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Paranasal sinus foreign are lately more and more frequent. The
most commonly involved sinus is the maxillary sinus (75.0%)
and most of these are introduced iatrogenic (60,0%) [17]. Most
of the sinusitis are the result of periapical infection caused by
caries or periodontal disease The role of bacteria in the initiation
of pulpal and periapical inflammation has been well demonstrat-
ed. It is well known that microorganism colonizing in an oral
environment can be conducive to pulpal and periapical pathosis.
A periapical infection can occasionally reach the maxillary sinus
causing stomatogenical sinusitis due to proximity of the upper
posterior teeth [4].

Other causes of stomatogenical maxillary sinusitis are max-
illary dental trauma, antral foreign bodies secondary to dental
procedures (dental roots in traumatic extraction, dental mate-
rials, parts of broken instruments), oroantral fistula, placement
of dental implants, sinus floor elevation procedures [6]. We
proposed an etio-pathogenetic classification of the maxillary
sinusitis, depending on the stomatogenic cause of the disease.
Systematization will facilitate the process the in-depth study of
individual forms of oral sinusitis. Stomatogenic maxillary sinus-
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itis, which developed as a result of the spread of bacterial infec-
tion from periapical foci of previously treated teeth, was isolated
as the group of infectious-allergic iatrogenic maxillary sinusitis
of the stomatogenical genesis.

Purpose: studying the composition of the microbial flora and
the state of the organism’s reactivity in the pathogenesis of the
infectious-allergic form of iatrogenic maxillary sinusitis of a
stomatogenical origin.

Material and methods. The study involved 17 patients
(in the age of 40,5+12,7 in average) with iatrogenic group of
stomatogenic maxillary sinusitis with severe clinical signs of
exacerbation of inflammation in the maxillary sinus who had
established a periapical infection of previously treated teeth in
the sinus in the etiology of the disease [7]. All patients were
hospitalized in the Department of Surgical Dentistry and Maxil-
lo-facial Surgery of the Hospital of Emergency and Emergency
Medical Care of Zaporozhye city.

In 8 (47,0%) patients the species composition of microflora
in sinus, was identified. Since the microflora of the nasal cavity
is considered “path-related” and has no etiologic significance,



GEORGIAN MEDICAL NEWS
No 4 (289) 2019

while the causative agent of recurrent sinusites is microflora
isolated from the maxillary sinus, one of the conditions of this
study was collection of clinical samples directly from the cavity
of the maxillary sinus. Another condition was the absence of
pus in the taken material. Material was taken from the walls of
the maxillary sinuses during “maxillary sinusotomy” surgery us-
ing sterile swabs of standard transported tubes for seeding with
Ames media. In all observed patients antibiotics were canceled
24 hours before the operation. To obtain information on quan-
titative composition of microorganisms in the sampled material
the “swab-loop” seeding method was used. To isolate aerobic
microbes the following was used: 5% blood agar, boiled
blood agar (“chocolate agar”), Endo agar, Chistovich’s medi-
um. To identify fungi of genus Candida Sabouraud’s medium
with chloramphenicol was used. Cultivation was performed
in incubator at 37°C under aerobic conditions by counting
the colonies: after 24 and 48 hours of incubation — for aero-
bic microorganisms; in 72-120 hours — for genus Candida.
Identification of isolated aerobic cultures and fungi was per-
formed with the help of “Vitek 2-compact” (“bioMérieux”,
France). Antibiotic susceptibility of isolated microorganisms
was determined with the use of bacteriological analyzer “Vi-
tek 2-compact” (“bioMérieux”, France).

In 9 (53,0%) patients the venous blood sampling was carried
out in accordance with the guidelines of the Zaporozhye’s Sy-
nevo laboratory (Belgium). An important condition for ensur-
ing the quality of laboratory blood testing is taking the material
on an empty stomach, in the morning (before 12:00). 12 hours
before the study drinking alcohol, smoking, eating, physical
activities were excluded, taking medication was excluded. The
immunity indices were determined by the method of immuno-
enzymatic analysis and flow cytometry [5].

