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Abstract: Objective To analyze the effects of continuous renal replacement therapy (CRRT) dose on serum prostaglandin-2
(PGE2) and intestinal fatty acid-binding protein (I-FABP) levels and prognosis in patients with severe sepsis, and to reveal the
dynamic pattern of change. Methods A total of 115 patients with severe sepsis treated in Qianjiang Central Hospital of
Chongging from May 2021 to May 2024 were selected as the study subjects. They were divided into Group A (38 cases), Group
B (37 cases) and Group C (40 cases). Group A, Group B, and Group C were given CRRT treatment doses of 20 mL/ (kg-h), 25 mL/
(kg-h), and 30 mL/ (kg-h), respectively. After 7 days of treatment, enzyme-linked immunosorbent assay (ELISA) was used to
detect intestinal mucosal barrier function indicators [endotoxin, diamine oxidase (DAQ), D-lactic acid]as well as the levels of
PGE2 and I-FABP. Flow cytometry was employed to measure immune function indicators (CD4", CD8", and CD4'/CD8"). The
Acute Physiology and Chronic Health Evaluation I (APACHE 1) score and Sequential Organ Failure Assessment (SOFA) score
were used to evaluate prognosis. Results After treatment, the levels of endotoxin, DAO, D-lactic acid, CD8", PGE2 and |-FABP
in all groups were decreased, and which in Group C were lower than those in Group A and Group B (P<0.05). After treatment,
the levels of CD4" and CD4'/CD8" in all groups were increased, and the levels in Group C were higher than those in Group A
and Group B (P<0.05). After treatment, APACHE Il and SOFA scores were decreased in all groups, and which in Group C were
lower than those in Group A and Group B (P<0.05). Conclusion Patients with severe sepsis who receive different doses of CRRT
treatment can improve their intestinal mucosal barrier function and immune function, inhibit serum PGE2 and |-FABP levels,
and high-dose patients have better treatment effects, which can promote patient prognosis.
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Sepsis is a systemic inflammatory disease caused by
infection. After clinical onset, symptoms such as chills and
shortness of breath may appear, which might affect the
prognosis of patients. When organ failure occurs in septic
patients, it can lead to severe sepsis [1-2]. Severe sepsis
primarily manifests as gastrointestinal dysfunction,
immune system disorders, exacerbated inflammatory
response, accompanied by impaired consciousness and
hypotension. This can further damage the patient's
intestinal mucosal barrier, lead to multiple organ failure,
and result in a high mortality rate [3]. Continuous renal
replacement therapy (CRRT) is an effective treatment for
severe sepsis, capable of removing inflammatory factors
and toxic substances from the patient's body, with
relatively good clinical efficacy [4]. The effectiveness of
CRRT with different doses for treating severe sepsis varies
clinically. Based on this, this study analyzes the impact of
different doses of CRRT on the prognosis and outcomes of
patients with severe sepsis.

1 Data and Methods
1.1 General Data

The sample size for this study was determined based
on N=72x[Px(1-P)]/E?. N referred to the sample size; Z
refereed to the statistic (Z=1.96 for 95% confidence level);
E referred to the margin of error (0.05); P referred to the
probability value (0.08). The calculated sample size was
N=1.962x[0.08%(1-0.08)]/0.05> =~ 114. Considered there
might be a 2% dropout rate, a total of 120 patients with
severe sepsis treated at Qianjiang Hospital Affiliated to
Chongqing University from May 2021 to May 2024 were
selected as study subjects. The patients were divided into
three groups according to the clinical treatment dose, with
40 cases in each group. During the study, 2 cases from
Group A and 3 cases from Group B withdrew. The general
data of each group were balanced and comparable (P>0.05).
See Table 1. This study was approved by the Ethics
Committee of Qianjiang Hospital Affiliated to Chongqing
University [Approval No.: (2021) Ethics Review (17)].

Inclusion criteria: Meeting the diagnostic criteria in
the Expert Consensus on Diagnosis and Treatment of
Sepsis-Induced Immunosuppression [5]; Patients able to
communicate normally; Presence of water-electrolyte and
acid-base imbalance; Patients and their families provided
informed consent.
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Exclusion criteria: Recent use of antibiotics or
immunosuppressants; Complicated with gastro-intestinal
tumors; Suffering from severe organ dysfunction; Previous
gastrointestinal surgery; End-stage chronic disease;
Coagulation dysfunction.

