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ABSTRACT

The radiotherapy plays a significant role as a com-
ponent of the complex treatment of breast cancer, in
almost all of its stages. However, despite numerous
international recommendations and clinical protocols,
there is still no single approach among oncologists
(surgeons and medical oncologists) referring to ra-
diotherapy (RT). According to our calculations in Ar-
menia, for various reasons, more than 100 primary
patients do not receive indicated radiotherapy every
year. The main reason for this situation is the lack of
approved national clinical protocols that are mandato-
ry for all certified oncological units in the country. In
such cases, various professional associations or small
initiative groups should play an important role in or-
der to ensure uniform approaches to treatment at the

national level. A convenient format for this is to set up
small working groups, composed of leading experts in
a particular field, who can reach a consensus on the
issue under study.

In this regard, on November 26, 2021, a work-
ing meeting of experts in the field of mammology and
RT was held with the purpose of developing gener-
al principles and a unified approach to prescribing
RT after surgery and drug therapy for breast cancer.
This publication summarizes the main conclusions
reached as a consensus during the discussion. Those
conclusions should serve as mandatory recommenda-
tions for all medical centers in Armenia treating the
breast cancer.
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PURPOSE OF CONSENSUS

To develop common approaches in indication of
postoperative irradiation of breast cancer (BC) be-
tween leading surgeons in the field of mammolo-

gy and reconstructive plastic surgery of the breast
and radiation oncologists (RO). Eliminate existing
discrepancies in the appointment of adjuvant radio-
therapy (RT) in Armenia.

INTRODUCTION

Over the past two decades, significant progress
has been achieved in the treatment of BC in the
world, thanks to advances in the field of diagnos-
tics, radiological imaging and molecular genetics,
the introduction of programs for early diagnosis,
identification of risk groups, as well as in the field
of surgical, radiation and drug treatment methods.

Nevertheless, the problem of BC treatment con-
tinues to be one of the most pressing in oncology,

due to its prevalence and a permanent increase of
morbidity throughout the world. According to the
latest published data from the International Center
for Research on Cancer, Armenia is no exception.
In 2018, 1054 primary cases of BC were detected
in Armenia, which is 11.9% of the total number of
primary cancers among both sexes in Armenia (Glo-
bocan 2018) [1].

As is known, the treatment of BC requires a mul-
timodal approach. Among all the methods used, RT
has long occupied its significant and well-defined
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place as one of the components of complex treat-
ment. There are many publications (forming the
basis for the creation of treatment protocols and
guidelines) that clearly articulate the role of RT in
the treatment of BC. According to a meta-analysis
published in 2014, indications for the use of RT are
present in approximately 87% of cases of primary
BC, which is an “indicator of the optimal utilization
of RT” [2].

In Armenia, in 2020, adjuvant RT was performed
on 540 BC patients (in the Radiotherapy depart-
ment of the National Oncology Center and the Radi-
otherapy Center of “IRA Medical Group”), which is
approximately 50% of the total number of primary
patients with BC per year. Even if we consider the
indicator of the “optimal” use of RT to be somewhat
overestimated, and also the fact that a small part of
patients could receive treatment outside of Arme-
nia, then, nevertheless, calculations show that about
150-200 patients with BC (i.e., about 15-20%) do not
receive the RT indicated to them annually. Another
important factor is the lack of a unified approach
among breast surgeons and medical oncologists to
refer patients for RT, i.e. there is an individual in-
terpretation of well-known guidelines, depending on
specific cases.

CONSENSUS

The main reason for this situation is the lack of
approved national clinical protocols that are manda-
tory for all certified oncology units in the country.
In such cases, various professional associations or
small initiative groups should play an important role
in order to ensure uniform approaches to treatment
at the national level. A convenient format for this is
to set up small working groups, composed of leading
experts in a particular field, who can reach a con-
sensus on the issue under study.

On November 26, 2021, at the initiative of the Ra-
diotherapy Center “IRA Medical Group”, which has
been operating in Armenia since 2019, a working
meeting of experts in the field of mammology and
RT was held aiming to develop common principles
and a unified approach when prescribing RT after
surgery and drug therapy for BC.