We used the Student-Fisher’ exact two-tailed method to esti-
mate the level of reliability of differences in the results obtained-
a confidence level of at least 95%, which is generally accepted
for biological and medical research (p<0.05); Differences in
proportions between groups were tested by the x> The average
arithmetic values and the error of the mean value were used.

Results and their discussion. The growth of microorganisms
under aerobic conditions was noted in 100.0% of samples (n=8),
10 strains of microorganisms of the genus were sown: Staphy-
lococcus, Streptococcus, fungi of the genus Candida. The entire
microbial landscape was represented by Gram-positive flora
(Table 1).

From Table 1 it follows that with the infectious-allergic form
of iatrogenic maxillary sinusitis was more often St. aureus
(40.0%).

Monocultures of bacteria were found in 75.0% of patients. In
the remaining 25.0%, associations from two strains of microor-
ganisms were sown. In the first case, the aerobic association was
Streptococcus pneumoniae (10° cfu) with Candida albikans fun-

gus (10° CFU) in the second case - Streptococcus pneumoniae
(103 CFU) with Staphylococcus aureus (10° CFU). The indicator
of contamination by bacteria of the maxillary sinuses was 10°
CFU in 50.0% of cases; 10* CFU - in 30.0% of cases; 10° CFU
- in 20.0% of cases. The degree of dissemination of Staphylo-
coccus aureus and Candida albikans was 10° CFU in 66.7% of
cases, and 10° CFU - in 22.3% of cases. The degree of dissemi-
nation of Staphylococcus epidermidis was 103 CFU (50.0 %)
and 10* CFU (50.0%). The degree of dissemination of Strepto-
coccus pneumonia was 10* CFU (50.0%) and 10° CFU (50.0%).

In 33.3% of patients reported a decrease in the value of the
T-suppressor/T-cytotoxic cells (CD4-, CD8 +), which is sig-
nificantly less (p,=0.16) than in the number of patients with
normal (CD4-, CD8 +) cells and significantly more than the
number of patients (0%) with a high value of this indicator
(p,=0.059). We found a decrease in the value of cytotoxic
(CD3 +, CD56 +) cells in 66.7% of patients, which is unreli-
able more than the number of patients with a normal value of
this indicator (p,=0.16) and significantly more than the num-
ber of patients with a high value of this indicator (p,=0.026).
In 33.3% of patients, the Immunoregulatory index (CD4 +,
CD8+/CD4-, CD8+), p,=0.059; p,=0.16, was overestimated.
In 22.2% of patients had a low NK-cell count (CD3-, CD56+),
44.4% had a high (p,=0.30); in total the inconsistency with
the norm of this indicator was noted in 66.7 % of patients
(p,=0.20). The concentration of B-lymphocytes in all patients
with infectious-allergic iatrogenic sinusitis was within the
normal range. In 33.3% of patients there was a low value of
monocytes in the blood (p,=0.059, p,=0.16). Despite this, the
average values of the lymphocyte subpopulations in patients
with an infectious-allergic form of iatrogenic maxillary si-
nusitis were within the limits specified by the laboratory. We
found that the values (rbtl) with the myogen Con. A were low
in 44.4% of patients, which significantly exceeded cases with
a high value of this indicator (p,=0.024), and was significant-
ly less than cases with normal indices (p,=0.634). Rbtl can be
bacterial, medical, household and pollen allergens, and with
non-specific stimulator of phytohemagglutinin (PHA). In to-
tal the mean values of the indices of the functional activity of
immune cells were within the normal range.

