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The purpose of the study was to investigate the magnetotherapy efficacy aimed at blood coagulation potential and
fibrinolytic activity improvement in patients with acute myocardial infarction with ST-segment elevation after thrombolysis at the
inpatient stage of rehabilitation. 80 patients with acute myocardial infarction with ST-segment elevation were included in the
clinical observation. These patients were randomized into 2 groups. Group 1 consisted of 40 patients treated using thrombolytics
with adjuvant therapy and standard cardiovascular drugs. Group 2 consisted of 40 patients who were additionally prescribed the
course of magnetotherapy. All patients' blood coagulation potential was analyzed, including the coagulative and anticoagulative
chains and fibrinolytic activity standardized indexes. The data obtained showed that parameters of hemostasis quickly return to
normal values in patients with acute myocardial infarction with ST-segment elevation 2-3 days after thrombolytic therapy and
heparin administration that demonstrate combined moderate blood procoagulative system activation against the background of
both anticoagulative and fibrinolytic systems reduced activity. The developed tendency to hypercoagulation duration is maintained
throughout the entire inpatient period reaching maximum before the patients' discharge. The course of magnetotherapy in the
complex treatment of patients with acute myocardial infarction with ST-segment elevation stimulates a favourable impact on
hemostasis coagulative and anticoagulative systems imbalance toward its coagulative potential reduction and fibrinolytic activity
increase. The authors suppose that the original magnetotherapy method is easy to perform, effective in blood hypercoagulative
state reduction, does not induce side effects, and can be recommended to patients with acute myocardial infarction with ST-segment
clevation of any age and weight category after thrombolytic therapy.

Key words: acute myocardial infarction, thrombolysis, magnetotherapy, blood coagulation, blood coagulative and
anticoagulative systems, fibrinolysis.
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CTAH KOATI'YJIIOIOUYOI'O MOTEHIIAJY KPOBI Y XBOPUX
3 IHOAPKTOM MIOKAPIA IICJISI TPOMBOJIIBUCY TA MOXKJINUBOCTI
MOro KOPEKIIIi 3A JOIIOMOI'OIO MATHITOTEPAIII{

Mertoto mocii/pKeHHsT Oyiio BUBUSHHS e(h)eKTHBHOCTI MarHiToTeparii, CpsSIMOBAHOI Ha MOKpAIEHHs KOaryJsiifHOro
MOTEHIIaTy KpoBi Ta (GiOpUHONITHYHOI aKTHBHOCTI y XBOPHX Ha TOCTpUH iH(ApKT Miokapna 3 migiiomom cermeHta ST micis
TpoMOoTi3icy Ha craunioHapHOMy erarli peabimitarii. s kiIiHIYHOrO croctepexeHHs Oynu 3amydeHi 80 XBOpUX Ha TOCTPHUI
iH(apkT Miokapaa 3 migifomom cermenta ST. Lli manientn Oyam panmoMizoBaHi Ha 2 rpynu. 1 rpymy ckianu 40 XBOpHX, SKUM
3aCTOCOBYBAJIM TPOMOOITHKH 3 aJ FOBAaHTHOIO TEPAIi€I0 pa3oM i3 CTaHIAPTHUMHU CEPLEBO-CYAMHHUMH TpenapaTaMu. 2 TpyIry
cknany 40 XBOpHX, SIKMM JJOIATKOBO [IPU3HAYAIN Kypc MarHiToTepanii. ¥ BciX MaiieHTiB aHaIi3yBall KOAryJIsaiifHIN MOTeHIial
KPOBI, BKJIIOYAIOYN KOATYJILIHHUN Ta aHTHKOATYJSILIHHUI JIAHIIOTH Pa3oM 31 CTaHAAPTHUMHM IOKa3HUKaMHU (GiOpHHOTITHYHOT
akTuBHOCTI. OTpUMaHi JaHi JOBENH, IO Yy MAIl€HTIB 3 TOCTPUM iH(pApKTOM MioKapaa 3 migiomMom cermeHTa ST moka3HUKH
reMocTa3y LIBUJIKO TOBEPTAIOTHCS 10 HOPMAJIBHUX 3HaYeHb yepe3 2—3 AHi micsist TPOMOOIITHYHOT Tepaii Ta BBEICHHS relapuHy,
[0 IGMOHCTPYE CYMiCHY MOMIpHY aKTHBALiKO MPOKOATYJISTHTHOI CHCTEMH KPOBi Ha TJIi 3HIXKEHOT aKTUBHOCTI aHTHKOATYJISIHTHOI
Ta QibpuHOMiITHYHOI cucTeM. CdopMoBaHa CXMIBHICTH IO TilEpKOAryJysmii 30epira€TbCsi MPOTATOM YCHOTO CTAIliOHAPHOTO
Hepiofly, CAraloul MakCUMyMy Iepesl BUITHCKOI0 XBopuX. Kypc MarHiTorepanii B KOMIUIEKCHOMY JIiKyBaHHI XBOPUX Ha TOCTpUi
iHpapkT Miokapaa 3 migiioMoM cermenta ST HopMmaiizye aucOaidaHC 3Cimarouoi Ta aHTH3CIJAruY0i CHCTEM reMocTasy B Oik
3HIDKEHHST HOTO KOaryJsIiifHOTO IOTEHIiady Ta MigBUIICHHS (PiOpPUHONITHYHOI aKTHBHOCTI. ABTOPH BHCIOBIIOIOTH, IO
OpHTiHAIBHUI METOA MarHiToreparii € mpocThM, epEeKTHBHUM y 3HIDKCHHI TilepKoaryJsiiiiHOro cTaHy KpOBi, HE BHKIIHKAE
No6iYHUX e(eKTIiB i MoXKe OyTH peKOMEHI0BaHHUIT IS TPU3HAYCHHS XBOPUM Ha rocTpuil iHdapkT Miokapa 3 migioMoM cerMeHTa
ST Oyap-sKOTO BiKy Ta BaroBoi KaTeropii micist TpoMOOTITHYHOT Tepartii.

