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INCIDENCE AND EPIDEMIOLOGY

In 2012 according to a clinical data the esti-
mated age-adjusted annual incidence of breast
cancer (BC) in 40 European countries was
94.2/100 000 and the mortality 23.1/100 000
(including Ukraine with leading position of BC
in female population) [1]. This kind of malignant
tumors is still the most commonly diagnosed
female cancer.

According to statistics from the International
Agency for Research on Cancer (IARC), there are
approximately 29 million cancer survivors world-
wide as of 2008 [2]. In the United States, there
are an estimated 14 million cancer survivors as of
2014, a figure that is expected to increase to ap-
proximately 18 million in the next 10 years [3]. Over
three million women have a history of BC, which
constitutes 41 percent of the population of female
cancer survivors [3]. The vast majority of BC sur-
vivors are women and most of them will achieve
long-term disease-free survival [4]. So it is evident
that this aspect of cancer treatment broaches a
question in each country and concerns every pa-
tient after heavy blow of cancer diagnosis.

Unfortunately, there is a lack of clear evidence
for what constitutes best practices in caring for
patients with a history of cancer, and this con-
tributes to wide variation in care [5]. Gynecolo-
gistis a doctor of first contact with a patient with
a case of BC. Unfortunately, particular risk factors
for BC, its stage, and treatment protocols, as well
as the features of the management of patients
who receive treatment, limit the possibility of as-
sistance from gynecological service. Doctors of
this service and volunteers could play a major
role in helping to restore the health, both physi-
cal and psychological.

Diagnosis of BCis widely represented in wom-
en with some risk factors such as exposure of
endogenous end exogenous estrogens, some
genetic predispositions, low parity and others.
Consumption of fat, alcohol contributes into
the rising incidence of BC last decades. Cases of
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BC occur mostly after 50 years (with the quarter
of them diagnosed in the interval 35-50 years
and less than 5% in women younger 35. Genetic
factors demonstrate connection BC with other
glandular cancers: thyroid, pancreatic, colorec-
tal ones and also with ovarian cancer. Genetic
BRCAT1 and BRCA2 polymorphism, family his-
tory allows supposing BC in 10% of women in
risk group.

BC in males is rare, contributing to ~1% of
all cases. The major risk factors include clinical
disorders carrying hormonal imbalances (es-
pecially gynecomastia and cirrhosis), radiation
exposure and, in particular, a positive family
history and genetic predisposition [5]. Espe-
cially great role radiation played in Ukraine
due to Chernobyl atomic station catastrophe
in 1986. The radioactive pollution triggers a
pale of problems with thyroid gland disorders,
lack of immune response and raised the quan-
tity of all kind of cancers. It shows dramatically
growth in BC especially in younger female
group of population.

The estimated 5-year prevalence of BC in Eu-
rope in 2012 was 1 814 572 cases [6]. Prevalence
is increasing, as a consequence of increased
incidence and due to improvements in treat-
ment outcomes. In most Western countries, the
mortality rate has decreased in recent years,
especially in younger age groups, because of
improved treatment and earlier detection [7, 8].
However, BC is still the leading cause of cancer-
related deaths in European women.

Leading group of primarily diagnosed BC per-
son varies from region to region due to the dif-
ference of initial state of health and structure of
female population, approaches to diagnostics
(and access of medical care) and treatment. The
most vulnerable group of women is also differ-
ent through the world. If in the USA women in
age interval 50-75 years are at risk, at the same
time in Ukraine (and Eastern Europe) young
women with firstly diagnosed BC are more regu-
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larity diagnosed. Including risk factors and burden of age it is
possible to describe portrait of a patient with most common
health disturbances.

In 1999-2007 in Europe the EUROCARE-5 study showed that
5-year related survival for adult = 15 years with BC was 82%
in Western and 74% in Eastern Europe and 79% in UK and Ire-
land. Highest rate of survivors was in Northern Europe except
Denmark. Older group of population showed lower rate of
survival (86% in age 15-44 years and 72% in age = 75 years.
Conclusions pointed out that low rate of survivals in Eastern
part of Europe based on advanced stage at diagnosis and/or
suboptimum access to adequate care [9]. On average, 65 and
75 year old patients have an anticipating life expectancy of 20
and 12 years respectively [10].

It is important in what stage diagnosis firstly was estab-
lished (Table 1).

TABLE 1. STAGING OF BC ACCORDING TO AMERICAN JOINT
COMMITTEE ON CANCER (AJCC) STAGING MANUAL 7™ EDITION

Stage 0 Tis NO MO

Stage IA T1* NO MO
T0 NTmi MO

Stage B Ti* N1mi Mo
T0 NT** MO

Stage lIA T1* NT** MO
T2 NO MO

T2 N1 MO

Stage lIB . NO Mo
T0 N2 MO

T N2 MO

Stage lllA T N2 MO
K] N1 MO

k] N2 MO

T4 NO MO

Stage llIB T4 N1 MO
T4 N2 MO

Stage lIC Any T N3 MO
Stage IV AnyT AnyN M1

*T1includes TTmi

**T0and T1 tumors with nodal micrometastases only are excluded from Stage 1A and are

classified Stage IB

diseases and cardiovascular pathology are leading causes of
death. The level of diabetes is comparable to level of ovarian
cancer as a cause of death in female group. High levels of al-
cohol and tobacco consumption lead to worsen of existing
pathology.

As it was pointed below, the diagnosis of BC catches a per-
son usually at | or Il stage (Figure).

TREATMENT

In a treatment of BC different methods are used in a com-
bination. Primary surgery and systemic approaches include
radiation therapy, hormone therapy and chemotherapy. Im-
portant role belongs to a chemotherapy and post-treatment
after surgical intervention. With the aging population and in-
creasing incidence of BC with the age it is essential to study
feasibility toxicity and efficiency in cancer therapy in this
population. National American treatment protocols don't set
an upper age limit for the use of chemotherapy, but acknowl-
edge that comorbid medical conditions and life expectancy
must be considered when prescribing chemotherapy [12].
Many of comorbid states are well-known and well-controlled

Due to data of epidemiologists majority of women are di-
agnosed with BC at | or Il stage. In the PATH’s Ukraine Breast
Cancer Assistance Project it was shown that level of | stage
diagnosis was established from 3.5% (Kherson) and 35% (Kyiv
and Odessa). Mortality data from the cancer registry show a
mixed picture and varies from 23.2 to 36.2%o) [11].

Predisposed state of health of female with firstly registered
BC is also a point of interest. According to the state of health
in European Community cardiovascular disease affected the
group of adults 35-65 years right after the group of elders af-
ter 65 years. This is the main cause of death in Europe. The
second place of causes allows to cancers (in women those are
breast and lung cancer). Chronic diseases are widely common
and well-managed such as diabetes, chronic kidney disease
and dyslipidemia. In Ukraine by data of WHO global health
observatory country views in these groups ischemic heart
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and treated [13].