IgG and IgM values were high in 11.1% of cases, which was
significantly inferior to the frequency of cases with a normal
index (p,=0.0001) and there were unreliably more cases with a
low value of this index (p,=0.30). A high IgE value was noted in
33.3% of patients (p,=0.059, p,=0.16). An insignificant decrease
in the content of C3 components of the complement in the blood
to 0.75 g/1, (the lower limit 0.9 g/1) and an the high value of the
C 4-2 component to 0.44 g/l (upper limit 0.1-0.4 g/1) were in
11.1% of patients (p,=0.30, p,=0.001). The average values of the
parameters of humoral immunity of patients with an infectious-
allergic form of iatrogenic sinusitis are given in Table 2.

Table 1. Bacteria isolated under aerobic conditions from the maxillary sinuses

The names of isolated strains Number of isolated strains (n = 10)

Bacteria genus Type of bacteria and Gram staining abs. % CI=95 p

Staphylococcus aureus (+) 4 40,0 40 [16,8;68,7] p>0,05
Staphylococcus . -
Staphylococcus epidermidis (+) 2 20,0 20[17,3;64,3] p>0,05
Streptococcus Streptococcus pneumoniae (+) 2 20,0 20 [17,3;64,3] p>0,05
Candida Candida albikans 2 20,0 20[17,3;64,3] p>0,05
note. abs. - absolute number; % - percentage (portion);
CI - Credible interval; differences in values in the study groups are significant for p<0.05
© GMN 43
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Table 2. Mean values of indices of humoral immunity

Investigated Values in the group
. DA In norm
immunity indices M£m (%) Me [Q;Q,]
IgA, (whey) 0,7-4,0 g/l 2,46+0,29 2,24 [1,95;2,51]
IgM, (whey) 0,7-2,3 g/l 1,56+0,19 1,38 [1,09;2,05]
1gG, (whey) 7,0-16,0 g/l 11,82+0,88 10,73 [9,61;13,91]
IgE, (total, whey) 100,0 IU/ml 173,38+76,7 66,78 [6,57;270,8]
complement component 3 (C 3) 0,9-1,8¢g/1 1,09+0,54 1,07 [1,06; 1,17]
complement component 4-2 (C 4-2) 0,1-0,4¢g/1 0,27+0,07 0,30 [0,25;0,32]

Table 3. The mean values of circulating immune complexes in the blood

Values in the group
Investigated immunity indices In norm
M=m Me [Q;Q,]
Major CIC befor 20,0 OU 6,67+0,80 6,0 [4;9]
Medium CIC 60,0-90 OU 89,00+3,50 93,0 [82;94]
Small CIC 130,0-160 OU 170,22+4,23 173 [168;179]

As can be seen from Table 2, the mean IgE value in the study
group exceeded the norm by almost 1.73 times, to 173.3£76.7
1U/ml.

In 55.5% of patients the index of medium circulating immune
complexes was high (p1=0.0086, p2=0.634); in 88.9% of pa-
tients the value of the small circulating immune complexes was
high, p1.2 =0.001 (Table 3).

As can be seen from Table 3, the average value of small CICs
exceeded the upper limit of the norm (160 OE) by 1.06 times.

The studies showed that the pulp can be infected due to fault
restorative procedures and via cavity preparation, which fre-
quently opens up extensive dentinal tubular access. [14]. Sec-
ondary infections are causy by microorganisms that are resistant
to the chemical-mechanical procedures or invaded the canal
during or after endodontic treatment. However to conserve the
tooth a revision of the endodontic treatment becomes necessary,
because otherwise persistent microorganisms or secondary in-
fections mainly caused by insufficient coronal restoration can
lead to loss of the tooth.