The following experts (all from Yerevan - the
capital city of Armenia) were invited to the meeting:

» Leading breast surgeons

» Asilbekyan G. (“Astghik” Medical Center)
» Avetisyan A. (National Oncology Center)

» Berberyan N. (“Erebouni” Medical Center)
» Kocharyan A. (Armenian-American Well-
ness Center)

» Prof. Sahakyan A. (“Artmed” Medical
Center)
» Stepanyan A. (“Nairi” Medical Center)
» Leading radiation oncologists
» Arustamyan M. (“IRA Medical Group” Med-
ical Center)
» Prof. Karamyan N. (“IRA Medical Group”
Medical Center)
» Lazaryan A. (National Oncology Center)
» Muradyan L. (National Oncology Center)
» Saghatelyan T. (National Oncology Center).

As a result of the meeting, the “Armenian consen-
sus on indications for adjuvant RT after surgical and
drug treatment (COBRA)” was reached.

During the meeting, three main issues were
presented for discussion:

1. Indications for RT after organ-preserving

operations (COBRA-1)

2. Indications for RT after radical mastectomy

(COBRA-2)

3. Indications for RT after reconstructive plastic

surgery (COBRA-3).

RESULTS

INDICATIONS FOR RT AFTER ORGAN-

PRESERVING OPERATIONS (COBRA-1)

Since the 2000s, various organ-preserving
operations (sectoral resections, quadrantectomy,
lumpectomy, etc.) have become widespread, re-
placing radical mastectomy (ME) in most cases.
This approach was based on the results of a num-
ber of large published studies that demonstrated
that Breast Conserving Treatment (BCT) has been
proven to be equivalent to ME with regards to over-
all survival, and in the past few years, large ret-
rospective series have implied that BCT was even
superior to ME in T1-2NO-2 breast cancer [3].

Performing such organ-preserving operations
requires mandatory use of adjuvant RT, both in
cases of ductal cancer in situ (DCIS) and in invasive
BC of various stages (see National Comprehensive
Cancer Network [NCCN] Guidelines Version 2.2022
DCIS-1, BINV-2, BINV-14) [4].

Four prospective randomized controlled trials
(RCT) of excision only versus excision plus breast
irradiation for DCIS have been performed with re-
ported results, and all have shown that the rate of
local recurrence (LR) was reduced with the addi-
tion of radiation (Table 1) [5].

A meta-analysis was completed utilizing the indi-
vidual patient data from each of the four trials men-
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Table 1. Lumpectomy versus lumpectomy plus whole breast radiation therapy: randomized clinical trials for DCIS

Local recurrence (Cumulative rate %)

Trial group Patients, n Follow up, years L L.XRT o value
NSABP B-17 818 Median: 17.25 35 19.8 < 0.000005
EORTC 10853 1010 Median: 15.7 31 18 < 0.0001
UK/ANZ 1030 Median: 12.7 19.4 7.1 < 0.00001
SweDCIS 1046 Mean: 17 32 20 NR

Abbreviations: DCIS - ductal cancer in situ, L — lumpectomy, NR - not reported, XRT - whole breast radiation therapy

tioned above. With a total of 3729 women eligible
for analysis, it was demonstrated that RT reduced
the absolute 10-year risk of any ipsilateral breast
event by 15.2%. This analysis further established
strong and consistent evidence that the addition of
RT following breast-conserving surgery for DCIS
reduced the risk of LR by approximately 50% [6].

In a multivariate analysis, performed within the NS-
ABP study, factors associated with an increased risk
of LR were: < 40 years of age, clinically symptomatic
presentation (nipple discharge or palpable mass), in-
termediate or poor differentiation, solid/comedo- and
cribri-form histology, involved or uncertain margins
and treatment by local excision alone [7].

Despite this, several recent studies have attempt-
ed to identify and treat patients with highly selected
favorable tumor characteristics with excision alone
(i.e., without whole-breast irradiation) and report
10-year local failure rates of 3% to 25%. One of
these studies has proposed a scoring system us-
ing histopathologic features including tumor size,
grade, and margin width in an attempt to stratify
patients according to local failure risk after exci-
sion plus or minus whole-breast irradiation. Each
variable was assigned a score of 1 to 3, and the
sum total defined the Van Nuys Prognostic Index.
Although appealingly simple, this scheme is drawn
from the retrospective analysis of a patient cohort
which has several methodologic shortcomings, and
it has not been independently validated [6].