As an alternative way to avoid influence of estrogens on the
primal hearth or to improve the results of surgery ovariecto-
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FIGURE. EARLY BC TREATMENT ALGORITHM (EUROPEAN SOCIETY FOR
MEDICAL ONCOLOGY CLINICAL PRACTICE GUIDELINES)*

* Cht — chemotherapy; BCS — breast-conserving surgery; ET — endocrine therapy;

RT - radiotherapy
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my is an alternative way to use luteinizing hormone-releasing
hormone analogs (Figure).

The European Registration of Cancer Care (EURECCA)
study compared the treatment patterns of 119 125 patients
aged 70 and older in Belgium, Ireland, Netherlands, Portu-
gal, Poland and UK, who were diagnosed with non-meta-
static (stage |, Il or lll) BC between 2000 and 2014. The study
also compared the number of patients alive five years af-
ter BC diagnosis. Investigation demonstrates difference in
BC survivors of old patients in dependence of clinical ap-
proach and raised new direction of finding optimal way of
treatment [14]. In this way, treatment of patient with BC is
characterized with different negative effect on them. Pri-
mary surgery may include conservative methods or mas-
tectomy (mono- or bilateral).

Effects of surgical treatment are different. Postmastecto-
my pain syndrome is caused by direct nerve injury (e.g., sev-
erance, compression, ischemia, stretching, and retraction)
during the BC operation or from subsequent formation of a
traumatic neuroma or scar tissue [15]. Different types of sen-
sory disturbances (e.g., tingling, burning, and numbness) can
result [16]. BC operations can damage the brachial plexus,
intercostobrachial, lateral cutaneous branch of the second
intercostal, long thoracic, and medial and lateral pectoral
nerves that innervate the breast, chest wall, and ipsilateral
extremity [17]. In particular, surgical procedures in the upper
outer quadrant of the breast and axilla, where major nerves
traverse the operative field, are particularly vulnerable to
nerve injury In addition local radiation treatments and neu-
rotoxic systemic therapy (e.g., taxanes, platinum agents,
vinca alkaloids) may also exacerbate postmastectomy pain
syndrome [18].

Chemotherapy is recommended in the vast majority of
triple-negative, HER2-positive BC and in high-risk luminal
HER2-negative tumors (evidence level |, A). The absolute ben-
efit from chemotherapy is more pronounced in ER-negative
tumors [19, 20]. In ER-positive tumors, chemotherapy at least
partially exerts its effect by induction of ovarian failure [21, 22].
The most frequently used regimens contain anthracyclines
and/or taxanes, although in selected patients the CMF therapy
(cyclophosphamide, methotrexate, and fluorouracil) may still
be used. Four cycles of doxorubicin and cyclophosphamide
are considered equal to six cycles of CMF. For most patient use
of anthracycline-based therapy followed taxan-trastuzumab
therapy is the most preferable. Use of each may lead to short-
term or long-term complications negative effects and impacts
on health. Trastuzumab causes often neitropenia, fiber, varia-
tion in systemic arterial pressure, dry eye syndrome, insomnia,
anxiety. Paclitaxel mostly cause neutropenia and toxic impact
on bone marrow, widely registrated vascular reactions and se-
ries of gastrointestinal complications. The reversible alopecia
is registered in 70-80% of patients.

Cancer patients who are undergoing chemotherapy have
an increased risk of developing cardiovascular complica-
tions, and the risk is even greater if there is a known his-
tory of heart disease. Among the serious clinical cardiac
complications that have been reported are: arrhythmias,
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myocardial necrosis causing a dilated cardiomyopathy, va-
soocclusion or vasospasm resulting in angina or myocardial
infarction. A wide range of chemotherapy agents have been
associated with cardiotoxicity [23]. The anthracyclines and
related compounds (doxorubicin, daunorubicin, idarubicin,
epirubicin, and the anthraquinone mitoxantrone) are some
of the most frequently implicated agents [24]. Specialists
of Abramson Cancer Center of the Pennsylvania University
has conducted investigation which main purpose was to
review the evidence on the incidence of long-term cardiac
or pulmonary toxicity secondary to chemotherapy, radio-
therapy, or trastuzumab in symptomatic and asymptom-
atic cancer survivors. The investigation demonstrates an
increased incidence of cardiac and/or pulmonary dysfunc-
tion in observed cancer survivors. It is needed to identify
high-risk patients, and to determine the optimal screening
strategies and subsequent treatment [25]. Some authors
pointed out the role of troponin as a predictor of cardiac
tissue damage [26].

Endocrine therapy is indicated in all patients with detect-
able estrogen receptors (ER) expression (defined as > 1% of
invasive cancer cells) irrespective of the use of chemotherapy
and/or targeted therapy (evidence level |, A). The choice of
agent is primarily determined by the patient’s menopausal
status. Other factors include differences in efficacy and side-
effect profiles.

All ER-positive patients need an ovarian suppression. The
SOFT trial (Suppression of Ovarian Function Trial) demonstrat-
ed no significant overall disease-free survival improvement in
patients undergoing ovarian suppression. Treatment effect
was most pronounced among those treated with adjuvant
chemotherapy. Less clear is the value of combining ovarian
suppression and Al, as contradictory results were obtained in
the ABCSG-12 and combined SOFT-TEXT trials (evidence level
I, C) [27, 28]. Combination of ovarian ablation and tamoxifen
in ER-positive patients is at least as effective as CMF type che-
motherapy and may be used as an alternative (evidence level
I, A) [29, 30]. The optimal duration of ovarian suppression is
not known, although it is usually administered for 2-5 years
(evidence level V, B).