Microorganisms isolate in 35-100% of root-filled teeth with
periradicular lesions [14]. Endotoxins (antigens), penetrat into
the apical periodontium, lead to the launch of a whole cascade of
reactions at the cellular, microcirculatory, immune levels, result-
ing in the destruction of the apical periodontal and the adjacent
bone [3]. Studies of the microbiota from the canals of teeth with
failure of endodontic therapy have revealed that A total 80%
gram-positives and 58% facultative anaerobic microorganisms.
The bacterial genera most frequently recovered were Entero-
coccus, Streptococcus, Peptostreptococcus and Actinomyces.
It was concluded that microbial flora in canals after endodon-
tic failure comprised predominantly facultative anaerobes and
gram-positive species [16]. Simultaneously in chronic forms of
apical periodontitis, representatives of the genus Staphylococ-
cus (62.5%) and Streptococcus (50.0%) and fungi of the genus
Candida (4.2%) prevail in the root canals of the teeth. In the
case of exacerbation of chronic periodontitis in the landscape
of microflora, the leading position continues to be occupied by
staphylococci (55.5%). Significantly increased the role of strep-
tococci (44.4%), but the fungi of the genus Candida were not
detected [10].

In primary infection belong the most frequently detected the
Gram-negative genera baccterium, as well as facultative or mi-
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croaerophilic Streptococci have revealed the composition of
root-canal microbiota after failed treatment differs from that
normally found in untreated teeth. There is some diversity in
species isolated from root filled teeth with persistent periapi-
cal disease, but there is a consensus amongst most studies that
there is a high prevalence of Enterococci and Streptococci and
Candida albicans. As-yet-uncultivated phylotypes correspond to
55.0% of the taxa detected in treated canals [13].

Among aerobic flora, Staphylococcus aureus was the com-
mon cause of acute and chronic odontogenic sinusitis in all
studies (Bacteriological findings and antimicrobial resistance
in odontogenic and non-odontogenic chronic maxillary sinusitis
[11]. Same Streptococci were the second most predominant aer-
obic floras in acute and chronic maxillary sinusitis with dental
sources, which were common in most studies [1].

The pathogenic role of immunoglobulin E (IgE) antibodies
in triggering and maintaining allergic inflammation in response
to allergens is due to the binding of multivalent allergens to
allergen-specific IgEs on sensitized effector cells. These interac-
tions trigger effector cell activation, resulting in release of potent
inflammatory mediators, recruitment of inflammatory cells, an-
tigen presentation, and production of allergen-specific antibody
responses. Since its discovery in the 1960s, the central role of
IgE in allergic disease has been intensively studied, placing IgE
and its functions at the heart of therapeutic efforts for the treat-
ment of allergies [8].

The CIC is able to stimulate the development of the body’s
immune response. Normally, these complexes are quickly elimi-
nated from the blood, but with prolonged exposure to antigens,
the level of the CIC in the blood rises. Also, the increase occurs
in diseases characterized by the development of autoimmune
processes [12]. Circulating immune complexes (CIC) are het-
erogeneous population in size and composition of to antibodies
and antigens . When are the excess antigens or antibodies, small
complexes are formed, when their ratios was equimolar formed
large complexes with a predominance of antibodies. An essential
factor that is important for the manifestation of the pathogenic
properties of the CIC is their size Low-molecular complexes are
worse in comparison with large complexes that activate comple-
ment [9]. Thus, by determining the size of the CIC, one can in-
directly assess their biological properties and possible negative
consequences. The greatest pathological potential is inherent in
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soluble immune complexes of medium size, formed with a small
excess of antigen, capable of activating complement. The de-
tected increase in the level of circulating immune complexes of
small and medium sizes in the serum can be an indication of the
predisposition of this category of patients to the development of
immunopathological reactions [15].

Conclusions

1. In the iatrogenic maxillary sinusitis which developed dur-
ing the treatment of complications of caries of the upper jaw,
aerobic bacteria are sown in 100.0% of patients and are repre-
sented by Gram-positive flora of Staphylococcus and Strepto-
coccus (80.0%) and Candida fungi (20.0%).

2. Monocultures were found in 75.0% of patients, associations
- in 25.0%.

3. The maximum indicator of bacterial contamination is 10°
CFU, revealed in 20.0% of cases; the minimum indicator was
10° CFU, - was detected in 50.0% of cases.