After discussing the presented data, the working
initiative group made a number of recommenda-
tions on the indications for RT after organ-preserv-
ing operations for BC:

Consensus on the indications of RT after
organ-preserving operations in breast
cancer (COBRA-1):

» DCIS TisNOMO High Risk Patients — palpable
mass, larger size, higher grade, close margins, age
< 50 (risk of recurrence about 50%)

» Invasive BC cT1-3 cNO (no need for patients
TINO with age > 70, ER+, who receive adjuvant
endocrine therapy)

» Invasive BC cT1-3 cN+
» After neoadjuvant CHT if cN+ and if inoper-
able initially.

INDICATIONS FOR RT AFTER RADICAL

MASTECTOMY (COBRA-2)

Despite the trend towards organ-sparing oper-
ations designed to ensure quality of life and cos-
metic/functional effect, the number of radical ME
performed continues to be high, which is explained
by the high percentage of cases of locally advanced
BC. Patients who present with locally advanced BC
require care from a multidisciplinary team that in-
corporates diagnostic imaging, chemotherapy, sur-
gery, and careful pathology assessment, including
molecular-based studies, radiation, and, if indicat-
ed, biologic and hormonal therapies. Fortunately,
the outcome for patients with locally advanced BC
has improved dramatically. Before the routine use
of chemotherapy, patients treated with ME, radia-
tion, or a combination of the two had high rates of
distant metastases and death. The introduction of
adjuvant and neoadjuvant chemotherapy and hor-
mone therapy regimens has significantly improved
the prognosis [5].

However, despite chemotherapy, total breast re-
moval with axillary lymph node dissection for locally
advanced BC, adjuvant RT is often necessary, de-
pending on the stage of the disease, the status of
the lymph nodes, risk factors, etc. In order to en-
sure local control in locally advanced BC, a clear un-
derstanding of the role of RT after ME is necessary.

According to the latest NCCN guidelines (see
BINV-14 and BINV-3), RT is not indicated after ME
for tumors < 5 cm, negative lymph nodes, and clear
resection margins > 1 mm. RT is strongly recom-
mended for tumors > 5 cm, questionable or posi-
tive resection margins, positive lymph nodes (Cat-
egory 1). When prescribing RT, risk factors must
also be taken into account. RT is also performed
even in cases where a pathological complete re-
sponse (pCR) of the tumor is achieved after preop-
erative chemotherapy, but there was a clinical stage
of cN+.



Nerses Karamyan, Vahe Ter-Minasyan

Adjuvant radiotherapy in breast cancer

Table 2. Local regional recurrence, rates of distant metastasis and overall survival in randomized trials comparing
the use of post-mastectomy radiation for patients treated with mastectomy and systemic therapy [7]

Trial (Follow up)

Local Regional Recurrence Rate

Distant Metastasis Rate Survival Rate

Danish 82b (10 yrs)

Radiation 9% 45%
No Radiation 32% Not provided 54%
p < 0.0001 p < 0.0001
Danish 82c (10 yrs)
Radiation 8% 45%
No Radiation 35% Not provided 36%
p < 0.0001 p=0.03
Danish 82b & 82c (18 yrs)
Radiation 14% 53%
No Radiation 49% 64% Not provided
p < 0.0001 p < 0.0001
Vancouver (20 yrs)
Radiation 13% 52% 47%
No Radiation 39% 69% 37%
p < 0.0001 p = 0.004 p=0.03

The three most recently completed RCTs in-
vestigating the efficacy of post-mastectomy RT for
patients with stage |l or |l BC were conducted in
the 1980s and have 15- to 20-year outcome data.
The largest of these studies was the Danish Breast
Cancer Cooperative Group 82b trial, which ran-
domly assigned 1708 premenopausal women with
stage Il or Il BC to receive ME followed by 9 cycles
of chemotherapy or ME, RT, and 8 cycles of CMF
[Cyclophosphamide-Methotrexate-Fluorouracil]
chemotherapy. At the same time, this group also
conducted the 82c trial, in which > 1300 postmeno-
pausal women were randomly assigned to undergo
ME and 1 year of tamoxifen or ME, tamoxifen, and
RT. Finally, a smaller trial, conducted in Vancouver,
Canada, randomly assigned 318 premenopausal
women with lymph node-positive disease to un-
dergo ME and CMF chemotherapy with or without
post-ME RT [8].