Use of tamoxifen is associated with an increased risk of en-
dometrial hyperplasia, endometrial cancer and uterine sar-
comas [31-33]. Some reports declare that patients who use
higher dosage of tamoxifen (40 mg daily) are more prone
to develop more biologically aggressive tumors [34]. In one
early study of the National Surgical Adjuvant Breast and
Bowel Project, the rate of endometrial cancer occurrence
among tamoxifen users who were administered 20 mg/d
was 1.6 per 1 000 patient years, compared with 0.2 per 1 000
patient years among control patients taking a placebo [33].
In this study, the 5-year disease-free survival rate from BC
was 38% higher in the tamoxifen group than in the placebo
group, suggesting that the small risk of developing endome-
trial cancer is outweighed by the significant survival benefit
provided by tamoxifen therapy for women with BC [31]. Con-
tinuation of tamoxifen therapy for 10 years further reduced
the risk of BC recurrence and mortality [35].
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For patients with contraindications to tamoxifen, a gonad-
otropin-releasing hormone (GnRH) agonist in combination
with an aromatase inhibitors (Al) should be used. In rare cases
where both tamoxifen and Al are not tolerated, a GnRH ago-
nist alone may be considered. The role of GnRH agonists in
preventing chemotherapy-related ovarian failure has been
recently supported by the efficacy data (less premature ovar-
ian failures and more pregnancies) from the POEMS trial (ER-
negative patients) and safety data from TEXT trial (ER-positive
patients) (evidence level Il, B) [28, 36]. However, due to contra-
dictory results from previous trials, the decision must be taken
in a case-by-case manner and after careful discussion with
the patient regarding benefits and risks of such an approach
postmenopausal patients: Al (both non-steroidal and steroi-
dal) and tamoxifen are valid options. The recently published
ATLAS study demonstrated an advantage of 10 years rather
than 5 years of tamoxifen. With this in mind, extended adju-
vant therapy should be discussed with all patients, except the
ones with a very low risk, although the optimal duration and
regimen of adjuvant endocrine therapy is currently unknown
(evidence level I, C) [35].

At this aspect of treatment is asked for more precise at-
tention. It is fact that use of tamoxifen is associated with an
increased risk of thromboembolic complications and endo-
metrial hyperplasia (including endometrial cancer). Caution
should be exercised in patients with conditions predisposing
to this sequel. Appropriate diagnostic tests should be carried
out in those presenting with symptoms that are suggestive of
these complications. Patients on tamoxifen should be advised
to avoid the use of strong and moderate CYP2D6 inhibitors
(although there are no unequivocal data on their detrimental
effects). If such drugs cannot be replaced, a switch to alterna-
tive treatment, i.e. Al, should be considered (evidence level IV,
B) [37, 38]. Patients undergoing ovarian suppression and those
taking Al, are at an increased risk of bone loss and should be
advised to have adequate calcium and vitamin D3 intake. In
addition, periodic assessment of their bone mineral density
(by dual energy X-ray absorption scan) should be undertaken
(evidence level |, A).

PREVENTION

Due to the changed treatment regime and earlier diagnosis
and effective treatments in order to prevent recurrence the
number, as was mentioned above, the number of BC survivors
has improved within the last decades due to earlier diagnosis
and effective treatments in order to prevent recurrence [39].
By 2024, over 18 million cancer survivors will be alive in the
United States alone [43]. It is necessary to touch all aspects of
treatment, when the main protocol is completed. It is always
helpful if practitioner is not only professional but supportive.
Patient should know that right treatment can reduce the risk
of recurrence on 25%. Unlike other countries, in Ukraine, a
small number of support groups for patients and communi-
ties help patients face the diagnosis correctly, and continue
to live on. At the first stage it is necessary to involve family
members in helping first aid. Given the risk factors, according
to the recommendations of American Cancer Society, it is use-
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ful to reduce or refuse alcohol consumption, avoid smoking
or reduce number of cigarettes. Fat consumption is also has
to be reduced. High body mass index is associated with post-
menopausal BC and it is recommended to decrease body
mass index to appropriate level.

One of the plenty of recommendation is given below at
Table 2.

It is necessary to dwell separately on the methods of weight
loss. Keep in mind that patients are in a difficult psychological
condition, experiencing anxiety, anger, confusion, and often de-
pression. It is necessary to look more precise on the methods of
weight loss. Keep in mind that patients are in a difficult psycho-
logical condition, experiencing anxiety, anger, confusion, and of-
ten depression. To insist on the immediate weight loss (to reduce
risk) is not necessary. Especially worth taking into account the
dietary recommendations that some fat burning drugs such as
bitter orange and green coffee extracts can cause heart palpita-
tions, anxiety, and arrhythmia. Intake of antioxidants should be
recommended after primary therapy.

In follow up guidelines, routine physical examination with a
careful taking history has been the most valuable means of de-
tecting BC recurrence. The European Society for Medical Oncol-
ogy (ESMO) recommends regular visits every 3 to 4 month in
the first 2 years, every 6 month from years 3 to 5 and annually
thereafter. “In contrast”, the American Society of Clinical Oncol-
ogy (ASCO) recommendation for physical examinations is every
3 to 6 month for the first 3 years, every 6 to 12 month for years
4 and 5 and annually thereafter [40]. Based on the evidence,
mammodgraphic surveillance remains the principal examination
in detecting curable recurrences and improving survival. ESMO
suggests ipsilateral (after breast-conservation surgery) and con-
tralateral mammography every 1 or 2 years and ASCO recom-
mends a post-treatment mammogram 1 year after the initial
mammogram and at least 6 months after completion of radia-
tion therapy. According to ESMO, in the follow-up of patients on
endocrine therapy, routine blood tests are usually indicated due
to the potential side-effects of these drugs namely in the lipid
profile. Furthermore, for patients on tamoxifen, an annual gyne-
cological examination (by a gynecologist experienced) is recom-
mended [41].

Several approaches have been explored for screening as-
ymptomatic women using tamoxifen for abnormal endome-
trial proliferation or endometrial cancer. Correlation is poor
between ultrasonographic measurements of endometrial
thickness and abnormal pathology in asymptomatic tamoxi-
fen users because of tamoxifen-induced subepithelial stromal
hypertrophy [42]. In asymptomatic women using tamoxifen,
screening for endometrial cancer with routine transvaginal
ultrasonography, endometrial biopsy, or both has not been
shown to be effective [43-45]. Although asymptomatic post-
menopausal tamoxifen-treated women should not have
routine testing to diagnose endometrial pathology, sonohys-
terography has improved the accuracy of ultrasonography in
excluding or detecting anatomic changes, when necessary
[46]. There is an increased risk of endometrial polyp forma-
tion secondary to tamoxifen use for both premenopausal and
postmenopausal women [47].
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TABLE 2. DIET, NUTRITION AND PHYSICAL ACTIVITY AND BC SURVIVAL*

Timing of BEFORE DIAGNOSIS LESS THAN 12 MONTHS AFTER DIAGNOSIS 12 MONTHS OR MORE AFTER DIAGNOSIS
exposure DECREASES RISK INCREASES RISK DECREASES RISK INCREASES RISK DECREASES RISK INCREASES RISK
assessment Exposure Outcome Exposure Outcome Exposure Outcome Exposure Outcome Exposure Outcome Exposure OQutcome
STRONG  Convincing
EVIDENCE*  Probable
Al morAtle!Iit
Physical  mortality Body y Physical All
activit BC fatness BC activit mortalit
y . mortality? Al 4 y
— 2nd BC mortalit
Limited- Body y Body Al
) BC Foods .
suggestive Al fatness o] - Al fatness  mortality
Total fat ) mortality’ ~ containing .
Foods mortality mortality
L Al 2nd BC fibre
LIMITED containing mortalit Food
EVIDENCE fibre V' aturated Al o
fattyacids ~ mortality 9 mortality
Fruits, vegetables, foods containing folate, foods Fruits, vegetables, foods containing fibre,
containing soy, carbohydrate, glycaemic index, Foods containing fibre, carbohydrate, protein, total foods containing folate, foods containing soy,
Limited-no glycaemic load, protein, dietary supplements, fat, saturated fatty acids, alcoholic drinks, physical carbohydrate, glycaemic index, glycaemic load,
conclusion’ alcoholic drinks, dietary patterns, underweight,  activity, underweight, body fatness (premenopause),  protein, total fat, saturated fatty acids, alcoholic
body fatness (premenopause), adult attained height, adult attained height, energy intake drinks, dietary patterns, physical activity, body
energy intake fatness, underweight, height, energy intake
o S
EVIDENCE .
unlikely

" Breast cancer survivors report 2014. Continues update project.