Kurouogi ciioBa: rocrpuii indapkT Miokap/a, TpoMO0ITi3HC, MarHITOTEpaIist, 3CiTaHHs KPOBi, CHCTEMH 3CiIaHHs Ta aHTH
3cigaHHs KpoBi, GiOpuHOIMI3.

The study is a fragment of the research project “Peculiarities of vascular disorders in patients of a cardiorheumatic
profile: modern methods of diagnosis and therapy”, state registration No. 0119U003576.

The total mortality from cardiovascular diseases has seen to be increased in Ukraine in the last
decade, resulting in the population's average life duration shortening [2, 3]. Both ischemic heart disease
and especially acute myocardial infarction (AMI) occurred to be the leading factors in this negative process
[6]. Approximately 35 % of patients die from it, with approximately the same number of patients — at the
pre-hospital stage [2]. Another 15-20 % of patients who survived throughout the acute stage die within the
first year after [S]. The risk in post-infarction patients’ mortality significantly increased also — even 10
years after is 3.5 times higher pertaining to the analogous healthy individual’s data [5]. Therefore, the
problem of this contingent of patients’ optimal treatment searches remains extremely relevant.
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The first results reflected mortality reduction in patients with AMI with ST-segment elevation was
achieved due to thrombolytic therapy (TLT) advances, which was actively used abroad since the early
1990s [12] and in Ukraine with a 10-year delay [4]. An additional method came into practice in the 2010s
that reduced mortality: percutaneous coronary intervention (stenting) — a minimally invasive procedure for
infarction-related coronary artery recanalization [4].

These two methods are the determining factors in modern tactics for patients with AMI
management [7]. Their comparative efficacy results show that both tactics are not mutually exclusive but
even complement each other.

Recanalization during TLT is possible to increase with the help of so-called “early” thrombolysis
(i.e., the pre-hospital stage in an ambulance) that permits the achievement of results comparable with both
angioplasty and stenting [11]. The clinical studies were also conducted to improve the clash with
rethrombosis, which resulted in adjuvant therapy efficacy enhancement starting from antiplatelet agents
and unfractionated heparins use till double antiplatelet therapy and low-molecular-weight heparins use
during 2—8 days [8].

