
prolonged course of antibiotic therapy. In turn, each group was
divided into subgroup A, where patients received targeted
monotherapy, and subgroup B, where patients were prescribed
immunocorrector and probiotic in addition to antibiotic therapy.
We studied in details the antibiotic therapy results of all 120
patients, considering the results of bacteriological examination of
urine to determine complicated forms of urinary tract infections
(reinfection, superinjection and recurrence).
Results. At the beginning of treatment, patients had lymphopenia,
initially low levels of absolute T-lymphocytes (38.2 ± 1.5% and
42.4 ± 1.4%, respectively, in groups 1B and 2B, p <0.01) and a
significant increase in T -suppressors (36.7 ± 1.6% and 35.4 ±
1.1%, respectively, by groups, p <0.01) with a significant reduction
in the number of T-helpers (24.5 ± 1.6% and 25.8 ± 1.6%,
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respectively, by groups, p <0.01). We also determined a significant
increase in the concentration of IgG (by 1.59 times, p <0.01,
respectively, in both groups), unreliable IgM (1.51 and 1.54 times,
p = 0.02, respectively, by groups), and a significant decrease in IgA
levels (by 59.6%, p <0.03 and 61.9%, p <0.01, respectively, in the
groups) before treatment compared with the control group. The
overall clinical cure in patients of the prolonged antibiotic therapy
group in combination with probiotics and immunocorrector
reached 93.3% of patients, which was significant (p <0.05)
compared with other groups. The level of IgA increased by 33.3%,
the level of IgG decreased by 55.8%, IgM decreased by 37.4%,
which almost reached the values obtained in almost healthy people.
Conclusion. Using recombinant human interferon alfa-2b (1-2
million IU once a day) and a probiotic, the active substance of
which is the spores of the multidrug-resistant strain Bacillus
clausii (1 vial 5 ml twice a day), in the complex treatment of
patients with CUTIs throughout the antibacterial cycle led to
normalization of the level of immunocompetent cells and
immunoglobulins, increased the functional (phagocytic) activity
of segmental neutrophils, and improved cellular and humoral
immunity. But the obtained values were significantly close to
control values only for the duration of treatment up to 15 days.

INTRODUCTION
Âñòóï
Urinary tract infections (UTIs) include a number
of pathological conditions characterized by microbial
colonization of urine and microbial invasion with
the development of an infectious process in any
part of the genitourinary tract from the outer opening
of the urethra to the renal cortex [1]. In the structure
of infectious diseases, UTIs take the second place
yielding only to respiratory infections. It is the most
common group of diseases in urological practice
around the world. Uncomplicated UTIs most often
occur in healthy women due to the penetration of
uropathogenic bacteria into the bladder overcoming
innate immunity, while complicated urinary tract
infections (CUTIs) occur due to structural and
functional lesions of the urinary tract or on the
background of comorbidities like diabetes mellitus
or immunodeficiency conditions, which affect the
protective mechanisms of the macroorganism and
increase the risk of infection or ineffective treatment
[2-3].
More than 150 million cases of this pathology
are registered in the world every year, which accounts
for almost 40% of all cases of nosocomial infection
[4]. Bacteriuria in young women is 30 times more
common than in men, but with age this ratio changes
due to comorbid conditions and reduced protective
properties of the body. Almost 20% of women and
10% of men over 65 have pyuria [5-6]. The US