All mortality - all cause mortality; BC mortality - breast cancer mortality; 2nd BC - second primary breast cancer.
STRONG: Evidence strong enough to support a judgement of a convincing or probable causal relationship and generally justify making recommendations.

LIMITED: Evidence that is too limited to justify making specific recommendations.

VIncludes various exposure-outcome combinations where evidence was available but too limited to draw conclusions. For more details of the outcomes related to the exposures listed here, see

the full Breast Cancer Survivors SLR
2 Postmenopause only

The American college of obstetricians and gynecologists
(ACOG) Committee opinion made in 2014 these recommenda-
tions for the patients who use tamoxifen therapy:
=% Tamoxifen use may be extended to 10 years based on new
data demonstrating additional benefit.

% Women taking tamoxifen should be informed about the risks
of endometrial proliferation, endometrial hyperplasia, endome-
trial cancer, and uterine sarcomas. They should be encouraged
to promptly report any abnormal vaginal symptoms, including
bloody discharge, spotting, staining, or leucorrhea.

=% Any abnormal vaginal bleeding, bloody vaginal discharge,
staining, or spotting should be investigated.

=% Postmenopausal women taking tamoxifen should be closely
monitored for symptoms of endometrial hyperplasia or cancer.
% Premenopausal women treated with tamoxifen have no
known increased risk of uterine cancer and as such require no
additional monitoring beyond routine gynecologic care.

= Unless the patient has been identified to be at high risk of
endometrial cancer, routine endometrial surveillance has not
proved to be effective in increasing the early detection of en-
dometrial cancer in women using tamoxifen. Such surveillance
may lead to more invasive and costly diagnostic procedures and,
therefore, is not recommended.

=% Emerging evidence suggests the presence of high-risk and
low-risk groups for development of atypical hyperplasia with
tamoxifen treatment in postmenopausal women based on the
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presence or absence of benign endometrial polyps before thera-
py. Thus, there may be a role for pretreatment screening of post-
menopausal women with transvaginal ultrasonography, and
sonohysterography when needed, or office hysteroscopy before
initiation of tamoxifen therapy.

= If atypical endometrial hyperplasia develops, appropri-
ate gynecologic management should be instituted, and the
use of tamoxifen should be reassessed. If continued use of
tamoxifen therapy is advised and the risks are accepted by
the patient, hysterectomy should be considered in women
with atypical endometrial hyperplasia. Tamoxifen use may
be reinstituted following hysterectomy for endometrial car-
cinoma in consultation with the physician responsible for the
woman's breast care.

Finally, for patients on Al, regular bone density evaluation is
advised. According to ASCO, in asymptomatic patients, other
laboratory or imaging tests (e.g., blood counts, chemistry tests,
chest X-rays, bone scans, magnetic resonance imaging, liver ul-
trasound exams, computed tomography or any tumor markers)
are not recommended for routine BC follow-up.

Last but not least, the follow up should not only focus in
cancer surveillance but also in late-treatment complications
such as psychosocial issues [48]. As more research is complet-
ed with large cohorts that permit subgroup analyses and with
longitudinal follow-up [50], there is an increasing recognition
that psychological issues are primary concerns for cancer sur-
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vivors post treatment, although the magnitude of difference
between survivors and healthy controls is not clear [50-54].
For example, cohort studies show that compared with sub-
jects with no histories of cancer, cancer survivors report high-
er rates of anxiety consistently; while some show higher rates
of depression, and this has not been consistently demonstrat-
ed [55-57]. In addition, survivors who have clinical depression
have a twofold risk of all-cause mortality [58]. Unfortunately,
data suggest that we are not meeting these needs in cancer
survivors as well as we should. For example, in a survey of he-
matopoietic cell transplantation survivors, 50% of those who
reported feeling distressed said they had not received any
treatment for their emotional needs [59]. This section reviews
psychosocial issues in cancer survivors, which increasingly are
recognized as extending beyond anxiety and depression. Al-
though the term “cancer survivor” may refer to anyone alive
after a cancer diagnosis, in this section, we address psycho-
social issues in disease-free survivors who have completed
treatment. Psychological symptoms may worsen if a woman
is in a reproductive period and has no possibility to have a
child due to disease. This kind of patients may have needed
fertility preservation technologies [60]. Fertility preservation
requires individualization. The optimal approach depends
upon the type of gonadotoxic treatment (radiation versus

REFERENCES/NITEPATYPA
1. National Cancer Registry. Ukraine. NCI (2011).

2. GLOBOCAN 2008 Update.

Avialable from: [http://www.iarc.fr/en/media-centre/
iarcnews/2011/globocan2008-prev.php], last accessed Feb 15,
2016.

3. DeSantis, C.E., Lin, C.C,, Mariotto, A.B., et al.
“Cancer treatment and survivorship statistics, 2014.” CA Cancer
J(lin 64 (2014): 252.

4. Jemal, A, Siegel, R., Xu, J., Ward, E.
“Cancer statistics, 2010.” CA Cancer J Clin 60 (2010): 277.

5. Cheung, W.Y,, Neville, B.A., Cameron, D.B., et al.
“Comparisons of patient and physician expectations for cancer
survivorship care.”) Clin Oncol 27 (2009): 2489.

6. Ottini, L., Palli, D., Rizzo, S., et al.
“Male breast cancer.” Crit Rev Oncol Hematol 73 (2010):
141-55.

7. Autier, P, Boniol, M., La Vecchia, C., et al.

“Disparities in breast cancer mortality trends between 30
European countries: retrospective trend analysis of WHO
mortality database.” BMJ 341 (2010): 3620.

8. Allemani, C., Weir, H.K., Carreira, H., etal.

“Global surveillance of cancer survival 1995-2009: analysis of
individual data for 25,676,887 patients from 279 population-
based registries in 67 countries (CONCORD-2)." Lancet 385
(2015): 977-1010.