Tab.1 Comparison of general data among 3 groups

GroupA  GroupB  GroupC  F/y P

Indicator (n=38) (n=37) (n=40) value value

Age(years, x+s) 65.22+2.14 65.19+2.12 65.27+2.16 0.014 0.986

Gender
[case(%)]
Male 20(52.63)  18(48.65)  22(55.00)
Female 18(47.37)  19(51.35)  18(a5.00) 0316 0854

1.2 Treatment Methods

After admission, patients received anti-infective
treatment, blood glucose control, and correction of the
internal environment. Vital signs were monitored, and
health education and dietary guidance were provided.
Subsequently, patients underwent CRRT treatment.
Anticoagulation was performed using low molecular
weight heparin calcium. A double-lumen catheter was
placed in the internal jugular vein to establish vascular
access, with a blood flow rate set at 160-250 mL/min for
continuous treatment over 24 hours. Group A (38 patients)
received a treatment dose of 20 mL/(kg-h); Group B (37
patients) received 25 mL/(kg-h); Group C (40 patients)
received 30 mL/(kg-h). All patients were treated for 7 days.

1.3 Indicator Detection

1.3.1 Intestinal  Mucosal  Barrier  Function,
Prostaglandin-2 (PGE2), and Intestinal Fatty Acid
Binding Protein (I-FABP) Levels
Four mL of venous blood was collected from patients

under fasting conditions, left to stand for 30 minutes, and

centrifuged (15 min, 3,500 r/min, radius 5 cm) to separate
serum. The serum was stored in a -80 °C freezer for later use.

Levels of endotoxin, diamine oxidase (DAO), D-lactic acid

(D-Lac), PGE2, and I-FABP were detected by ELISA.

Sample wells, standard wells, and blank wells were

designed in the microplate. 50 pL of the test sample was

added to the sample wells. Then, 50 pL of standard solutions
for endotoxin, DAO, D-Lac, PGE2, and I-FABP from
patients receiving different doses were added to the standard
wells. Fifty pL of horseradish peroxidase was added to each

well, followed by incubation at room temperature for 60

minutes. The wells were washed with wash buffer. Then, 50

uL of Substrate A and Substrate B were added to each well,

followed by incubation at 37 °C for 15 minutes. After that,

stop solution was added. The OD value of each well at 450

nm wavelength was measured using a microplate reader,

and the levels of endotoxin, DAO, D-Lac, PGE2, and I-

FABP were calculated.

1.3.2 Immune Function Detection
Four mL of venous blood was collected from patients

under fasting conditions for later use. Flow cytometry was

used to detect CD4" and CD8" levels, and the CD4"/CD8*
ratio was calculated.

1.3.3 Prognosis Observation

The Acute Physiology and Chronic Health
Evaluation II (APACHE II) score and the Sequential Organ
Failure Assessment (SOFA) score were used to assess
prognosis. The maximum APACHE II score is 71 points,
and the maximum SOFA score is 24 points. Higher scores
indicate a worse prognosis.

1.4 Statistical Methods

SPSS 19.0 software was used to analyze the data.
Measurement data conforming to a normal distribution
were described by X +s. Paired #-test was used to analyze
differences before and after treatment within each group.
One-way analysis of variance (ANOVA) was used for
comparisons among multiple groups, and further pairwise
comparisons were performed using the LSD-# test. Count
data were expressed as case (%), and comparisons between
groups were made using the chi-square test. P<0.05 was
considered statistically significant.

2 Results

2.1 Comparison of Intestinal Mucosal Barrier
Function Indicators

Before treatment, there was no significant difference
in the levels of intestinal mucosal barrier function
indicators among the groups (P>0.05). After treatment, the
levels of endotoxin, DAO, and D-Lac in each group were
significantly lower than those before treatment (P<0.05).
Furthermore, the levels of endotoxin, DAO, and D-Lac in
Group C were lower than those in Group A and Group B
(P<0.05). See Table 2.