Centers for Disease Control and Prevention informs
that each year at least 2.8 million people are infected
with antibiotic-resistant bacteria, and about 35,000
of them die from infectious diseases [7-8]. Annually
700,000 people die of antibiotic-resistant infections
worldwide. In particular, methicillin-resistant
Staphylococcus aureus (MRSA) alone kills about
50,000 people each year in the United States and
as many people in Europe [9-11].
The structure of the microflora depends on the
nosology of the disease, the course of the disease,
and the factors that cause the inflammatory process.
The spectrum of uropathogens is represented mainly
by members of the Enterobacteriaceae family,
Escherichia coli is among them. According to various
authors the share of Escherichia coli is from 40 to
90%. The high proportion of Staphylococcus
saprophyticus pathogens (5-10%) is also distinguished
by other Enterobacteriaceae, such as Proteus mirabilis,
Klebsiella pneumoniae, enterococci, and gram-positive
organisms such as group B and D streptococci, which
account for about 1-2% [12-13].
UTIs lead to suppression of immunity, both
cellular and humoral, as well as factors of nonspecific
protection. Reduction of anti-infective factors, changes
in the reactivity of the body during UTIs leads to
prolonged persistence of the infectious agent,
chronicity and recurrence of inflammatory processes
[14-15].
The purpose of the study is optimization of
complicated urinary tract infections treatment.
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MATERIALS AND METHODS
Ìàòåð³àëè ³ ìåòîäè äîñë³äæåííÿ
A comparative analysis of the treatment results
of 120 patients with complicated urinary tract
infections (patients with surgeries on the urinary
tract organs in medical records and patients who
subsequently planned surgical treatment to
rehabilitate the organs of the urinary tract). These
patients were divided into 2 groups: group 1 (n=60)
had a short course of antibiotic therapy, group 2
(n=60) patients were prescribed a prolonged course
of antibiotic therapy. In turn, each group was divided
into subgroup A, where patients received targeted
monotherapy, and subgroup B, where patients were
prescribed immunocorrector and probiotic in
addition to antibiotic therapy. We studied in details
the antibiotic therapy results of all 120 patients,
considering the results of bacteriological examination
of urine to determine complicated forms of urinary
tract infections (reinfection, superinjection and
recurrence).
RESULTS AND DISCUSSION
Ðåçóëüòàòè òà ¿õ îáãîâîðåííÿ
The factors complicating the course of UTIs in
40.8% of patients were urinary tract obstruction,
previous surgery (> 6 months) in 33.3% and
diabetes mellitus in 27.5% of patients. The following
uropathogens that caused UTIs were observed in
our patients: E. coli (diagnosed in 36.7% of patients),
Klebsiella (found in 26.7%), Enterococcus faecalis
and Pseudomonas aeruginosa (in 10% of patients).
We conducted the study of the immune status of 60
patients who received complex therapy (antibiotic
therapy + immunocorrector + probiotic). 30 patients
of group 1B received a short course of antibiotic
therapy (5-7 days) and 30 patients of group 2B
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received a prolonged course of antibiotic therapy
(10-14 days). Indicators of 10 patients who were
hospitalized in a planned manner for surgical
treatment without any urogenital infection were
taken as control values.
We compared the indicators at hospitalization
and at the end of hospital treatment. That is, on the
first day in both groups, on the 8th day in group 1B
and on the 15th day in group 2B (Table 1).
At the beginning of treatment, patients had
lymphopenia, initially low levels of absolute Tlymphocytes (38.2 ± 1.5% and 42.4 ± 1.4%,
respectively, in groups 1B and 2B, p <0.01) and a
significant increase in T -suppressors (36.7 ± 1.6%
and 35.4 ± 1.1%, respectively, by groups, p <0.01)
with a significant reduction in the number of T-helpers
(24.5 ± 1.6% and 25.8 ± 1.6%, respectively, by groups,
p <0.01). Patients of both groups had an increased
immunoregulatory index (IRI) - 2.8 ± 0.5 and 2.9 ±
0.4 (p <0.01). The increase in the ratio of Ts / Tx due
to the increase in the level of Ts was observed in the
midst of the disease with significant activity of the
inflammatory process (table 2).
In the course of treatment there was an increase
and normalization of the total number of
lymphocytes, Tx, Ts; reducing the ratio of Tx / Ts,
by increasing Ts. The level of Tx significantly
increased only in group 2B (up to 38.5 ± 1.4%)
and had no significant difference with the control
group (p = 0.02).
It should be noted that on the 8th day the Tlymphocyte count increased to 48.4 ± 1.1% in
patients of group 1B, but in group 2B it increased
to 52.1 ± 1.1 on the 15th day, which approached
the control values (p = 0.01).
Significant decrease of Ts after treatment was
observed in both groups, but in group 2B it was
more pronounced and close to control values
(21.3 ± 1.5% and 20.1 ± 0.5%) (p = 0.06) on