9. Sant, M., Chirlaque Lopez, M., Agresti, R., etal.;
EUROCARE-5 Working Group.

“Survival of women with cancers of breast and genital organs
in Europe 1999-2007: results of the EUROCARE-5 study.” Eur J
(ancer (2015). Avialable from: [http://www.ncbi.nlm.nih.gov/
pubmed/26421822], last accessed Feb 16, 2016.

10. Minino, A.M., Murphy, S.L.

11. Tsu, V.

DOI: 10.1155/2013/159732

(1996): 195.

WWW.REPRODUCT-ENDO.COM.UA/ WW W.REPRODUCT-ENDO.COM N°2 (28) / TpaBeHb 2016

“Death in the United States, 2010.” NCHS Data Brief 1-8 (2012).

“Evaluation of Key Components of PATH's Ukraine Breast Cancer
Assistance Project: Ten Years After” Avialable from: [http://sites.
path.org/rh/files/2012/06/PATH_Breast_cancer_eval_report_
Ukraine_2011.pdf], last accessed Feb 16, 2016.

12. McDermott, A.M., Toelle, T.R., Rowbotham, D.J., et al.
“The burden of neuropathic pain: results from a cross-sectional
survey.” Eur J Pain 10 (2006):127-35.

13. McDonald, M., Hertz, R.P, Unger, A.N., et al.

“Prevalence, awareness, and management of hypertension,
dyslipidemia, and diabetes among United States adults aged 65
and older.”J Gerontol A Biol Sci Med Sci 64 (2009): 256—63.

14. Materials of European Cancer Congress — 2015.
“Treatment patterns for older patients with non-metastatic
breast cancer in four European countries — preliminary

data from a EURECCA international comparison.” Avialable
from: [http://oncologypro.esmo.org/Meeting-Resources/
European-Cancer-Congress-2015/Treatment-patterns-for-
older-patients-with-non-metastatic-breast-cancer-in-four-
European-countries-preliminary-data-from-a-EURECCA-
international-comparison], last accessed Feb 16, 2016.

15. Miguel, R., Kuhn, A.M., Shons, A.R., etal.

“The effect of sentinel node selective axillary
lymphadenectomy on the incidence of postmastectomy pain
syndrome.” Cancer Control 8 (2001): 427.

16. Meijuan, Y., Zhiyou, P, Yuwen, T, et al.

“A retrospective study of postmastectomy pain syndrome:

incidence, characteristics, risk factors, and influence on quality
of life.” Scientific World Journal (2013).

17. Wallace, M.S., Wallace, A.M., Lee, J., Dobke, M.K.
“Pain after breast surgery: a survey of 282 women.” Pain 66

chemotherapy), time available, patient age, the specific dis-
ease, whether the patient has a partner, costs, and long-term
issues (storage and use of frozen gametes or embryos). ASCO
and the American Society of Reproductive Medicine (ASRM)
have published similar recommendations [61-64].

CONCLUSION

BC survivors faced with significant psychological and physi-
cal difficulties after the diagnosis. Difficulty coping with ac-
cess to diagnosis: fear, anxiety about the future, the various
aspects of psychological avoidance themselves play the role
of the background, which is unfolding battle for the right to
live. The results of the subsequent surgery therapy create a
number of negative effects, which themselves make this path
even more arduous. It is necessary to emphasize the differ-
ence in the groups: young women with newly diagnosed BC
when there is still the opportunity to realize their reproduc-
tive potential. Prolonged estrogen receptor antagonist ther-
apy worsens the course of menopausal disorders in a group
perimenopause.

Increasing the number of survivors in all countries, the aging
of the female population, the formation of youth groups with a
diagnosis of BC creates a separate area of supervision in these
patients.

18. Poleshuck, E.L., Katz, J., Andrus, C.H., et al.
“Risk factors for chronic pain following breast cancer surgery: a
prospective study.”J Pain 7 (2006): 626.

19. Berry, D.A., Cirrincione, C., Henderson, I.C., et al.
“Estrogen-receptor status and outcomes of modern
chemotherapy for patients with node-positive breast cancer.”
JAMA 295 (2006): 1658—67.

20. Clarke, M., Coates, A.S., Darby, S.C., et al.

“Adjuvant chemotherapy in oestrogen receptor-poor breast
cancer: patient-level meta-analysis of randomised trials.” Lancet
371(2008): 29—-40.

21. Colleoni, M., Gelber, S., et al.

“Tamoxifen after adjuvant chemotherapy for premenopausal
women with lymph node-positive breast cancer: International
Breast Cancer Study Group trial 13-93."J Clin Oncol 24 (2006):
1332-41.

22. Swain, S.M., Jeong, J.H., Wolmark, N.
“Amenorrhea from breast cancer therapy-not a matter of dose.”
N EnglJ Med 363 (2010): 2268-70.

23. Floyd, J.D., Nguyen, D.T., Lobins, R.L., et al.
“Cardiotoxicity of cancer therapy.”J Clin Oncol 23 (2005): 7685.

24. Singal, PK., lliskovic, N.
“Doxorubicin-induced cardiomyopathy.”N Engl J Med 339
(1998): 900.

25. Carver, J.R., Shapiro, C.L., et al.; ASCO Cancer Survivorship
Expert Panel.

“American Society of Clinical Oncology clinical evidence review
on the ongoing care of adult cancer survivors: cardiac and
pulmonary late effects.”J Clin Oncol 25.25 (2007): 3991.

26. Auner, H.W., Tinchon, C,, Linkesch, W., Tiran A., et al.
“Prolonged monitoring of troponin T for the detection of
anthracycline cardiotoxicity in adults with hematological
malignancies.” Ann Hematol 82.4 (2003): 218.

Reproductive Endocrinology
ISSN 2309-4117



MYXJIVMHW TA TTEPEAOTTY XJIMHHA TTATOJ10OT 1A

27. Gnant, M., Mlineritsch, B., Schippinger, W., et al.
“Endocrine therapy plus zoledronic acid in premenopausal
breast cancer.”N Engl J Med 360 (2009): 679-91.

28. Pagani, 0., Regan, M.M., Walley, B.A., et al.
“Adjuvant exemestane with ovarian suppression in
premenopausal breast cancer.”N Engl ) Med 371 (2014):
107-18.

29. Cuzick, J., Ambroisine, L., et al.

“Use of luteinizing-hormone-releasing hormone agonists

as adjuvant treatment in premenopausal patients with
hormonereceptor-positive breast cancer: a meta-analysis of
individual patient data from randomised adjuvant trials.” Lancet
369 (2007): 1711-23.