The results of these studies demonstrating the
effectiveness of adjuvant RT after chemotherapy
and ME are summarized in Table 2.

Several important concepts can be ascertained
from these studies. First, these studies clearly
demonstrated that by reducing local-regional recur-
rence, post-mastectomy radiation therapy (PMRT)
could improve overall survival. Second, these trials
demonstrated that these patients had a clinically rel-
evant risk of local-regional recurrence despite the
use of either chemotherapy or tamoxifen. These

findings imply that the benefits of systemic treat-
ments are predominantly to lower the competing
risk of distant metastases, which makes the achieve-
ment of local-regional control more important [8,
9].

Another published study investigating this is-
sue compared the outcomes of 579 patients who
received neoadjuvant chemotherapy, ME, and RT
with those of 136 patients who were treated with
neoadjuvant chemotherapy and ME. Patients in
this study had been treated in prospective che-
motherapy trials in which RT was given on the
basis of physician recommendations and patient
preferences. Therefore, the patients with worse
disease characteristics were more often treated
with RT. Despite this, the local-regional recur-
rence rate was found to be significantly lower in
the group treated with PMRT than in the group
treated with neoadjuvant chemotherapy and ME
(10-year local-regional recurrence rates were 8%
and 22%, respectively; p = 0.001). For patients
with clinical stage Il disease or extensive disease
after chemotherapy, RT led to significant improve-
ments in local-regional recurrence and overall
and cause-specific survival rates.

The same group of investigators also showed that
among patients with stage Il disease who achieved
a pCR, the local-regional recurrence rate for those
treated with RT was 7% versus 33% for those who
did not receive RT (p = 0.040) [10, 11].
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In summary, the use of PMRT is reasonable for
all patients with clinical T3 or T4 tumors or clinical
stage Il disease regardless of their response to the
chemotherapy regimen. In terms of clinical stage |
or Il breast cancer, PMRT should be recommended
for patients with 4 or more positive lymph nodes
after chemotherapy and for the unusual patient in
whom the disease progresses and the primary tu-
mor exceeds 5 cm in diameter.

Based on the above arguments, we put forward a
number of recommendations as a consensus on the
use of RT after ME.

Consensus on indications for RT after

mastectomy in locally advanced breast

cancer (COBRA - 2):

» No RT if negative lymph nodes, tumor < 5.0
cm, margins > 1 mm

» RT for pT2 with close margins (consider high
risk recurrence factors: central/medial tumors, >
2 cm with < 10 lymph nodes removed, grade 3,
ER-negative, LVI-positive, young age )

» RT for cT3-4 and for any T with cN+ or pN+

» Positive margins (if re-resection not feasible).

INDICATIONS FOR RT AFTER

RECONSTRUCTIVE PLASTIC

SURGERY (COBRA-3)

Breast conserving treatment (BCT) has been
proven to be equivalent to ME with regards to over-
all survival, and in the past few years, large ret-
rospective series have implied that BCT was even
superior to ME in T1-2NO-2 BC. Nevertheless, the
rate of ME is increasing especially in the United
States, mostly as a result of performing MEs with
immediate breast reconstruction (IBR) in patients
with early-stage BC and bilateral MEs for unilateral
disease. Parallel to that, there is an increase in the
rate of patients who are referred to PMRT, mainly
following the Early Breast Cancer Trialists’ Collab-
orative Group (EBCTCG) publication in 2014. The
increasing rates of PMRT are also observed in the
setting of IBR, which may represent increasing ex-
perience and confidence with irradiating the chest
wall after breast reconstruction, regardless of the
type of procedure.