However, it should be noted that reocclusion risk is relatively high not only during this first week
of treatment; such risk was proved to occur 612 hrs after in 5-12 % of patients, 30 days after — in 10—
25 %, and 3—6 months after — in 25-35 % of patients, i.e., during the period when the patient has not only
completed the rehabilitation stage but also stays home [9]. Besides, the above-described adjuvant therapy
scheme is recommended for patients before 75 years weighing above 60 kg due to the proven risk of
“major” bleeding [10].

Hence, the search for methods of blood hypocoagulant potential prolongation in patients after
thrombolytic therapy at the late inpatient and post-inpatient stages of rehabilitation continues to be
relevant, especially for patients safety over 75 years and with low body weight together with patients
with long-term anticoagulant therapy contraindications (risk of bleeding, especially gastrointestinal,
intracranial and intraocular, the need for their combined use with non-steroidal drugs, liver insufficiency,
allergic reactions, etc.).

Magnetotherapy (MT), from this point of view, is of particular interest due to its proven antianginal,
hypocoagulant, hypotensive, antiradical, and microcirculation-improving effects [1, 14]. Vitally important
that MT enhances the drug effect and keeps it throughout 3—6 months [1]. We supposed that clinical
significance is that it is one of the safest preformed physical factors that might be used in patients of any
age with any body weight at inpatient and outpatient rehabilitation stages.

The purpose of the study was to investigate the magnetotherapy efficacy aimed at blood
coagulation potential and fibrinolytic activity improvement in patients with acute myocardial infarction
with ST-segment elevation after thrombolysis at the inpatient stage of rehabilitation.

Materials and methods. 80 patients with AMI with ST-segment elevation were included in the
clinical observation at the Cardiology department after thrombolytic therapy. We obtained written
permission from each patient or their relatives to use these case histories.

These patients were randomized into 2 observation groups according to the therapy used. These
two observation groups were statistically comparable using all anamnestic, parametric, clinical, and
laboratory criteria.

Group 1 (control group) consisted of 40 patients who were treated using thrombolytics (alteplase
or streptokinase according to generally accepted regimens) with a course of adjuvant therapy (aspirin and
enoxaparin for 7 days or 5 days for people prone to bleeding and over 75 years old) together with standard
cardiovascular drugs (nitrates, angiotensin-converting enzyme inhibitors, antiplatelet agents, beta-blockers,
diuretics) to compensate and stabilize cardiac activity.

Group 2 (the group of observation) consisted of 40 patients who were additionally prescribed the
course of MT according to our original method [14]. To enhance the hypocoagulant effect, the simultaneous
magnetic influence was directed to two zones maximally filled by blood — the heart and liver areas. Two
different types of magnetic fields — alternating (heart area, 20 mT) and sinusoidal (liver area, 14 mT) —
were used simultaneously with a frequency equal to 50 Hz. Each MT course included 10 daily procedures
with a single exposure of 20 min.

The mean duration of both the fractionated and unfractionated heparins course was equal to
7.57+0.32 days. The MT course of magnetic therapy started 2—3 days after the heparin finish and lasted an
average of 12.68+3.42 days of myocardial infarction manifestation.

All patients' blood coagulation potential was analyzed, including the coagulative and
anticoagulative chains and fibrinolytic activity standardized indexes. The international normalized ratio
(INR) reflected the external coagulation mechanism activity, activated partial thromboplastin time (APTT)
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outlined the internal coagulation mechanism functioning, and plasma tolerance to heparin reflected the
anticoagulative chain.

Blood samples were collected from a peripheral vein 2—-3 days after heparin therapy termination
(8-10 days of disease) and once more before discharge from the hospital (25-30 days).

The results are presented as M+m, where M is the arithmetic mean and m is the standard error of
the mean. The groups were tested for the Gaussian distribution using the Shapiro-Wilk test. Mann-Whitney
U-test was calculated to measure the significance of differences in quantitative characteristics between
groups' estimations. All the statistical calculations were done with the help of “Statistica 10.0” software.
The minimal statistical probability was determined at p<0.05.