30. Jonat, W., Kaufmann, M., Sauerbrei, W., et al.

“Goserelin versus cyclophosphamide, methotrexate,
andfluorouracil as adjuvant therapy in premenopausal patients
with node-positive breast cancer: the Zoladex Early Breast
(ancer Research Association study.”J Clin Oncol 20 (2002):
4628-35.

31. Sismondi, P, Biglia, N., Volpi, E., Giai, M., de Grandis, T.
“Tamoxifen and endometrial cancer.” Ann N'Y Acad Sci 734
(1994):310-21.

32. Bissett, D., Davis, J.A., George, W.D.
“Gynaecological monitoring during tamoxifen therapy.” Lancet
344 (1994): 1244.

33. Fisher, B., Costantino, J.P,, Redmond, C.K., et al.
“Endometrial cancer in tamoxifen-treated breast cancer
patients: findings from the National Surgical Adjuvant Breast
and Bowel Project (NSABP) B-14."J Natl Cancer Inst 86 (1994):
527-37.

34. Magriples, U., Naftolin, F., Schwartz, PE., Carcangiu, M.L.
“High-grade endometrial carcinoma in tamoxifen-treated
breast cancer patients.”J Clin Oncol 11 (1993): 485-90.

35. Davies, C., Pan, H., Godwin, J., Gray, R., et al.
“Long-term effects of continuing adjuvant tamoxifen to 10
years versus stopping at 5 years after diagnosis of oestrogen
receptor-positive breast cancer: ATLAS, a randomised trial.”
Lancet 381(2013): 804-16.

36. Moore, H.C., Unger, J.M., Phillips, K.A., et al.
“Goserelin for ovarian protection during breast-cancer adjuvant
chemotherapy.”N Engl ) Med 372 (2015): 923-32.

37. Regan, M.M., Leyland-Jones, B., Bouzyk, M., et al.
“CYP2D6 genotype and tamoxifen response in postmenopausal
women with endocrine-responsive breast cancer: the breast
international group 1-98 trial.”J Natl Cancer Inst 104 (2012):
441-51.

38. Sideras, K., Ingle, J.N., Ames, M.M., et al.
“Coprescription of tamoxifen and medications that inhibit
CYP2D6."J Clin Oncol 28 (2010): 2768-76.

39. Coleman, M.P, Quaresma, M., Berrino, ., et al.
“Cancer survival in five continents: a worldwide population-
based study (CONCORD)." Lancet Oncol 9 (2008).

40. Khatcheressian, J.L., Hurley, P, Bantug, E., et al.
“Breast cancer follow-up and management after primary
treatment: American Society of Clinical Oncology clinical
practice guideline update.”J Clin Oncol 31 (2013): 961-65.

41. Senkus, E., Kyriakides, S., Penault-Llorca k., et al.
“Primary breast cancer: ESMO Clinical Practice Guidelines for
diagnosis, treatment and follow-up.” Ann Oncol 24.6 (2013): 7-23.

42. Achiron, R, Lipitz, S., Sivan, E., Goldenberg, M., etal.
“Changes mimicking endometrial neoplasia in postmenopausal,
tamoxifen-treated women with breast cancer: a transvaginal
Doppler study.” Ultrasound Obstet Gynecol 6 (1995): 116-20.

40

PerpogyKTvBHa eHAoKPUHOIOr A

HayKOBO-FIDaKTHYHIIE MEANIHINA Wy PHA

43. Bertelli, G., Venturini, M., Del Mastro, L., et al.

“Tamoxifen and the endometrium: findings of pelvic ultrasound
examination and endometrial biopsy in asymptomatic breast
cancer patients. “Breast Cancer Res Treat 47 (1998): 41-6.

44, Fung, M.F, Reid, A., Faught, W., Le, T., et al.
“Prospective longitudinal study of ultrasound screening for
endometrial abnormalities in women with breast cancer
receiving tamoxifen.” Gynecol Oncol 91 (2003): 154-9.

45. Love, C.D., Muir, B.B., Scrimgeour, J.B., et al.

“Investigation of endometrial abnormalities in asymptomatic
women treated with tamoxifen and an evaluation of the role of
endometrial screening.”J Clin Oncol 17 (1999): 2050—4.

46. Markovitch, 0., Tepper, R., Aviram, R., et al.

“The value of sonohysterography in the prediction of
endometrial pathologies in asymptomatic postmenopausal
breast cancer tamoxifen-treated patients.” Gynecol Oncol 94
(2004): 754-9.

47. Chalas, E., Costantino, J.P, Wickerham, D.L., et al.
“Benign gynecologic conditions among participants in the
Breast Cancer Prevention Trial.” Am J Obstet Gynecol 192
(2005):1230-9.

48. Syrjala, K.L., Yi, J.C,, Ganz, PA., Vora, S.R.

Overview of psychosocial issues in the adult cancer survivor.
Avialable from: [http://www.uptodate.com/contents/
overview-of-psychosocial-issues-in-the-adult-cancer-survivor],
last assessed Feb 17,2016.

49. DeSantis, C.E., Lin, C.C,, Mariotto, A.B., et al.
“Cancer treatment and survivorship statistics, 2014.” CA Cancer
J(lin 64 (2014): 252.

50. Lerro, C.C,, Stein, K.D., Smith, T, Viirgo, K.S.

“A systematic review of large-scale surveys of cancer survivors
conducted in North America, 2000-2011."J Cancer Surviv 6.2
(2012): 115-45.

51. National Research Council.
Cancer Care for the Whole Patient: Meeting Psychosocial Health
Needs // Ed. by N.E. Adler, A.E.K. Page. The National Academies
Press. Washington D.C. (2007).

52. Institute of Medicine, National Research Council.

From Cancer Patient to Cancer Survivor: Lost in Transition // Ed.
by M. Hewitt, S. Greenfield, E. Stovall. The National Academies
Press. Washington D.C. (2006).

53. Beckjord, E.B., Reynolds, K.A., van Londen, G.J., et al.
“Population-level trends in posttreatment cancer survivors’
concerns and associated receipt of care: results from the
2006 and 2010 LIVESTRONG surveys.” Psychosoc Oncol 32.2
(2014):125.

54. Forsythe, L.P, Kent, E.E., Weaver, K.E., Buchanan, N., et al.
“Receipt of psychosocial care among cancer survivors in the
United States.”J Clin Oncol 31.16 (2013): 1961-9.

55. Greer, J.A., Solis, J.M., Temel, J.S., et al.
“Anxiety disorders in long-term survivors of adult cancers.”
Psychosomatics 52 (2011): 417.

56. Costanzo, E.S., Ryff, C.D., Singer, B.H.

“Psychosocial adjustment among cancer survivors: findings
from a national survey of health and well-being." Health
Psychol 28 (2009): 147.