4. The high values of IgE (173.3£76.7 IU/ml) and of the
smalls CICs (160 OU) indicate the presence of an allergic com-
ponent in the pathogenesis of the disease and an adequate re-
sponse of immune system on sensitization and inflammation in
patients in this group.
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SUMMARY

AEROBIC MICROFLORA IN THE PATHOGENESIS OF
MAXILLARY SINUSITIS AFTER THE TREATMENT OF
CARIES COMPLICATIONS

'Varzhapetian S., Makarenko O., 'Sydoryako A.,
3Baleha M., ‘Bunyatyan Kh.

ISE “Zaporizhia’s Medical academy Postgraduate Education
of the Ministry Health of Ukraine”; ’I.1. Mechnikov National
University of Odessa; 3Uzhhorods National Universitet; *SE
“Dnipropetrovsk Medical Academy of the Ministry of Health of
Ukraine”

Most sinusitis is the result of a periapical infection caused by
caries or periodontal disease. The role of bacteria in the initia-
tion of inflammation of the pulp and periapical zones has been
well demonstrated. It is well known that colonization of micro-
organisms in the oral cavity can contribute to the development
of pathology of the pulp and periapical organs.

Purpose - to study the pathogenesis of maxillary sinusitis,
which developed during the treatment of complications of caries
of the upper jaw.

The study involved 17 patients (mean 40.5+12.7 years) with
maxillary sinusitis after treatment of complications of dental
caries of the upper jaw. In 8 (47.2%) patients, the species com-
position of microflora in the sinuses was revealed. Material for
the study was taken from the maxillary sinuses during the opera-
tive intervention. 24 hours before the operation, antibiotics were
discontinued.

Identification of isolated aerobic cultures and fungi was car-
ried out using a Vitek 2-compact (BioMérieux, France). The
susceptibility of antibiotics to the isolated microorganisms was
determined using a Vitek 2-compact bacteriological analyzer.

In 9 (53.0%) patients venous blood sampling was carried out
in accordance with the recommendations of the Zaporizhzhya
laboratory Synevo (Belgium) for the study of general immunity.

Aecrobic bacteria were sown in 100.0% of patients. Gram-
positive flora - staphylococcus and streptococcus (80.0%) and
fungi - candida (20.0%).
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Monocultures were detected in 75.0% of patients, associa-
tions - in 25.0%. The maximum bacterial contamination index
is 105 CFU, detected in 20.0% of cases; the minimum figure
was 103 CFU, was found in 50.0% of cases. High Ig E values
(173.3+£76.7 1U/ml) and low CIC values (160 OU) indicate the
presence of an allergic component in the pathogenesis of the dis-
ease and an adequate immune system response to sensitization
and inflammation in patients in this group.

Keywords: maxillary sinusitis, aecrobic microflora, iatrogenic
forms of maxillary sinusitis, differential diagnosis, classification
of sinusitis.

PE3IOME

ADPOBHASI MUKPO®JIOPA B ITATOI'EHE3E MAK-
CHJUVIAPHOI'O CUHYCHUTA IOCJIE JIEHEHUSA OC-
JIOJKHEHU KAPHECA

"Bap:xkanersin C.JI., 2Makapenko O.A., 'Cunopsiko A.B.,
‘banera M., ‘Bynstan X.A.

"3 «3anoposicckas MEOUYUHCKASE AKA0eMUs ROCACOUNIOMHO20
obpazosanusi Munucmepcmea 30pasooxpanenus Ykpaumviy,
’Hayuonanenwiii ynusepcumem um. U.U. Meunuxosa, Odecca;
$Varceopoockuil nayuonanvnoiil ynusepcumem, “I'3 «{nenpone-
mposckas meouyunckas akaoemus Munucmepcmea 30pasoox-
panenusi Yepaunoi»

CHUHYCHUTBHI SIBISIETCS B OOJIBIIMHCTBE CIIy4aeB SIBISIIOTCS pe-
3yJIbTaTOM IEepHANMKAIBLHOW HH(EKIUH, BEI3BAHHON KapuecoM
WIH NapogOHTO30M. M3BECTHO, YTO KOJIOHHU3ALMS MHUKPOOpTra-
HHM3MOB B TIOJIOCTH PTa MOXKET CIIOCOOCTBOBAThH PA3BUTHIO 1ATO-
JIOTnn ITyJIbIIbI U IepruanuKalibHbIX OPraHoOB.