2.2 Comparison of Immune Function Indicators

Before treatment, there was no significant difference
in the levels of immune function indicators among the
groups (P>0.05). After treatment, the levels of CD4" and
CD4%/CD8" increased in each group, while the CD8" level
decreased. The levels of CD4" and CD4"/CD8" in Group
C were higher than those in Group A and Group B, and the
CD8* level in Group C was lower than that in Group A and
Group B (P<0.05). See Table 3.

2.3 Comparison of Serum PGE2 and I-FABP

Before treatment, there was no significant difference
in serum PGE2 and I-FABP levels among the groups
(P>0.05). After treatment, the levels of PGE2 and I-FABP
in Group C were lower than those in Group A and Group
B (P<0.05). See Table 4.

2.4 Comparison of Prognostic Indicators

Before treatment, there were no statistically
significant differences in APACHE II and SOFA scores
among the groups (P>0.05). After treatment, the APACHE
II and SOFA scores decreased in all groups, and the
APACHE 1I and SOFA scores in Group C were
significantly lower than those in Group A and Group B
(P<0.05). See Table 5.
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Tab.2 Comparison of the indicators of intestinal mucosal barrier function among 3 groups ( X +s)

Group Endotoxin(u/L) DAO(/L) D-Lac(mmol/L)

Before Treatment  After Treatment Before Treatment  After Treatment Before Treatment  After Treatment
Group A (n=38) 10.23+2.14 8.02+0.93a 14.25+£2.33 8.23+0.95a 35.21+4.36 21.52+3.69a
Group B (n=37) 10.26+2.16 7.32+0.85ab 14.31+£2.36 6.59+0.73ab 35.18+4.33 18.25+2.74ab
Group C (n=40) 10.21+2.12 3.254+0.43abc 14.22+2.30 4.1140.56abc 35.25+4.39 12.15+2.15abc
F value 0.005 446.393 0.015 290.678 0.003 103.865
P value 0.995 <0.001 0.985 <0.001 0.998 <0.001

Note: Compared with before treatment, *P<0.05; compared with Group A, "P<0.05; compared with Group B, °P<0.05.
Tab.3 Comparison of the indicators of immune function among 3 groups ( X *s)

Group CD4*(%) CD8" (%) CD4'/CD8*

Before Treatment  After Treatment Before Treatment  After Treatment Before Treatment  After Treatment
Group A (n=38) 22.2543.12 27.214+3.48a 23.56+3.45 20.1443.04a 0.94+0.09 1.35+0.23a
Group B (n=37) 22.28+3.14 30.45+4.11ab 23.5243.41 17.2542.85ab 0.95+0.07 1.7740.26ab
Group C (n=40) 22.23+3.10 35.96+4.77abc 23.54+3.46 13.22+2.16abc 0.94+0.08 2.72+0.31abc
F value 0.003 44113 0.001 64.764 0.194 265.449
P value 0.998 <0.001 0.998 <0.001 0.824 <0.001

Note: Compared with before treatment, *P<0.05; Compared with Group A, ®P<0.05; Compared with Group B, ¢P<0.05.

Tab.4 Comparison of the levels of serum PGE2, I-FABP among
3 groups (ug/L, X +s)

Tab.5 Comparison of the prognosis indicators among 3 groups
(point, X +s)

PGE2 I-FABP
Group Before After Before After
Treatment Treatment Treatment Treatment

APACHE 11 SOFA
Group Before After Before After
Treatment Treatment Treatment Treatment

Group A (n=38) 756.36+88.47 632.25+75.14* 38.82+4.33 29.54+3.96*
Group B (n=37)  758.41+89.23 601.33+71.36*® 39.01+4.39 26.11+3.75%
Group C (n=40)  755.23+87.58 564.12+64.25%° 38.95+4.36 21.02+3.11%>

Group A (n=38) 26.11+3.42 17.25+2.36*  14.65+2.75 8.79+0.95*
Group B (n=37) 26.08+3.40 14.55+2.12®  14.53+2.73 5.36+0.66%

Group C (n=40) 26.14+£3.44 11.02+2.03%%*  14.68+2.77 3.110.42%¢

F value 0.013 9.197 0.019 64.969
P value 0.987 <0.001 0.982 <0.001

F value 0.003 80.781 0.032 635.941
P value 0.997 <0.001 0.969 <0.001

Note: Compared with before treatment, *P<0.05; Compared with
Group A, ®P<0.05; Compared with Group B, °P<0.05.