57. Mitchell, A.J., Ferguson, D.W., Gill, J., et al.
“Depression and anxiety in long-term cancer survivors
compared with spouses and healthy controls: a systematic
review and meta-analysis.” Lancet Oncol 14 (2013): 721.

58. Mols, F., Husson, 0., Roukema, J.A., van de Poll-Franse, L.V.
“Depressive symptoms are a risk factor for all-cause mortality:
results from a prospective population-based study among
3,080 cancer survivors from the PROFILES registry.”J Cancer
Surviv 7 (2013): 484.

59. Mosher, C.E., DuHamel, K.N., Rini, C.M., et al.
“Barriers to mental health service use among hematopoietic
SCT survivors.” Bone Marrow Transplant 45 (2010): 570.

60. Sonmezer, M., Oktay, K.

“Fertility preservation in patients undergoing gonadotoxic
treatment or gonadal resection.” Avialable from: [http://www.
uptodate.com/contents/fertility-preservation-in-patients-
undergoing-gonadotoxic-treatment-or-gonadal-resection],
last accessed Feb 17, 2016.

61. Loren, A.W., Mangu, PB., Beck, L.N., et al.

“Fertility preservation for patients with cancer: American
Society of Clinical Oncology clinical practice guideline update.” )
Clin Oncol 31 (2013): 2500.

62. The Practice Committee of the American Society for
Reproductive Medicine.

“Fertility preservation in patients undergoing gonadotoxic
therapy or gonadectomy: a committee opinion.” Fertil Steril 100
(2013): 1214.

63. The Ethics Committee of the American Society for
Reproductive Medicine.

“Fertility preservation and reproduction in patients facing
gonadotoxic therapies: a committee opinion.” Fertil Steril 100
(2013):1224.

64. Das, M., Shehata, k., Moria, A., et al.
“Ovarian reserve, response to gonadotropins, and oocyte
maturity in women with malignancy.” Fertil Steril 96 (2011):

Ne2(28) / TpaBeHb 2016 WWW.REPRODUCT-ENDO.COM / WWW.REPRODUCT-ENDO.COM.UA
ISSN 2309-4117



MYXJIMHM TA MEPEAONYXJIVIHHA TTATOJIOT A

BREAST CANCER SURVIVORS. EARLY DIAGNOSIS — SUCCESSFUL TREATMENT — QUALITY OF LIFE: MULTIDISCIPLINARY APPROACH

T.F. Tatarchuk, MD, professor, corresponding member of NAMS of Ukraine, deputy director for research work, Chief of the Endocrine Gynecology Department, SI“Institute of Pediatrics,
Obstetrics and Gynecology, NAMS of Ukraine”

1.1. Smolanka, MD, professor, Chief oncosurgeon of the Ministry of Health of Ukraine, head of the Scientific and Research Department of Breast Tumors and its Reconstructive Surgery,
National Cancer Institute of the NAMS of Ukraine

0.V. Popkov, PhD, gynecologist

Breast cancer is the leading cause of cancer-related deaths in European women. Breast cancer diagnosis is widely represented in women with such risk factors as exposure of
endogenous end exogenous estrogens, some genetic predispositions, low parity and others. Consumption of fat, alcohol leads to the rising breast cancer incidence of last decades.
Breast cancer occurs mostly after 50 years. Genetic BRCAT and BRCA2 polymorphism, family history allows supposing breast cancer in 10% of women in risk group. In Ukraine radiation
played a great role due to Chernobyl atomic station catastrophe in 1986.

In a treatment of breast cancer different methods are used in a combination. Primary surgery and systemic approaches include radiation therapy, hormone therapy and
chemotherapy. Important role belongs to a chemotherapy and post-treatment after surgical intervention.

Chemotherapy is recommended in the vast majority of triple-negative, HER2-positive breast cancer and in high-risk luminal HER2-negative tumors (evidence level |, A). The
absolute benefit from chemotherapy is more pronounced in estrogen receptors negative tumors. The most frequently used regimens contain anthracyclines and/or taxanes, although
in selected patients the CMF therapy (cyclophosphamide, methotrexate, and fluorouracil) may still be used. Endocrine therapy is indicated in all patients with detectable estrogen
receptors expression irrespective of the use of chemotherapy and/or targeted therapy (evidence level |, A).

Routine physical examinations with a careful taking history are the most valuable measures of detecting breast cancer recurrence. The European Society for Medical Oncology
recommends regular visits every 3 to 4 month in the first 2 years, every 6 month from years 3 to 5 and annually thereafter.

Keywords: breast cancer, radiation therapy, hormone therapy, chemotherapy.

TI, XTO BUMMB MIC/A PAKY MONIOYHOI 3AN103U. PAHHA IATHOCTUKA — YCMILUHE MIKYBAHHA — AKICTb MUTTA: MXKAUCLMNAIHAPHUIA NIAXIA

T.0. Tatapuyk, 4. meg. H., npodecop, uneH-kop. HAMH Ykpaihu, 3act. gupexTopa 3 HaykoBoi po6oTy, 3aB. BiggineHHAM eHgokpuHHoi rinekonorii Iy «IMTAI HAMH Ykpaitu»

I.I. CmonaHka, A. Mea. H., npodecop, ronoBHMi oHkoxipypr MO3 Ykpaitin, 3aB. HayKoBO-AOCNIAHIM BiSAINEHHAM NYXAUH rpyAHOI 3a1031 Ta ii pekoHcTpyKTUBHOI Xipyprii HIP MO3
YKpainu

0.B. MonKoB, K. Mep. H., nikap-riHekonor

Pak M0n0uHoi 331031 € 0CHOBHOI0 NPUYMHOI CMEPTHOCTI Bif OHKOJIOTIYHMX 3aXBOPIOBAHb Y €BPONECbKMX XiHOK. Pak M0SIOYHOI 3271031 LINPOKO BUABAETHCA Y XKIHOK i3
TaKUMM GaKTOPamu pu3nKy, Ak BB EHAOTEHHUX T €K30TeHHYX eCTPOreHiB, AeAKi reHeTUYHi CXMNbHOCTI, HU3bKMI MApUTET Ta iHLi. HaaMipHe CNOXMBaHHA XupiB, ankorono
3yMOB/IOE 3pOCTAHHA 3aXBOPOBAHOCTI Ha pak MONOYHOI 33103 B OCTaHHI AecATUNITTA. Pak MONOYHOI 3210311 PO3BUBAETLCA B 0CHOBHOMY MicaA 50 pokis. [onimopdiam renis BRCA1
i BRCA2, 0bTaKeHuiA ciMeiiHuil aHaMHe3 03BONAE NPUNYCTUTIA HAABHICTb PaKy MoOuHoT 3an03u Y 10% XiHOK rpynu puswky. B Ykpaiti Benuky ponb Bigirpae pagiauiiiHuii oH,
06ymoBneHui katacTpohoto Ha YopHoOUNbCbKlt aTOMHiil enekTpocTaHLii B 1986 p.