Ienb uccnenoBanus - U3y4UTh MATOTCHE3 BEPXHEUCTIOCTHOTO
CI/IHyCl/ITa, Pa3sBUBLICTOCA B pe3y.m>TaTe JICUCHUA OCJ'IO)KHeHl/Iﬁ
Kapreca BepXHEH YeIOCTHU.

B wuccnenoBanuy npuHsutd ydactue 17 mauueHToB (CpemHui
Bo3pact 40,5£12,7 roga) ¢ raiiMOpUTOM BEpXHEH YeNOCTH, pas-
BHBIIIETOCS TIOCTIC JICUCHHSI OCTIOKHCHHIT Kapreca 3y0OB BepXHEit
uenmocT. Y 8 (47,2%) GObHBIX BBISIBICH BUOBOH COCTAB MUKPO-
(opsl B mazyxax. Marepuai uist HCCIIeioBaHus 3a0paH U3 BepX-
HEUEITIOCTHBIX M1a3yX BO BPEMsl OIIEPaTUBHOIO BMEILIATENIbCTBA. 32
24 yaca J10 onepaiyi aHTHOMOTHKHU ObLITA OTMEHEHBI.

Wnentudukanns W30IUPOBAHHBIX a’POOHBIX KYJIBTYp H
rpuboB TpoBOAWIIACH C HCHoOJb30BaHMeM Vitek 2-compact
(BioMérieux, France). BocnpuumuuBOCTH aHTHOMOTHKOB K
U30JIMPOBAHHBIM MHKPOOPTaHW3MaM OIPEIeSUTH C HUCIIOJIb30-
BaHUEM 2-KOMIIAKTHOIO OaKTEPHOJIOIHYECKOTO aHalu3aTopa
Vitek.

V9 (53,0%) nanueHToB 3200p BEHO3HOM KPOBHU U1 H3YyUCHUS
OGI_HGFO I/lMMyHl/ITeTa IPOBOAUJICA B COOTBETCTBUH C PEKOMCH-
JTALUSIMU 3aII0POKCKOi tabopatopun Cuneo dunuan benabruu.

Anpobubie GakTepuu Boicesiuch y 100% maruentos. [pam-
MOJIOKHUTENbHAST GJIopa - cTapHIOKOKK M CTpenToKoKK (80%),
rpubok Candida - (20%).

MOHOKyYIBTYpBI BBISBIEHBI Y 75% NalMEHTOB, acCOLUALUU
-y 25%. MakcuManbHbIi UHACKC OaKTepHUaJbHOTrO 3arpss-
Henust - 10° KOE oGnapysxken B 20% ciiyyacB; MHHHMAJIbHbIN
nokaszaresib (10° KOE) - B 50,0% ciyuaes. Boicokue 3HaueHHs
IgE (173,3£76,7 ME/Mi1) 1 HU3KHE 3HAYSHUsI IUPKYIUPYIOLINX
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MEJIMIJUHCKHUE HOBOCTHU I'PY3UU
LSIS@HOZIRM LSFIRNGO6(M LOSBLI6()

UMMYHHBIX KomIuiekco (160 ME) yka3biBaroT Ha Haiuuue aj-
JEPrUuecKoro KOMIIOHEHTA B [aTOTeHe3e 3a00/IeBaHUs U aIeK-
BAaTHYIO PEaKIMI0 HMMYHHOH CHCTEMBI Ha CEHCHOMIM3AINIO U
BOCIAJICHUE y NAllUEHTOB 3TOH IPYIIIbL.