3 Conclusion

Sepsis is mostly caused by infection. Deterioration of
the patient's condition can progress to severe sepsis,
leading to an increased clinical mortality rate [6-7]. CRRT
is a common method for treating critical illnesses. It
removes harmful factors and excess fluid from the patient's
body through extracorporeal circulation, thereby restoring
the stability of the internal environment [8-9]. This study
showed that treatment with different doses of CRRT
resulted in varying degrees of improvement in patients'
APACHE II and SOFA scores. High-dose CRRT was
more effective than low-dose CRRT, as it reduced
APACHE II and SOFA scores and CDS8" levels,
increased CD4" and CD4'/CD8" levels, and improved
immune function and patient prognosis. The reason for this
may be that high-dose CRRT treatment can restore the
function of immune cells, correct the internal environment,
and thereby improve patient prognosis.

After the development of severe sepsis, damage
exists in multiple organs within the body. Damage to the
gastrointestinal tract can manifest as decreased intestinal
mucosal barrier function and disruption of the balance
between beneficial and harmful bacteria [10]. The
occurrence of sepsis damages the body's immune function,
affecting the patient's clinical recovery. Impaired intestinal
mucosal barrier function can promote the release of
inflammatory mediators and endotoxins, worsening the
patient's condition [11-12]. Endotoxin is an important
product produced by Gram-negative bacilli, primarily
derived from intestinal bacteria. When intestinal barrier
function is impaired, endotoxin translocate through the

Note: Compared with before treatment, *P<0.05; Compared with
Group A, ®P<0.05; Compared with Group B, °P<0.05.

intestinal mucosal epithelium into the circulation, forming
endotoxemia, which can assess the status of bacterial
translocation. DAO is a marker enzyme of intestinal
mucosal cells, located in the upper layer of small intestinal
villi. When the intestinal mucosa is damaged, DAO is
released in large quantities into the blood, reflecting the
structural integrity of the intestinal mucosa. D-Lac is a
metabolic end product of indigenous intestinal bacteria. D-
Lac in the blood basically originates from the intestine and
is an indicator for assessing intestinal wall permeability
[13-15]. This study showed that as the CRRT treatment
dose increased, the serum levels of endotoxin, DAO, and
D-Lac in patients with severe sepsis gradually decreased,
with the lowest levels found in patients receiving the
highest treatment dose. This indicates that high-dose
CRRT can promote the recovery of intestinal mucosal
barrier function in patients. The reason may be that high-
dose CRRT treatment has a better clearance effect on
endotoxins and inflammatory factors in the body, which
can reduce intestinal mucosal barrier damage, decrease cell
apoptosis, and restore intestinal mucosal barrier function.
The core of sepsis lies in the overactivation of the
immune system after pathogen invasion, releasing a large
number of inflammatory factors and leading to a "cytokine
storm", which damages the body's own tissues [16-18].
PGE2 is an important mediator of inflammatory responses.
It can inhibit the activity of T lymphocytes, macrophages,
and neutrophils, reduce the release of leukocyte factors.
Furthermore, PGE2 can inhibit the expression of
inflammatory factors and has anti-inflammatory effects
[19]. After the onset of sepsis, it stimulates macrophages,
promoting downstream cells to secrete PGE2 and
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increasing the level of PGE2 in the body [20]. [-FABP is a
specific small molecular cytoplasmic protein secreted by
mature intestinal epithelial cells. Under physiological

conditions, its level in the peripheral circulation is very low.