TABLE 1. Changes in the leukocyte formula under the influence of treatment

Indicator

Total number
of leukocytes 10^9/l
Neutrophils (p/i) %
Neutrophils (s/i) %
Eosinophils %
Monocytes %
Lymphocytes %
The absolute number
of lymphocytes 10^9/l

group 1B (n=30)
before
after
treatment, treatment,
1st day
8 th day

Ð

group 2B (n=30)
before
after
treatment, treatment,
1st day
15th day

Ð

11.6±1.09

8.8±0.86

0.04

12.3±1.12

6.2±1.17

0.01

2.0±0.04
52.1±0.1
11.1±0.1
9.2±0.4
29.4±0.3

2.0±0.03
63.4±0.4
3.2±0.2
2.1±0.3
20.2±0.2

0.9
0.01
<0.01
<0.01
<0.01

3.0±0.07
61.4±0.4
16.6±0.3
5.1±0.4
41.5±0.6

4.0±0.04
50.4±0.2
3.7±0.1
9.2±0.3
26.1±0.2

0.04
<0.01
<0.01
<0.01
<0.01

2.8±0.2

1.6±0.1

0.02

2.9±0.1

1.4±0.1

<0.01
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TABLE 2. Dynamics of cellular immunity in patients with CUTIs

Indicator

T-lymphocytes
(CD3) %
T-helpers
(CD4) %
T-suppressors
(CD8) %
Immunoregulatory
index ²(Òs/Òõ)
Active T
lymphocytes %
B-lymphocytes
(CD20) %
Complement
system activity
Autoimmune
lymphocytotoxic
antibodies
Heterophilic
hemolysins, Od. OP

control
group
(n=10)

group 1B (n=30)
before
after
treatment, treatment,
1st day
8th day

56.4±1.2

38.2±1.5

48.4±1.1

42.1±0.9

24.5±1.6

28.5±1.9

20.1±0.5

36.7±1.6

25.6±1.4

1.8±0.3

2.8±0.5

2.2±0.4

28.3±1.4

36.3±1.6

30.4±1.8

26.4±1.8

18.6±1.8

21.3±1.4

1.0±0.2

0.7±0.1

0.7±0.1

8.9±0.9

18.2±1.3

16.5±1.6

0.4±0.02

0.56±0.01

0.62±0.03

the 15 th day of treatment, and in group 1B the
decrease in the level of Ts was smaller (25.6 ±
1.4%) and did not reach the control indicators.
When analyzing the immune system of patients
with CUTIs we identified multidirectional violation
of the level of immunoglobulins, namely: a statistically
significant increase in IgG and IgM and a decrease
in the concentration of IgA in the blood serum,
which indicated a violation of the humoral immune
response (table 3).
Before treatment, group 1B patients had a
significant increase in the concentration of IgG
(by 1.59 times, p <0.01) and a decrease in IgA (by
1.67 times, p <0.03) and IgM (this decrease was
insignificant, p = 0.02) in the blood serum

Ð

ð 1-2<0.01
ð1-3=0.01
ð 1-2<0.01
ð1-3<0.01
ð 1-2<0.01
ð1-3=0.02
ð 1-2<0.01
ð1-3=0.05
ð 1-2=0.01
ð1-3=0.04
ð 1-2<0.01
ð1-3=0.02
ð 1-2=0.03
ð1-3=0.03
ð

1-2

<0.01

ð1-3<0.01
ð 1-2<0.01
ð1-3<0.01

group 2B (n=30)
before
after
treatment, treatment,
1st day
15th day
42.4±1.4

52.1±1.1

25.8±1.6

38.5±1.4

35.4±1.1

21.3±1.5

2.9±0.4

1.8±0.3

34.5±1.4

26.5±1.6

19.7±1.5

19.7±1.8

0.65±0.1

0.9±0.1

16.4±1.1

11.2±0.9

0.8±0.02

0.7±0.01

Ð

ð 1-2<0.01
ð1-3=0.01
ð 1-2<0.01
ð1-3=0.02
ð 1-2<0.01
ð1-3=0.06
ð 1-2<0.01
ð1-3=1.0
ð 1-2<0.01
ð1-3=0.04
ð 1-2<0.01
ð1-3<0.01
ð 1-2<0.01
ð1-3=0.05
ð