Results of the study and their discussion. Blood coagulation potential in patients with AMI was
monitored 2—3 days after thrombolysis and heparin week-long course of therapy, corresponding to 8—10
days of the disease (Table 1).

Table 1
The indices of coagulation system in patients with acute myocardial infarction after thrombolytic therapy
and heparin therapy termination and during the inpatient period

Indices of the coagulate system after thrombolytic therapy and heparin therapy termination

Index Normal value Patients with AMI
International normalized ratio 1-1.4 1.92+0.04
Activated partial thromboplastin time, sec 30-35 31.55+1.02
Plasma tolerance to heparin, min 10-16 7.55+0.15%
Fibrinolytic activity, min 230-350 410.3+£30.8*

Indices of coagulate system dynamics after thrombolytic and heparin therapy during the inpatient period

Index After TLT and heparin therapy At the end of the stationary period
International normalized ratio 1.92+0.04 1.84+0.03
Activated partial thromboplastin time, sec 31.55+1.02 29.03+0.61#
Plasma tolerance to heparin, min 7.55+0.15 7.01+0.11#
Fibrinolytic activity, min 410.3+30.8 405.8+41.4

Note: * — p<0.05 — the significant differences of the investigated indexes vs the analogous normal values; # — p<0.05 — the
significant differences of the investigated indexes vs the analogous data after TLT and heparin therapy (Mann-Whitney U-test).

It is evident that the most sensitive and WHO-recommended index of INR. However, it somewhat
exceeded its normal values (1.9 vs 1.4) and was insufficient compared to those recommended for patients
with AML.

We suppose this indicates in favour of blood coagulation external mechanism rapid (on the 2-3™ days)
return to normal values after TLT and heparin therapy. The same trend was supported by the blood coagulation
internal mechanism index equal to 31.55+1.02 sec, which was practically at its lower normal limit.

We received data showing plasma tolerance to heparin increased due to its absolute value of
7.55£0.15 min, less than the normal value (p<0.05). Blood fibrinolytic activity was also increased (p<0.05).

We tried to follow the time duration of blood-formed hypercoagulable conditions in observed
patients during the inpatient period. The mean treatment duration was equal to 28.6+3.5 days. That’s why
we analyzed the abovementioned indices change compared to the same data before patients are discharged
from the hospital.

One could see that the INR index immediately after TLT and heparin therapy quickly returned
almost to normal data and demonstrated a further tendency to decrease (1.84+0.03; p>0.05) during the
inpatient period.

APTT index, which demonstrated a tendency to clots formation 2—3 days after the heparin therapy end
(31.55£1.02), showed a greater increase in this risk till the end of the stationary period (29.03+0.61; p<0.05).

We also registered plasma tolerance to heparin decrease till 7.01£0.11 min (p<0.05).

Blood fibrinolytic system activity analysis showed fibrinolysis suppression after TLT and heparin
therapy (410.3£30.8). The investigated index of fibrinolytic activity did not change both 2-3 days after
TLT and heparin therapy stop (410.3+£30.8) and at the end of the inpatient period (405.8+41.4; p> 0.05).

We were interested in analyzing the impact of the MT course on blood coagulation anticoagulative
chains and fibrinolytic activity (Table 2).

Both INR and APTT indexes after the MT course (1.86+0.05 and 30.48+0.69, relatively) showed
a tendency to hypocoagulation.

The blood anticoagulative chain showed that with its significant suppression before the MT course,
there was a reliable change in its activation after the MT course. This is evidenced by plasma tolerance to heparin
index increase till 7.2240.13 min after treatment (p<0.05). One could also see the tendency towards fibrinolytic
activity restoration after MT course — the euglobulin lysis time was equal to 380.6+£25.4 min (p>0.05).

60



ISSN 2079-8334. Céim meouyunu ma odionozii. 2024. Ne 4 (90)

Table 2
Blood coagulation potential dynamics in patients with acute myocardial infarction after thrombolytic
therapy and magnetotherapy during the inpatient period

Index Before MT course After MT course
International normalized ratio 1.78+0.05 1.86+0.05
Activated partial thromboplastin time, sec 28.95+0.71 30.48+0.69
Plasma tolerance to heparin, min 6.64+0.15 7.224+0.13*
Fibrinolytic activity, min 402.2+20.3 380.6+25.4

Note: * — p<0.05 — the significant differences of the investigated indexes vs the analogous data before MT course (Mann-
Whitney U-test).