It is rapidly released into the bloodstream after intestinal
mucosal injury. Studies have confirmed that serum
I-FABP levels can reflect early ( < 24 h) intestinal
epithelial cell damage in septic patients; evidence suggests
that [-FABP is very sensitive, and its elevated levels can
be detected in the blood even when histological damage is
only mild during the early stages of intestinal ischemia [21-
22]. This study showed that after CRRT treatment, the
levels of PGE2 and I-FABP in Group C were lower than
those in Groups A and B, and the levels in Group B were
lower than those in Group A. This indicates that increasing
the CRRT treatment dose can enhance the inhibitory effect
on the expression of PGE2 and I-FABP, reduce the
patient's inflammatory response, and promote the recovery
of intestinal function. The reason may be that high-dose
CRRT has a higher clearance effect on inflammatory
mediators, which can reduce intestinal mucosal barrier
damage, restore the patient's immune function, and
improve patient prognosis.

In summary, different doses of CRRT result in
different clinical treatment effects. High-dose CRRT
treatment has a more significant effect on reducing serum
PGE2 and I-FABP levels in patients with severe sepsis, can
protect intestinal mucosal barrier function, restore the
body's immune function, and enable patients to achieve a
better prognosis.
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Abstract: Objective To analyze the effects of continuous renal replacement therapy (CRRT) dose on serum
prostaglandin-2 (PGE2) and intestinal fatty acid-binding protein (I-FABP) levels and prognosis in patients with severe
sepsis, and to reveal the dynamic pattern of change. Methods A total of 115 patients with severe sepsis treated in
Qianjiang Central Hospital of Chongging from May 2021 to May 2024 were selected as the study subjects. They were
divided into group A (38 cases), group B (37 cases) and group C (40 cases). Group A, group B, and group C were
given CRRT treatment doses of 25 ml/(kg+h), 30 mL/(kg+h), and 35 mL/(kg-h), respectively. After 7 days of
treatment, enzyme-linked immunosorbent assay (ELISA) was used to detect intestinal mucosal barrier function indicators
[endotoxin, diamine oxidase (DAO), D-lactic acid ] as well as the levels of PGE2 and 1-FABP. Flow cytometry was
employed to measure immune function indicators (CD4*, CD8", and CD4*/CD8"). The Acute Physiology and Chronic
Health Evaluation I (APACHE 1I ) score and Sequential Organ Failure Assessment (SOFA) score were used to evaluate
prognosis. Results After treatment, the levels of endotoxin, DAO, D-lactic acid, CD8", PGE2 and I-FABP in all
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groups were decreased, and which in group C were lower than those in group A and group B (P<0.05). After treatment,

the levels of CD4" and CD47/CD8" in all groups were increased, and the levels in group C were higher than those in

group A and group B (P<0.05). After treatment, APACHE Il and SOFA scores were decreased in all groups, and

which in group C were lower than those in group A and group B (P<0.05). Conclusion CRRT treatment with different

doses can improve intestinal mucosal barrier function and immune function in patients with severe sepsis, reduce serum

PGE2 and I-FABP levels, and the high -dose group achieves better therapeutic effects, which can improve patient

prognosis.

Keywords: Severe sepsis; Continuous renal replacement therapy; Therapeutic dose; Prostaglandin-2; Intestinal fatty

acid binding protein; Intestinal mucosal barrier function; Immune function; Prognosis
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JE T R BRIER AR SFREAR , S A U |, Y e R
RERT AL S B I RE RIS, B e hE >
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L ARAE SN, HARA IR AR, AT —
G R B RS 5R B, (R 2 A8 B TR
SEE R IL R L B CIEYT (conti-
nuous renal replacement therapy, CRRT) ™ & it 25
SiE B RARYT 720, AT RS RN RIE T A
BRI, HCIG RIBTT ORI R T AN [R] 5]
CRRTIAYT ™ ERREEAE FRSCRANA] o HE T, AT 5T
I3 B A [R50 B CRRT Y67 7™ B e S TS %
VAR

1 #REFE

L1 — A ARRIFRFEA & 58 BUK IR N=2"%
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2514 0.05; P N HEHRAE 0.08, 21T HE A N=1.96"x
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ARG 12016 T 2021 4F: 5 H 2 2024 4F 5 A 7E
PRI B a8 BV LR e e S2 Ry 7 ™ MR REE R F
FENG o FIRIGIRIAY T R 500 341, 45 40 i), BHF5E
bR A ZH 25158 HBFSY B4 3 R ST . 4520 —
TR AT H (P>0.05) . W 1. AMFRAEKK
2 MR VT B AR RS 5 St [ HER g 5 - (20212
FE (7)o PN FFE (HRERRE SR MEISTR
LRI ISR ; B AT I A K
fiff IO TRAR KA 5 5B M R @B R R HEBRRE :
AR FHBTA R Ao FNAYT s B B i e 5
A TEENERIRE AN 4 M T B I TR B AR
S s A TR I DB