1-2

<0.01

ð1-3=0.01
ð 1-2=0.01
ð1-3=0.01

compared with control values. These changes
reflected violations of anti-infective resistance and
humoral immunity, as well as the active development
of the inflammatory process in the urinary system.
After a course of treatment, we observed that in
patients of group 1B IgG content decreased by
32.7% and approached the control group (p =
0.02), as well as the content of IgM (by 19.1%, p =
0.04) in blood serum; immunoglobulin A increased
slightly (by 5.9%), but not to control values, which
indicates incomplete elimination of the
inflammatory process.
When analyzing the state of immunoglobulins
in group 2B we found out a multidirectional violation
of the level of immunoglobulins, namely: statistically

TABLE 3. Dynamics of immunoglobulin concentration

Indicator

Immunoglobulin
À (IgA)
Immunoglobulin
G (IgG)
Immunoglobulin
M(IgM)

control
group
(n=10)

group 1B (n=30)
before
after
treatment, treatment,
1st day
8th day

2.81±0.29

1.68±0.31

1.78±0.35

12.34±0.16

19.64±0.81

14.8±0.55

0.95±0.08

1.44±0.13

1.21±0.10

Ð

ð 1-2<0.03
ð1-3=0.05
ð 1-2<0.01
ð1-3=0.02
ð 1-2=0.02
ð1-3=0.04

group 2B (n=30)
before
after
treatment, treatment,
1st day
15th day

Ð

ð 1-2<0.01
ð1-3=0.05
ð 1-2<0.01
19.63±0.74 12.6±0.59
ð1-3=0.83
ð 1-2=0.02
1.47±0.16 1.07±0.13
ð1-3=0.06
1.74±0.31