The data presented showed quite a quick normalization (at the end of the first — beginning of the
second week) of both links of the dynamically changing functional blood coagulation system in patients
with AMI with ST-segment elevation. This was expressed as blood clotting coagulative chain activation,
blood anticoagulative system activity decreasing, and fibrinolysis moderate inhibition. We suppose it’s
important that such blood coagulation system changes persist throughout the inpatient period, increasing
until the end of hospitalization (25-30 days of AMI manifestation).

Altogether, this indicates a tendency of the blood coagulation system toward hypercoagulation and
outlines an increased risk of rethrombosis in patients with AMI with ST-segment elevation, which is a
significant risk of sudden death. Consequently, we made attempts to prevent this risk of hypercoagulation by
a simple, safe, and non-drug MT method for which hypocoagulative and stationary effects are indicated [1].
As a result, the additional MT use during AMI treatment in selected patients positively impacted hemostasis
system functional activity, eliminating the risks of hypercoagulation and possible rethrombosis after patients'
discharge from the clinic. This is the first important point in the discussion of the results obtained.

Overall, our data complement our previous results in which the combined use of magnetic therapy
and ®-3 polyunsaturated fatty acids induced an antioxidant effect in the course of stable angina [14] and
are in a certain correspondence with the results of studies that summarized the constant magnetic field
effects and highlighted its ability to activate the anticoagulant system, to reduce intravascular mural clot
formation and to reduce blood viscosity by interfering with enzymatic processes, electrical and magnetic
properties of blood cells that participate in hemocoagulation [15].

The second aspect of the data obtained analysis is necessary to discuss the expression of the
fundamental positive effect achieved by MT use. Somewhat less MT effect, as it might be seen, was
registered in the case of its impact on the prothrombin link of hemostasis. At the same time, the INR index
dynamic is interesting — its value in the control group of patients one week after the treatment no longer
corresponded to control indexes. One could register this index with a clear tendency for deterioration by
the end of inpatient treatment, and after the course of MT, this index changed towards hypocoagulation.

The changes in the internal blood coagulation mechanism index indicate a similar direction of MT
efficacy. APTT index in control group patients reached its limit values until the end of the first week of
treatment, which showed the risk of thrombus formation significantly decreased by the end of the inpatient
period. This index in patients of the observation group initially demonstrated a significantly higher risk of
thrombus formation compared to control observations, although it slightly but increased as the result of MT.

The MT impact on the plasma hemostasis inhibitory system was significantly greater. Comparative
analysis showed that if this system activity was initially suppressed and significantly worsened during the
stationary period in the control group of patients, the MT influence significantly increased the investigated index.

Analysis of MT impact on blood fibrinolytic system activity in AMI patients with ST-segment
elevation also showed a tendency towards its normalization.

Thirdly, the mechanisms of realization of MT cardioprotective effects are interesting. Pressure in
deep and subcutaneous veins, as well as in arteries decrease, was noted under the influence of alternating
magnetic fields.

The tone of the vascular walls was reported to be increased, and changes in their elastic properties
and bioelectric resistance occurred. The MT hypotensive impact is associated with the bradycardiac effect
and due to a myocardium contractile function decrease that resulted in MT high efficacy in load to
myocardium decrease in patients with coronary heart disease [13].

Significant are the cerebral vessel tone reduction, brain perfusion improvement, and increased
brain resistance to hypoxia after the influence of the low-intensity magnetic field [1]. The magnetic field
promotes capillary blood flow acceleration, the contractility of the vascular wall improvement, and
capillary blood filling increase.

Alternating magnetic field likelihood has a systemic effect on the entire body, confirmed by
globulins synthesis, the acceleration under its influence together with sodium, potassium, magnesium, and
iron ions content improvement in the liver, heart, and muscles. Low-intensity magnetic fields stimulate tissue
respiration, nucleic acid metabolism, and protein synthesis and promote lipid peroxidation. In addition to
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hypocoagulative impact, one could observe the sedative, hypotensive, anti-inflammatory, antiedematous,
analgesic, regenerative, and immunoreactive magnetic field effects on the body [13].