1.2 &k BAEA ARG, 4 THUGE A i

K1 3G KZR I

Tab.1 Comparison of general data among 3 groups

$5F5 A#(n=38) B#(n=37) C#(n=40) F/’{H P1Hi
AR (%) 65.22+2.14  65.19+£2.12  65.27+2.16 0.014 0.986
PR o 20(52.63)  18(48.65)  22(55.00)
0316 0.854
4 18(47.37)  19(51.35)  18(45.00)

T P s 55 LM (%) TR o
WA IE N EREEIR YT, JF W I AR 3 A A IR AE , X AR
HHATHEEAE KB T M)A, X ERE R
CRRTIAYT , AR o 7 I F A5 4T b e ab 21, JF
T30 N R AL B ORI A ST I A A
ML 160~250 mL/min, #EEIGYT 24 h, A 4LBH 4
TRIF R 25 mL/(kg-h) s B4R E 4 TR 7 i
30 mL/(kg-h) 5 CHBH L TR 35 mL/(kg-h) ,
A BAEBIRYT 7 ds
1.3 F4rn
1.3.1 WA ZRE B B D BE | 15 41 B 2% -2 (prostaglandin-
2,PGE2) . Jii B 5 R 45 & 4 111 (intestinal fatty acid
binding protein, [-FABP) /KEAGI  25 8 T RAE
4 mLEKIL, 30 min, FELGHL(LS min, 3 500 r/min,
AR5 em) HEATHRAE 4 B LG , T —-80 CYKAH A7
fitt, B H o SR K 492 W B 12 (ELISA) 46 I PN 5
%= | A AL (diamine oxidase , DAO) . D- ¥ fig
( D-lactic acid, D-Lac) \PGE2 .I-FABP /K-, 7EI AL
P i A L R L A5 AL R SO L AR
FEAIAKE S L, 5 7R3 v i L A [R] e 2 1)
M#ZE \DAO . D-Lac .PGE2 I-FABP FRifE/#14% 50 wL,
IFERS LI 50 WL BRI 2L , 2505 R
60 min , MIAPERZE PG T E R e LA
50 pL JEY A 5IEY B, 37 CF LI E 15 min, I AL
1R, SR EERR A 2 450 nm P T 45FL1K OD {H,
A HNTEEE . DAO . D-Lac .PGE2 . I-FABP /K-,
132 fRPEdiRekill 25 HERAE AT 4 mLFRIKINAF
FH 2R FH O 4 i AU I €D4* . CD8 K -, If i
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CD4*/CD8 A .

133 FUGMES KA 2k B Kb v f Rtk il
(APACHE 11)¥¥4r ¥ 5 & B = 1FAL (SOFA) 1743
AL TS , APACHE 1 843 7143, SOFA #4324 43,
YRR TS 2

1.4 it 3%k K SPSS 19.0 8144 b #i s -
FFE TER A AT BORER F s 338, AT X ¢ 462
B AT 4 AR T TG 25 5, Z 4] LLECR R R
T 2200, i — 25 P EL R FH LSD - K 56 5 100
RER B (%) 2R, 40 LECR A . P<0.05 A
ZRAGRITHE L,

2 & R

2.1 BABHEMEREFR ISR T BT
I, 454 2R BRI e 8 AR K 7 e g, 2 5 0411
2FE X (P>0.05) 16T R AN FE K \DAO . D-Lac

i F K TR YT AT (P<0.05) ; H C4L N E K .DAO
D-Lac ¥IIE T A4l B4 (P<0.05)., W32,

22 BB LEARIEARART A JRITHT, 5
MR RETNREFE bR L, 2 7 G 2= L (P>
0.05) ;3697 )5 , 441 CD4* .CD4*/CD8* /KTt , CD8*
IKFREAR, B .C4H CD4" .CD4*/CD8 7K -2 T- A 41 . B
ZH,CD8E T A4H B4 (P<0.05), W33,