2.32±0.21
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significant increase in IgG (by 1.59 times, p <0.01),
inaccurate IgM (by 1.54 times, p = 0.02) and a
significant decrease in the level of IgA (by 61.9%,
p <0.01) in blood serum compared with control
values, which indicates an increase in the immune
response of the humoral immune system.
On the 15th day of treatment, the concentration
of IgA increased by 33.3% and almost reached
control values of 2.32 ± 0.21 (p = 0.05) in patients
of group 2B. There was also a tendency to reduce
the level of IgG (by 55.8%, p = 0.83) and IgM
(by 37.4%, p = 0.06), which almost reached the
values obtained in almost healthy people.
Using recombinant human interferon alfa-2b (1-2
million IU once a day) and a probiotic, the active
substance of which is the spores of the multidrugresistant strain Bacillus clausii (1 vial 5 ml twice a day),
in the complex treatment of patients with CUTIs
throughout the antibacterial cycle led to normalization
of the level of immunocompetent cells and
immunoglobulins, increased the functional (phagocytic)
activity of segmental neutrophils, and improved cellular
and humoral immunity. But the obtained values were
significantly close to control values only for the
duration of treatment up to 15 days.
CONCLUSIONS
Âèñíîâêè
Among the uropathogens that caused CUTIs, E.
coli was diagnosed in 36.7% of patients, Klebsiella
in 26.7%, Enterococcus faecalis and Pseudomonas
aeruginosa in 10% of patients. At the beginning of
treatment, patients had lymphopenia, initially low
levels of absolute T-lymphocytes (38.2 ± 1.5% and
42.4 ± 1.4%, respectively, in groups 1B and 2B, p
<0.01) and a significant increase in T -suppressors
(36.7 ± 1.6% and 35.4 ± 1.1%, respectively, by
groups, p <0.01) with a significant reduction in the
number of T-helpers (24.5 ± 1.6% and 25.8 ±
1.6%, respectively, by groups, p <0.01). We also
determined a significant increase in the concentration
of IgG (by 1.59 times, p <0.01, respectively, in
both groups), unreliable IgM (1.51 and 1.54 times,
p = 0.02, respectively, by groups), and a significant
decrease in IgA levels (by 59.6%, p <0.03 and 61.9%,
p <0.01, respectively, in the groups) before treatment
compared with the control group. The overall clinical