Consequently, we registered MT general hypocoagulative efficacy at the inpatient stage of patients
with AMI and ST-segment elevation rehabilitation after TLT and heparin therapy. This effect was
influenced to a lesser extent by the external coagulation mechanism and to a greater extent by the internal
coagulation mechanism and fibrinolysis.

Thus, there is no doubt about the MT prospects as a complex treatment component of acute
myocardial infarction in terms of rehabilitation, effective prevention, and prognosis for life improvement
in these patients and patients with coronary pathology in general. It should be stressed that there are still
unclear and controversial mechanisms of MT cardioprotective effects mechanisms of implementation, its
optimal modes and approaches to exposure, and MT combination with other treatments and types of
rehabilitation, which only increases the importance of this area of clinical observations.

Conclusions

1. Parameters of hemostasis quickly return to normal values in patients with acute myocardial
infarction with ST-segment elevation 2—3 days after thrombolytic therapy and heparin administration that
demonstrate combined moderate blood procoagulative system activation against the background of both
anticoagulative and fibrinolytic systems reduced activity.

2. The developed tendency to hypercoagulation duration is maintained throughout the entire
inpatient period reaching maximum before the patients are discharged.

3. A 10-day course of magnetic therapy in complex treatment of patients with acute myocardial
infarction with ST-segment elevation prescribed 2—3 days after the heparin therapy stops stimulates a
favourable impact on hemostasis coagulative and anticoagulative systems imbalance toward its coagulative
potential to reduce and fibrinolytic activity increase.

4. The original MT method used (two zones simultaneous use — heart and liver, two types of
magnetic fields — sinusoidal and alternating, two degrees of magnetic inductance — 20 mT and 14 mT) is
easy to perform, effective in blood hypercoagulative state reduction, does not induce side effects and can
be recommended to patients with acute myocardial infarction with ST-segment elevation of any ages and
weight category after thrombolytic therapy. It can be used additionally in patients with bleeding in
anamnesis, together with non-steroidal drugs, as well as at the inpatient and outpatient stages of
rehabilitation.

5. The magnetic therapy use as a component of acute myocardial infarction complex treatment in
terms of rehabilitation, effective prevention, and prognosis for life improvement in these patients and
patients with coronary pathology is promising.

Prospects for further research include the creation and implementation into the cardiological practice of a manual for
magnetic therapy use in patients with acute myocardial infarction with ST-segment elevation for therapeutic and preventive
purposes.
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ROLE OF SMALL INTESTINAL BACTERIAL OVERGROWTH IN THE DYSLIPIDEMIA
AND NONALCOHOLIC FATTY LIVER DISEASE PATHOGENESIS
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Nonalcoholic fatty liver disease is one of the most prevalent chronic liver conditions, often associated with dyslipidemia
and metabolic syndrome. Small intestinal bacterial overgrowth is considered a key mechanism potentially contributing to the
development of non-alcoholic fatty liver disease and dyslipidemia by affecting metabolic balance, lipid metabolism, and systemic
inflammation. This study examined 342 patients with dyslipidemia, assessing the prevalence of small intestinal bacterial
overgrowth and its impact on lipid metabolism parameters and inflammatory markers. A significantly higher frequency of small
intestinal bacterial overgrowth was found in patients with lipid metabolism disorders (53.4 %) compared to the control group
(36 %, p<0.05) and among those with non-alcoholic fatty liver disease (52 %). Correlation analysis confirmed the association of
small intestinal bacterial overgrowth with elevated triglyceride levels, alkaline phosphatase, and insulin resistance index. The
findings underscore the significance of small intestinal bacterial overgrowth in the pathogenesis of non-alcoholic fatty liver disease
and dyslipidemia, highlighting new opportunities for the diagnosis and treatment of these conditions.

Key words: nonalcoholic fatty liver disease, small intestinal bacterial overgrowth, dyslipidemia, steatosis,
steatohepatitis.