Agboydy

5900 JogOmgmmas dsJlogmsdygmo Lobyglodol
30mma969bTo  podmgagdygmo  3oMoglbol d3@bsgom-
b0l ‘dgdwgp

1.390x% 53930560, 2035350963, 's.Lowm@osm,
3. doangas, *h.dygbs@osbo

bobgadfogm ©sfglgdagamgds “g3@s0bols xobosigol
Ls30bobE®ML bsdm@mygogl o 3enmdoldgdoymdo aobo-
n@gdol 535093057 2o, dghbogmgol Lsb. g@mgbyeo
9603900 gB0, MmEgls; Pgamamaol gHmgbyemo  9bo-
390L0dgH0; ‘Lobgmdfogm ©sfglgdyamgds “gi650600
xobogol LodobolEH®™m ©bg3Mm3g@dmmglzol Lsdgwo-
(3060 5350093057, 9305065

Lobglo@gool 9dgBgbmds odm{ggnemos 3gMosdogoes-
@0 06g9d3o0m, AMIgmoE gomsdEgds JoMoglbol ©s

30MMEmbAMbol aodmyamgdols d3x@bognmdols Jgdwga.
3bmdoeos, MM 3o@ol @OYTo dog@mm@sbobdgools
3O@mbobszos bgal gfymdl 3yadobs ©s 3g@osdo-
3oEA0 Mm@a56mgool 3omamaools gsbgoms®gost.
3320930L dobobl To@mImowagbos bgws gdols godog-
Lol go®mygagdgdols 3390bsgmdols Igogasw aobgoms-
Agd9e0 Lobgbodol 3smmygbgbols IgbFoges.
332093530 hodmgeo ogm 40,5127 . Ladygogm sbo-
3oL 17 35309630 bgws gdol goodm@o@om, dmdganoi
3obgomsdms  bgos  gdol  goMogbols  asdmgmgdoms
d39@bsgrmdol Vgdgy. 8 (47.2%) ogowdymyl swdm-
ohbws Jogmmgmm@ols bbgopolbgs Lobgmds gool o-
omdo.  godmlogganggo  dobogns  s@gdgeo  ogm  bgos
gool Joomosb m3g@saogmo hodggol ©@ml.  sSb@o-
b0mE03mmgdsdos Ygfyggdomo ogm m3g@siosdpyg 24
Lo-smom @y, 0bmaodmgdygmo s9OHmdygmo  3oen-
B9Mgool s bmgmlb ogbdogogoios ho@omws “Vitek
2-compact”-ols (“BioMérieux”, bog@sbagmo) dgdggmdom.
9 (53%) 35309bB0basb ggbyg®o Lolbeno 0dybo@g@ol
Ygb{ogaols dobboo s@gdynmo  ogm  @SdMASGHME0S
“Lobggm”-L (dgea0s) Mg3mdgbosiogdol Jglsdsdolbsw.
59MMd gm0 dsJBgmogdo  s@dmohbos  yggms (100%)
35330963 L, domaob 80% - a@sdo@gdomo Femes —
bAsgommimggo s LEMg3Gmimgg0 s 20% - Lmgm
Candida.
dmbmgyam@dgdo swdmshbos 75% 353096@L, Sbm-
(30530900 — 25%-U. d5]BgM0eo ©sd0bdy@gdols dolo-
dogng@o  0bpgdlo, GmIgemoi s@dmhbps 20% TYgdnb-
393>d0, 9950 960s 10°CFU  dobodsgoy@o dshggbgogemo
10° CFU s@dmashbes aodmjgmggammns 50%.
IgE dsmsgno 3ohggbgdgano (173,3£76,7), beogoey doi00 39
@oMgdgeo 0d9by@o 3033 gdbgool sdsmo dohiggby-
bdgeo (160 ME) d0gmomgdl 3530963 g0 do  mosgs@gdols
300m2969bTo s g@Ma0gmo 3m33mbgbBol s@ALgdmdaby
©> 0396900 LolBgdol swgdzsdy® Mgsdiosby Lgblo-
doanobozoobs s sbmgdsby.