23 A% & f ik PGE2.I-FABP K -F 31k 1847
i, & 41135 PGE2 . I-FABP /K F- X} It , 2% R o5 -2
= X (P>0.05) ;1897 )5 , C 41 PGE2 . I-FABP /K F- 1%
TAY BYL(P<0.05), W4,

24 B EZIGIHAAARF A JHITHD, S A
APACHE II \SOFA P/ L, 227 G 45 L (P>
0.05) ;787 )5 , % 20 APACHE 11 .SOFA ¥4 BIFEA%
H C# APACHE Il .SOFA /> B &K T A4 B4
(P<0.05). W5,

R2 YUBHEMBEGEEI AR (R2s)

Tab.2  Comparison of the indicators of intestinal mucosal barrier function among 3 groups  (xs)

415 i MR (u/L) DAO(u/L) D-Lac(mmol/L)
- YT I YT bEid e IRIT R I
A4l 38 10.23+2.14 8.02+0.93" 14.2542.33 8.2320.95" 35.2124.36 21.5243.69*
B4l 37 10.26+2.16 7.32+0.85" 14.31£2.36 6.59+0.73" 35.18+4.33 18.25+2.74"
CH 40 10.21£2.12 3.25+0.43" 14.22+2.30 4.110.56™ 35.25+4.39 12.15+2.15"
F{H 0.005 446.393 0.015 290.678 0.003 103.865
P 0.995 <0.001 0.985 <0.001 0.998 <0.001
e HIRITHTHLL ,°P<0.05; 5 AZIAH L, "P<0.05; 5 B, ‘P<0.05,
F3 SUUBHRIENREAEIRACTRTLE  (Rs)
Tab.3  Comparison of the indicators of immune function among 3 groups — (xs)
- CD4'(%) CD8" (%) CD4'/CD8’

45 kA — - — - — -

TRYTH RIT IR TR WITE TR RITE
A4l 38 22.2543.12 27.2123.48' 23.56+3.45 20.14+3.04" 0.94:0.09 1.3520.23°
B4 37 22.28+3.14 30.4524.11" 23.52+3.41 17.25+2.85" 0.95+0.07 1.77+0.26"
CH 40 22.2343.10 35.96+4.77" 23.5423.46 13.22+2.16™ 0.94+0.08 2.7220.31"™
F{H 0.003 44.113 0.001 64.764 0.194 265.449
P 0.998 <0.001 0.998 <0.001 0.824 <0.001

T SIRITEIM L, "P<0.05; 5 A ZLAALE,"P<0.05; 5 BALALL, P<0.05,
R4 3HBRFMIEPCE2 I-FABPKEX L (ug/L, xs) x5 3HBEBGIERXLL (4, xts)

Tab.4 Comparison of the levels of serum PGE2, I-FABP
among 3 groups  (pg/L, xxs)

Tab.5 Comparison of the prognosis indicators among 3 groups

(point, x+s)

R PGE2 I-FABP - APACHE T SOFA
IRIT R IR IRIT R WITIE TRITHT BITIE TRITHT BITIE
AZl 38 756.3688.47 632.25+75.14° 38.82+4.33 29.54+3.96* AZL 38 26.11#3.42 17.25:236°  14.65:2.75 8.79+0.95°
B4l 37 758.41+89.23 601.33+71.36" 39.01x4.39 26.1123.75" B# 37 26.08+3.40 14.55:2.12" 14.53x2.73 5.360.66"
C4l 40  755.23%87.58 564.12+64.25™ 38.95+4.36 21.02+3.11" C4l 40 26.143.44 11.02+2.03"™ 14.68+2.77 3.110.42™
FAY 0.013 9.197 0.019 64.969 FAH 0.003 80.781 0.032 635.941
P 0.987 <0.001 0.982 <0.001 PAH 0.997 <0.001 0.969 <0.001
TE: 58P EG L P<0.05;5 5 A ZAH L, P<0.05; 5 B 414H T 5T HIAR I, *P<0.05; 5 A 4L L ,"P<0.05; 5 B 4141

Ik, ‘P<0.05, Ik, ©P<0.05.
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