Coordination of radiation and breast reconstruc-
tion is a commonly encountered issue for patients
treated with ME and requires clear communication
between surgical oncologist, reconstructive/plas-
tic surgeon, radiation oncologist, and the patient.
There are many factors to consider regarding the
issue of reconstruction and PMRT, including ensur-
ing the safety and efficacy of radiation treatments,

ensuring the maximal quality of life for the patients,
and achieving the optimal long-term aesthetic re-
sult from the procedure [12, 13].

The two major classes of reconstruction are
implant-based approaches and autologous tissue
reconstruction. The two options for timing for the
reconstruction are immediate — done at the time
of ME - or delayed — done after completion of RT.
There are advantages and disadvantages of both
approaches and both timings. Implant-based ap-
proaches are simpler surgical procedures that
avoid the donor-site morbidities of autologous tis-
sue transfers. In addition, implants can be used in
thin women who do not have adequate volume of
autologous tissue in donor sites. Typically, for this
procedure, a tissue expander is placed under the
pectoralis major muscle and, after full expansion is
achieved, replaced with an implant. Most women
treated with PMRT who undergo implant-based re-
construction require an immediate reconstruction
procedure. This is because after RT the normal tis-
sues are less compliant, and tissue expanders are
often unsuccessful and may cause rib fractures and
other injuries. For women treated with autologous
tissues, the reconstruction can be immediate or
delayed. Immediate reconstruction has the benefit
of being accompanied by a skin-sparing ME, which
preserves a significant component of the normal
breast skin and preserves the natural inframamma-
ry sulcus and other skin envelopes. These elements
are important to achieving the optimal cosmetic
outcome. The downsides of immediate reconstruc-
tion relative to delayed reconstruction are twofold:
radiation has adverse effects on the long-term aes-
thetics of breast reconstructions, particularly im-
plant-based reconstruction, and reconstruction has
a negative effect on the design and delivery of radi-
ation treatment fields [5].

Based on current evidence that risk-reducing
ME in women at high risk for BC (e.g., BRCA carri-
ers) reduces the risk of subsequent BC by 85-95%,
and that breast volume-reducing surgery in stan-
dard-risk females reduces the risk of subsequent
BC by approximately 28%, a key assumption is that
any residual breast glandular tissue (rBGT) poses
a “risk” for recurrence or subsequent new BC in
these patients. The absolute risk is dependent on
the patient’s individual risk to develop BC. These in-
clude patient tumor- and treatment-related factors,
such as age, genetics, amount of rBGT, risk for re-
current disease (e.g., nodal status, lymphovascular
invasion, tumor biology), extent of surgery, RT, and
systemic therapy [14, 15].

Importantly, approximately 5-10% of the glandu-
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lar tissue is retained after conventional total ME. It
is essential to include rBGT within the irradiation
volumes. The recommendations for it are based
on the observation that most of the LRs after ME
occur at the level of the skin and subcutaneous tis-
sue (range, 72-100%), where most of the rBGT and
draining lymphatics are found. The second most
common site of recurrence is within the pectoral
muscle, especially near the primary tumor site (0O-
28%) [14, 15].

The results of a systematic review of PubMed
publications performed to document the spatial
location of LR after ME were published in 2020.
A total of 3922 titles were identified, of which 21
publications were eligible for inclusion in the final
analysis. A total of 6901 ME patients were includ-
ed (range, 25-1694). The mean LR proportion was
3.5%. Among the total of 351 LR lesions, 81.8%
were in the subcutaneous tissue and the skin, while
16% were pectoral muscle recurrences [16].

The aesthetic change of the breast, as a conse-
quence of treatments, develops in the majority of
patients who undergo an immediate reconstruction
and PMRT. In general, implant-based reconstruc-
tion has high rates of late contraction, fibrosis, im-
plant fixation, and poor aesthetic outcome. Many of
these changes begin 6 months after treatment and
insidiously progress over time. Different authors
report the wide range of complications after IBR
and PMRT (from 27% to 50%) [4]. At the same time,
the rate of complications after autologous tissue re-
constructions is considerably lower. Although some
studies have suggested that PMRT in the setting of
reconstruction increases the relative rate of com-
plications regardless of the type (implant or autolo-
gous) and the timing of reconstruction, fewer com-
plications and better long-term cosmetic outcome
have been reported when an autologous flap-based
reconstruction was performed compared to IBR in
combination with PMRT. The IBR has 2.64 times

higher odds of complications (95% CI 1.77, 3.94,
p < 0.001) than autologous-flap-based reconstruc-
tion [17, 18].