cure in patients of the prolonged antibiotic therapy
group in combination with probiotics and
immunocorrector reached 93.3% of patients, which
was significant (p <0.05) compared with other
groups. The level of IgA increased by 33.3%, the
level of IgG decreased by 55.8%, IgM decreased by
37.4%, which almost reached the values obtained
in almost healthy people.
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ÐÅÔÅÐÀÒ
Âëèÿíèå èììóííûõ ìåõàíèçìîâ íà ïàòîãåíåç
è ëå÷åíèå îñëîæíåíèé èíôåêöèé ìî÷åâûâîäÿùèõ
ïóòåé
È.Ì. Àíòîíÿí, À.Í. Ãåãëþê
Âñòóïëåíèå. Èíôåêöèè ìî÷åâûâîäÿùèõ ïóòåé (ÈÌÂÏ) – òåðìèí, îõâàòûâàþùèé öåëûé
ðÿä ïàòîëîãè÷åñêèõ ñîñòîÿíèé, êîòîðûå õàðàêòåðèçóþòñÿ ìèêðîáíîé êîëîíèçàöèåé ìî÷è è
ìèêðîáíîé èíâàçèåé ñ ðàçâèòèåì èíôåêöèîííîãî ïðîöåññà â ëþáîé ÷àñòè ìî÷åïîëîâîãî òðàêòà – îò íàðóæíîãî îòâåðñòèÿ óðåòðû äî êîðêîâîãî âåùåñòâà ïî÷åê. ÈÌÂÏ ïðèâîäÿò ê óãíåòåíèþ èììóíèòåòà, êàê êëåòî÷íîãî, òàê è ãóìî-
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ãî çàõèñòó. Çíèæåííÿ ôàêòîð³â ïðîòè³íôåêö³éíîãî çàõèñòó, çì³íè ðåàêòèâíîñò³ îðãàí³çìó ïðè
²ÑÂØ âåäå äî òðèâàëî¿ ïåðñèñòåíö³¿ ³íôåêö³éíîãî àãåíòà, õðîí³çàö³¿ ³ ðåöèäèâóâàííÿ çàïàëüíèõ ïðîöåñ³â.
Ìåòà äîñë³äæåííÿ: Îïòèì³çàö³ÿ ë³êóâàííÿ
óñêëàäíåíèõ ³íôåêö³é ñå÷îâèâ³äíèõ øëÿõ³â.
Ìàòåð³àëè ³ ìåòîäè: Ïðîâåäåíî ïîð³âíÿëüíèé àíàë³ç ðåçóëüòàò³â ë³êóâàííÿ 120 õâîðèõ ç
óñêëàäíåíîþ ³íôåêö³ºþ ñå÷îâèõ øëÿõ³â. Õâîð³
áóëè ðîçïîä³ëåí³ íà 2 ãðóïè: ó 1-é ãðóï³ (n=60)
ïðîâîäèâñÿ êîðîòêèé êóðñ àíòèá³îòèêîòåðàï³¿,
ó 2-é ãðóï³ (n=60) áóâ ïðèçíà÷åíèé ïðîëîíãîâàíèé êóðñ àíòèá³îòèêîòåðàï³¿. Â ñâîþ ÷åðãó, êîæíà ãðóïà ïîä³ëÿëàñÿ íà ï³äãðóïó À, â ÿê³é ïàö³ºíòè îòðèìóâàëè ö³ëåñïðÿìîâàíó ìîíîòåðàï³þ,
òà Á – äå ïàö³ºíòàì äîäàòêîâî äî ÀÁ-òåðàï³¿
ïðèçíà÷àëè ³ìóíîêîðåêòîð òà ïðîá³îòèê. Â óñ³õ
120 ïàö³ºíò³â âèâ÷àâñÿ äåòàëüíèé àíàìíåç ÀÁÒ
çà ðåçóëüòàòàìè áàêòåð³îëîã³÷íîãî äîñë³äæåííÿ
ñå÷³ ç ìåòîþ âèçíà÷åííÿ óñêëàäíåíèõ ôîðì
³íôåêö³é ÑÂØ (ðå³íôåêö³¿, ñóïåð³íôåêö³¿ òà ðåöèäèâó).
Ðåçóëüòàòè. Íà ïî÷àòêó ë³êóâàííÿ ñïîñòåð³ãàëàñÿ ë³ìôîïåí³ÿ, ïî÷àòêîâî íèçüê³ ð³âí³ àáñîëþòíî¿ ê³ëüêîñò³ Ò-ë³ìôîöèò³â (38,2±1,5% òà
42,4±1,4% â³äïîâ³äíî ó 1Á òà 2Á ãðóïàõ, ð<0,01)
³ äîñòîâ³ðíå ï³äâèùåííÿ ïîêàçíèêà Ò-ñóïðåñîð³â
(36,7±1,6% òà 35,4±1,1%, â³äïîâ³äíî ïî ãðóïàõ,