X.B. KBirt

BIL/IMB CHUHAPOMY HAJIMIPHOI'O BAKTEPIAJIBHOT'O POCTY HA PO3BUTOK
JAUCIHITIAEMIN TA HEAJIKOTI'OJIBHOI JKUPOBOI XBOPOBHU IIEYIHKHN

HeanxoronbHa »xupoBa XBOpo0a MEUiHKY € OAHIEI0 3 HAUTIOMIMPEHIIIMX XPOHIYHHX MATOJIOTH EYiHKH, YaCTO ACOLIIOETHCS 3
JMCTIMIAEMIsIMH Ta METa0OTiTHAM CHHAPOoMOM. CHHIPOM HaaMIpHOTO GaKTepiaIbHOTO POCTY B TOHKOMY KHIIKIBHHKY PO3IIISIAETHCS
SIK KITFOUOBHH MEXaHi3M, 10 MOTEHIIIHHO CIIpHsi€ PO3BUTKY HEAJIKOTOJILHOI JKUPOBOi XBOPOOH MEUiHKU Ta AUCITIMiAEMil, BIUTMBAIOYH HA
MeTa0oITIuHMI GaaHC, T THUI 0OMIH 1 CHCTEMHE 3analieHHsL. Y JOCHiKECHHI 00CTe))eHO 342 MaIlieHTH 3 JUCTIIT ACMISIMH, CEPE]T TKHX
OL[IHEHO MOIINPEHICTh CHHAPOMY HaJMIpHOTO OaKTepiaIbHOTO POCTy B TOHKOMY KHIIKIBHHKY Ta HOr0 BIUIMB HA MOKA3HUKH JIMIHOTO
0oOMiHy 1 3amaybHi MapkepH. BcTaHOBIEHO 3HAYHO BHILY YacTOTy CHHAPOMY HaaMIPHOTO OaKTepialbHOTO POCTy Y TAIIEHTIB i3
MOpYIICHHSIMU JiirtiiHOoro oominy (53,4 %) mopiBHAHO 3 KOHTposbHOIO Tpymoro (36 %, p<0,05), a Takox cepe/l MAli€HTIB i3
HEAJIKOTOJIGHOIO JKHPOBOIO XBOpoOoto mediHku (52 %). Kopemsmiiinuii anamiz miaTBepIwB 3B’SI30K CHHAPOMY HaaMIpHOTO
0akTepiaJIbHOTO POCTY 13 MiJBUILEHHAM PiBHS TPUIIILEPHIIB, Jy>KHOI (hocdaTasu Ta iHAEKCY IHCYIIHOPE3UCTEHTHOCTI. Pe3ymbsrati
I IKPECITIOI0Th 3HAYYIL[ICTh CHHIPOMY HaJIMIPHOTO OaKTepiaJbHOrO POCTY Y MATOreHe3i HeallKoroJbHOT JKUPOBOI XBOPOOH IEUiHKH Ta
JIAICITITTIAEMIH, IO BiIKPHBA€E HOBI IEPCIICKTUBH [Tl IIATHOCTUKH Ta TEPAITii IUX 3aXBOPIOBAHb.

Ku1ro4oBi cjioBa: HealkorojbHa XHUPOBA XBOPOOa MEYiHKH, CHHAPOM HAIMIpPHOTO OaKTEpifHOTO pOCTY, AUCITIIiAEMis,
CTearTo3, CTeaTorenarur.

The study is a fragment of the research project: “Features of pathogenesis, diagnosis, and treatment of cardiovascular,
digestive, endocrine, and respiratory system diseases in clinical practice and experimental studies”, state registration
No. 0120U002142.

Nonalcoholic fatty liver disease (NAFLD) is one of the most common chronic liver pathologies
worldwide, and its prevalence continues to increase due to the obesity and metabolic syndrome epidemic
[14]. One of the key pathogenic mechanisms in the development of NAFLD is lipid metabolism disorder
and the development of insulin resistance, which leads to dyslipidemia, particularly elevated triglycerides
and total cholesterol levels. Moreover, increasing attention is being paid to the role of gut microbiota in the
development of metabolic diseases, including NAFLD [3, §].
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