Current PMRT techniques used in the post-IBR
setting are still often field-based rather than vol-
ume-based such that the target volume frequently
includes the implant or reconstructed breast itself.
The use of modern volume-based RT planning may
reduce the dose to normal tissue and thereby treat-
ment-related toxicity, without compromising target
coverage [17, 18].

Thus, despite the higher percentage of compli-
cations during RT after plastic breast reconstruc-
tion, the indications for RT remain the same as af-
ter conventional ME. Below are the conclusions of
the Armenian Consensus on this issue.

Indications for RT after reconstructive

plastic surgery (COBRA-3):

» No RT if negative lymph nodes, tumor < 5.0
cm, margins > 1 mm

» RT for pT2 with close margins (consider high
risk recurrence factors: central/medial tumors, >
2 cm with < 10 lymph nodes removed, grade 3,
ER-negative, LVI-positive, young age )

» RT for cT3-4 and for any T with ctN+ or pN+

» Positive margins (if re-resection not feasible).

CONCLUSIONS

The main conclusions reached in the form of
consensus during the discussion should serve as
mandatory recommendations for all medical cen-
ters in Armenia involved in the treatment of breast
cancer until the national clinical protocols on this
issue are approved.
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hpwyphbwyh unbinddwu hhduwywu wywwdwnp hwu-
nwwnywsd wqquihtu Yihuhywywu wypninnyniubph pw-
gwlwjnieinut £, npnup wwpwnwnhp Yhubhtu wbunnt-

pjwu Ynnuhg wpwnnuwgpywd ninnigpwpwuwywu pn-
(np hwunwwnnyeniuubph hwdwp: Ldwu nbGwpbpnud
Yuwplnp nbp wbwp £ luwnwu wwppbp dJwutwghunw-
Ywu wunghwghwubpp Ywd Uwfuwébnunn fudpbipp,
npnup Ynsywd Yhubu wwwhnyb] pniddwtu dphwal
dninbgnifubp wqquiht Jwywpnwyny: Wn wnnwng
hwpdwp duwswih £ hwunhuwund hnpp wpfuwnwu-
pwjhu fudpbiph untindnidp, pwnlwgwsd wnyjw| wuww-
pbignud wnwowwnwp Jwulwgbnubphg, npnup Yupnn
GU hwutb| Ynuubuuniup fuunpn wnwpywgh onipy:

Wn uwwwwyny, 2021p. unjtdpbph 26-hu wbinh
niubgwy dwdninghwjh b dwnwquwjpwiht ninnigpw-
pwunipjwu thnpdwgbinubph  wofuwwmwupwipu hwu-
nhynud: <wunhwdwu pupwgpnid dywlyybghu Yndpw-
qbindh pwngytinh Ywwwygnipjwdp Jhpwhuwwnnient-
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Upwuwydwu punhwunip ulygpniupubpp b dhwutw-
wu dnunbgnuwfubipp: SYjw| woluwwnmwupnd ubpluw-
jugywd Bu hhduwlwu Ggpwlwgnieniuubpp' dbnp
ptpJwé putwpldwtu pupwgpnd Ynuubuunwh &Guw-
swihny: Gupwnpynd k, np updwd bgpwlwgnieiniu-
ubpp Yownwitu npwbu wywpwwnpp hwuduwpwpw-
ywuubp <wjwuwnwuh pninp wju pdojwywu YEunpnu-
ubiph hwdwn, npnup qpwnynid Gu Ypdpwagbindh pwng-
ytnh pniddwdp:

<hduwpwnbp.  Unynijuwbiyp  nwnhnpbpuwhw,
Undpwaqbtindh pwnglybin, gnignidubip, Yntubtiuniu:
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MNokaszaHus K Ha3HaYeHUIO afbIOBAHTHOM
paguoTepanuu Npu pake MOJIOYHOM ¥enesbl
Pe3ynbraTbl apMAHCKOrO KOHCEHCYCa
2021-2022rr.