ð<0,01) ïðè ñóòòºâîìó çíèæåíí³ ê³ëüêîñò³ Òõåëïåð³â (24,5±1,6% òà 25,8±1,6%, â³äïîâ³äíî ïî
ãðóïàõ, ð<0,01). Òàêîæ äî ë³êóâàííÿ âèçíà÷àëîñÿ äîñòîâ³ðíå çá³ëüøåííÿ êîíöåíòðàö³¿ IgG (â
1,59 ðàçó, ð<0,01, â³äïîâ³äíî â îáîõ ãðóïàõ), íåäîñòîâ³ðíå IgM (â 1,51 òà 1,54 ðàçó, ð=0,02, â³äïîâ³äíî ïî ãðóïàõ), òà äîñòîâ³ðíå çíèæåííÿ ð³âíÿ
IgA (íà 59,6%, ð<0,03 òà 61,9%, ð<0,01, â³äïîâ³äíî ó ãðóïàõ) ïîð³âíÿíî ç ïîêàçíèêàìè êîíòðîëüíî¿ ãðóïè. Çàãàëüíå êë³í³÷íå âèë³êîâóâàííÿ
ó ïàö³ºíò³â ãðóïè ïðîëîíãîâàíîãî êóðñó ÀÁÒ ó
êîìá³íàö³¿ ç ïðîá³îòèêîì òà ³ìóíîêîðåêòîðîì
äîñÿãëî 93,3% ïàö³ºíò³â, ùî áóëî äîñòîâ³ðíî
(p<0,05) ïîð³âíÿíî ç ³íøèìè ãðóïàìè. Ð³âåíü
IgA ï³äâèùèâñÿ íà 33,3%, IgG – çíèçèâñÿ íà
55,8%, IgM – çíèçèâñÿ íà 37,4%, ùî ìàéæå äîñÿãëî ïîêàçíèê³â, îòðèìàíèõ ó ïðàêòè÷íî çäîðîâèõ ëþäåé.
Âèñíîâîê. Çàñòîñóâàííÿ ó êîìïëåêñíîìó ë³êóâàíí³ õâîðèõ íà Ó²ÑÂØ ³íòåðôåðîíà àëüôà-2b
ðåêîìá³íàíòíèé ëþäèíè (1-2 ìëí ÌÎ 1 ðàç íà
äîáó) òà ïðîá³îòèêà, ä³þ÷îþ ðå÷îâèíîþ ÿêîãî
º ñïîðè ïîë³ðåçèñòåíòíîãî øòàìó Bacillus clausii
(1 ôëàêîí 5 ìë äâ³÷³ íà äîáó) ïðîòÿãîì âñüîãî
öèêëó àíòèáàêòåð³àëüíî¿ òåðàï³¿ ïðèçâîäèòü äî
íîðìàë³çàö³¿ ð³âíÿ ³ìóíîêîìïåòåíòíèõ êë³òèí ³
³ìóíîãëîáóë³í³â, ï³äâèùóº ôóíêö³îíàëüíó (ôà-
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ðàëüíîãî, à òàêæå ôàêòîðîâ íåñïåöèôè÷åñêîé
çàùèòû. Ñíèæåíèå ôàêòîðîâ ïðîòèâîèíôåêöèîííîé çàùèòû, èçìåíåíèÿ ðåàêòèâíîñòè îðãàíèçìà ïðè ÈÌÂÏ âåäåò ê äëèòåëüíîé ïåðñèñòåíöèè èíôåêöèîííîãî àãåíòà, õðîíèçàöèè è ðåöèäèâèðîâàíèþ âîñïàëèòåëüíûõ ïðîöåññîâ.
Öåëü èññëåäîâàíèÿ: Îïòèìèçàöèÿ ëå÷åíèÿ
îñëîæíåííûõ èíôåêöèé ìî÷åâûâîäÿùèõ ïóòåé.
Ìàòåðèàëû è ìåòîäû: Ïðîâåäåí ñðàâíèòåëüíûé àíàëèç ðåçóëüòàòîâ ëå÷åíèÿ 120 áîëüíûõ ñ
îñëîæíåííîé èíôåêöèåé ìî÷åâûõ ïóòåé. Áîëüíûå áûëè ðàçäåëåíû íà 2 ãðóïïû: â 1-é ãðóïïå
(n=60) ïðîâîäèëñÿ êîðîòêèé êóðñ àíòèáèîòèêîòåðàïèè, âî 2-é ãðóïïå (n=60) áûë íàçíà÷åí
ïðîëîíãèðîâàííûé êóðñ àíòèáèîòèêîòåðàïèè. Â
ñâîþ î÷åðåäü, êàæäàÿ ãðóïïà äåëèëàñü íà ïîäãðóïïó À, â êîòîðîé ïàöèåíòû ïîëó÷àëè öåëåíàïðàâëåííî ìîíîòåðàïèþ è Á – ãäå ïàöèåíòàì
äîïîëíèòåëüíî ê ÀÁ-òåðàïèè íàçíà÷àëè èììóíîêîððåêòîð è ïðîáèîòèê. Ó âñåõ 120 ïàöèåíòîâ
èçó÷àëñÿ ïîäðîáíûé àíàìíåç àíòèáèîòèêîòåðàïèè ïî ðåçóëüòàòàì áàêòåðèîëîãè÷åñêîãî èññëåäîâàíèÿ ìî÷è ñ öåëüþ îïðåäåëåíèÿ îñëîæíåííûõ ôîðì ÈÌÂÏ (ðåèíôåêöèè, ñóïåðèíôåêöèè
è ðåöèäèâà).
Ðåçóëüòàòû. Â íà÷àëå ëå÷åíèÿ íàáëþäàëàñü
ëèìôîïåíèÿ, èçíà÷àëüíî íèçêèå óðîâíè àáñîëþòíîãî êîëè÷åñòâà Ò-ëèìôîöèòîâ (38,2±1,5%
è 42,4±1,4% ñîîòâåòñòâåííî â 1Á è 2Á ãðóïïàõ,
ð <0,01) è äîñòîâåðíîå ïîâûøåíèå ïîêàçàòåëÿ
Ò ñóïðåññîðîâ (36,7±1,6% è 35,4±1,1% ñîîòâåòñòâåííî ïî ãðóïïàì, ð<0,01) ïðè ñóùåñòâåííîì
ñíèæåíèè êîëè÷åñòâà Ò-õåëïåðîâ (24,5±1,6% è
25,8±1,6% ñîîòâåòñòâåííî ïî ãðóïïàì, ð<0,01).
Òàêæå äî ëå÷åíèÿ îïðåäåëÿëîñü äîñòîâåðíîå óâåëè÷åíèå êîíöåíòðàöèè IgG (â 1,59 ðàçà, ð<0,01,
ñîîòâåòñòâåííî â îáåèõ ãðóïïàõ), íåäîñòîâåðíîå
IgM (â 1,51 è 1,54 ðàçà, ð=0,02, ñîîòâåòñòâåííî ïî
ãðóïïàì) è äîñòîâåðíîå ñíèæåíèå óðîâíÿ IgA
(íà 59,6%, ð<0,03 è 61,9%, ð<0,01, ñîîòâåòñòâåííî â ãðóïïàõ) ïî ñðàâíåíèþ ñ ïîêàçàòåëÿìè
êîíòðîëüíîé ãðóïïû. Îáùåå êëèíè÷åñêîå èçëå÷åíèå ó ïàöèåíòîâ ãðóïïû ïðîëîíãèðîâàííîãî
êóðñà ÀÁÒ â ñî÷åòàíèè ñ ïðîáèîòèêîì è èììóíîêîððåêòîðîì äîñòèãëî 93,3% ïàöèåíòîâ, áûëî
äîñòîâåðíî (p<0,05) ïî ñðàâíåíèþ ñ äðóãèìè
ãðóïïàìè. Óðîâåíü IgA ïîâûñèëñÿ íà 33,3%, IgG –
ñíèçèëñÿ íà 55,8%, IgM – ñíèçèëñÿ íà 37,4%,
÷òî ïî÷òè äîñòèãëî ïîêàçàòåëåé, ïîëó÷åííûõ ó
ïðàêòè÷åñêè çäîðîâûõ ëþäåé.
Âûâîä. Ïðèìåíåíèå â êîìïëåêñíîì ëå÷åíèè
áîëüíûõ îñëîæíåííûõ ÈÌÂÏ èíòåðôåðîíà àëüôà-2b ðåêîìáèíàíòíûé ÷åëîâåêà (1–2 ìëí. ÌÅ
1 ðàç â ñóòêè) è ïðîáèîòèêà, äåéñòâóþùèì âåùåñòâîì êîòîðîãî ÿâëÿþòñÿ ñïîðû ïîëèðåçèñòåíòíîãî øòàììà Bacillus clausii (1 ôëàêîí 5 ìë
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ãîöèòàðíó) àêòèâí³ñòü ñåãìåíòîÿäåðíèõ íåéòðîô³ë³â, ïîêðàùóº ïîêàçíèêè êë³òèííîãî òà ãóìîðàëüíîãî ³ìóí³òåòó, àëå ïîêàçíèêè äîñòîâ³ðíî
íàáëèæóþòüñÿ äî êîíòðîëüíèõ çíà÷åíü ëèøå ïðè
òðèâàëîñò³ êóðñó ë³êóâàííÿ äî 15 ä³á.
Êëþ÷îâ³ ñëîâà: óñêëàäíåí³ ³íôåêö³¿ ñå÷îâèõ
øëÿõ³â, àíòèá³îòèêîòåðàï³ÿ, ïðîá³îòèêè, ³ìóíîêîðåêòîð.
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äâàæäû â ñóòêè) â òå÷åíèå âñåãî öèêëà àíòèáàêòåðèàëüíîé òåðàïèè ïðèâîäèò ê íîðìàëèçàöèè óðîâíÿ èììóíîêîìïåòåíòíûõ êëåòîê è èììóíîãëîáóëèíîâ, ïîâûøàåò ôóíêöèîíàëüíóþ
(ôàãîöèòàðíóþ) àêòèâíîñòü ñåãìåíòîÿäåðíûõ
íåéòðîôèëîâ, óëó÷øàåò ïîêàçàòåëè êëåòî÷íîãî
è ãóìîðàëüíîãî èììóíèòåòà, îäíàêî ïîêàçàòåëè
äîñòîâåðíî ïðèáëèæàþòñÿ ê êîíòðîëüíûì çíà÷åíèÿì ëèøü ïðè ïðîäîëæèòåëüíîñòè êóðñà ëå÷åíèÿ äî 15 ñóòîê.
Êëþ÷åâûå ñëîâà: îñëîæíåííûå èíôåêöèè
ìî÷åâûõ ïóòåé, àíòèáèîòèêîòåðàïèÿ, ïðîáèîòèêè, èììóíîêîððåêòîð.