Hepcec Kapaman'?, Bare Tep-MuHacaH?

'MepuumHckuii uenTp «MPA Megukan pyn», EpesaH,
ApmeHus

’Kacpeppa oHkonoruu, HaumoHanbHblii MHCTUTYT
3ppaBooxpaHeHna M3 PA um. C. AspanbekaHa, EpeaH,
ApmeHua

ABCTPAKT

PaguoTepanusa urpaeT CyLLeCTBEHHYIO Posib, Kak KOM-
MOHEHT KOMIM/IEKCHOrO NleYeHUA paka MOMIOYHOI Kenesbl,
npakTu4eckn npw Bcex ero ctapuax. OpHako, HecmoTpA
Ha MHOrOYUCNEHHbIE MeMAyHapOAHble pPeKOMeHAALUN
U KINMHUYeCKne NPOTOKOMbI, A0 CUX MOP He CyLuecTByeT
€[MHOro MOAXofa CPeAV HampaBAOLLMX Ha pajuoTepa-
MU0 CMELMANNCTOB-OHKOOMOB (XMPYProB U MEAMLMHCKNX
oHkonoros). CornacHo Hawum nopcyetam B ApmeHun,
Mo pasHbIM MpUYMHAM, He MoNyyYaeT MoKasaHHYK pagu-
otepanuto 6onee 100 nepBMYHbIX GONBbHbIX EHETOZHO.
OcHoBHOW NpPWUYMHOK BO3HMKHOBEHMA MOJOOHOW CUTY-
auuu ABNAETCA OTCYTCTBME YTBEPHAEHHbIX HaLMOHa/b-

HbIX KIMHMYECKUX MPOTOKONOB, 0bA3aTeNbHbIX ANA BCEX
CepTUCULIMPOBAHHBIX OHKONOMMYECKMX NoppasaeneHuii B
cTpaHe. B Takmx cnyyaAx BamHyHO pofib OOMKHbI UrpaTb
pa3nuyHble npodeccuoHanbHble accouuauum Wnu He-
6onbLUVe MHULMATMBHBIE TPyNMbl, Npu3BaHHble obecne-
YUTb €AVHble MOAXOAbl K NIeYEHUIO Ha HauMoHaNbHOM
ypoBHe. YnobHbIM chopmatom piA 3TOro ABNAETCA CO3pa-
HUe HebonbLUMX Paboyumnx rpynmn, COCTOALLMX W3 BEAYLLMX
CMeunanncToB B KOHKPETHOW obnacTu, KoTopble MOryT
AOCTUrHYTb KOHCEHCyca B M3y4aemMoM BOMpocCe.

B cBA3u ¢ atum, 26 Hoabpa 2021 ropa Obina nposepe-
Ha paboyas BCcTpeya 3KCMepToB B 06NMacTi Mammomnorum
W paguoTepanuu, LEenblo KOTopoii ABnAnacb BbipaboTka
obLMX NPUHLUMNOB U €efMHOro Mnojxoja Npu HasHaue-
HUWM paguoTepanuu nocne MpOBELEHHON onepauun u
NeKapCTBEHHOW Tepanuu Npu pake MOMOYHOW Menesbl.
B pmaHHoll nybnnkaummu NpuBOAATCA OCHOBHbIE BbIBOfbI,
OOCTUTHYTblE B BUAE KOHCEHcyca B xofe obcympaeHus.
Mpepnonaraetca, 4TO YNOMAHYTbIE BbIBOAbLI NMOCHy:KaT B
KayecTBe 0bA3aTeNbHbIX PEKOMEHJALMI oA BCEX Mefu-
LMHCKNX LEHTPOB ApMEHWM, 3aHUMaloOLLUXCA NeveHnem
paKka MONOYHOIA Henesbl.

Knio4esbie cnosa: AdbtosaHmHasa paduomepanus,
PaK MonoyHoli xenesbl, NOKA3AHUSA, KOHCEHCYC.