[Insi nikyBaHHA paKy MOSIOYHOI 3210311 BUKOPUCTOBYETHCA MOEAHAHHA Pi3HIX MeToAiB. [1icnA nepBUHHOrO XipypriyHOro BTpyYaHHA 3aCTOCOBYIOTbCA METOAM CUCTEMHOI Tepanii,
LLi0 BK/HOYAI0Tb MPOMEHEBY, FOPMOHaNbHY Tepanito Ta XimioTepanito. Baxnnsa ponb Hanexwtb XimioTepanii i noganbLLOMy NikyBaHHI0 MiCAA XipypriyHoro BTpyYaHH.

XimioTepania pekomeHpy€ETbCA B NepeBaxHiii BinbLuocti BUNaaKis nopiitHoro HeratugHoro, HER2-no3uTnBHOrO paky MofI04HOT 331031 i 33 BICOKOTO PU3UKY PaKy MOSIOYHOT
3a031 itoMiHanbHoro nigruny (HER2-HeraTuHoro) (piBeHb foka3oBocTi |, A). AbconioTHa KopucTb Big XimioTepanii 6inblu BupaxeHa npu ER-HeraTuBHux nyxnuHax. Haibinbiw
4aCTo BXVBAHI CXeMV BKNIOYAOTb aHTPALMKAIHY Ta/abo TaKcaHy, Xoua y OKpemitx XBOpUX Moxe, AIK i paHilue, Bukopuctoysatica LIMO-Tepania (umknodocdamin, MeToTpekcar,
dTopypauun). EHoKpuHHa Tepania nokasaHa BciM xBopum 3 ER-no3uTBHIM pakom MONOYHOI 31031 He3aNeXHO Bif 3aCToCyBaHHA XimioTepanii Ta/abo TapreTHoii Tepanii (piBeHb
JoKa30BocTi |, A).

3BUyaiiHi MeauuHi ornAan 3 petenbHIM 360pom aHaMHe3y € HallLiHHILLIMMIN Cocobamu BUABMIEHHA PeLiuamBY paKy MONOuHOI 3an03v. EBponeficbke CycninbCTBO MeSUYHOI
OHKOJ10rii peKoMeHzye 3AilICHI0BaTY PerynApHUi OrNAZL NALEHTOK KOXHIUX 3—4 MicAL NpoTArOM NepLUnX 2 poKiB MicsA NiKyBaHH, KOXHUX 6 MicALiB B nepiog Bif 3 A0 5 poki, a
Jani LWopoky.

KniouoBi cnoBa: pak MonouHoi 3an03v, npomeHeBa Teparis, ropMoHasbHa Tepania, Ximiotepanis.

BbIKMBLLME MOC/E PAKA MOJIOYHOI MENE3bI. PAHHAS AUATHOCTUKA — YCELIHOE TEYEHUE — KAYECTBO MU3HUN: MEXAUCLIMIIMHAPHDBIA NOJXO0,

T.0. Tatapuyk, 4. mea. H., npodeccop, uneH-kopp. HAMH YkpauHbl, 3am. aupektopa no HayuHoii pabote, 3aB. oTaeneHnem HaoKpuHHoi runekonorun Y <UMAT HAMH YkpauHbi»
WM. CmonaHka, i Meg. H., npodeccop, rasHbIii oHKoxupypr MO3 YkpauHbl, 3aB. HayuHO-MCCNef0BaTeNbCKIM OTAENEHUEM ONYXONeid FPyAHOI Xene3bl v ee peKOHCTPYKTUBHOI
xupyprun HUP M3 Ykpauhb

A.B. MonKoB, K. Mef. H., Bpau-ruHeKonor

Pak MonouHo xene3bl ABNAETCA 0CHOBHOM MPUYNHOI CMEPTHOCTY OT OHKONOTMYeCKIX 3a60n1eBaHNiA Y eBPONEiCKINX eHLLMH. Pak MONOUHOIA Xene3bl LMPOKO BbIABNAETCA
¥ XKEHLUMH C TakuMu GaKTopami pucka, Kak BO3AeiCTBIE SHAOTEHHbIX 1 IK30TeHHbIX 3CTPOTeHOB, HEKOTOPbIE reHeTUYecKIe NPeApacnonoXeHHOCTI, HU3KNIA NapuTeT i apyrue.
I136biTouHOe NoTpebneHme xupoB, ankorona 00yc0BAMBAET POCT 3a06071€BAEMOCTM PaKOM MOIOYHOI Xene3bl B NoCaeaHIe AecATUNeTUA. Pak MONIOYHOI Xene3bl pa3BIBaETcA B
ocHoBHom nocne 50 net. Monumopduam reHoB BRCAT n BRCA2, oTAroLLeHHbIi cemeiiHblil aHaMHe3 N03BOAAET NPEANONOXMUTb Hanuve paka MonouHoi xenesbl y 10% XeHLmH
Tpynnbl pucka. B Ykpaue 6onbLuyio ponb UrpaeT paanaLyoHHblil ok, 06ycnioBReHHbIii KatacTpodoii Ha HepHobbINbCKOI aToMHOI IneKTPoCTaHLMM B 1986 T.

[InA neueHna paka MONOYHON ene3bl UCMOMb3yeTcA COYETaHKe pasnuuHbx MeToZoB. [ocie NepBUYHOTO XUPYPriYeCKoro BMeLLaTeNbCTBa NPUMEHAITCA METOAbI CUCTEMHOI
Tepanuu, BKN0uakLLye NyyeByio, ropMOHA/IbHYI0 Tepanuko v XMuoTepaniio. BaxHas ponb npuHaanexuT Xummuotepaniu 1 nociesyloLLemy neyeHuto nocne Xupypriyeckoro
BMeLLaTeNbCTBa.

Xumuotepanna pekomeHpyeTca B nofasAAtoLLeM 60NbLIMHCTBE ClyyaeB TPOIHOTO HeratueHoro, HER2-nonoxuTenbHoro paka Mo0YHOI Xenesbl v Mpu BbICOKOM PUCKe paka
MOJI0YHON Xene3bl NloMuHanbHoro noatina (HER2-HeratusHoro) (ypoBeHb Aoka3atensHoctu |, A). AbconioTHad nonb3a ot xumuoTepanim 6onee BblpaxeHa npu ER-HeratugHbIx
onyxonax. Hanbonee Yacto NpuMeHAEMble CXeMbl BKIKUAIOT aHTPALMKINHBI U/WIN TaKCaHbl, X0TA Y 0TAeNbHbIX 607bHbIX MOXET no-npexxHemy ucnonb3oBatbea LIMO-Tepanus
(umknodocdammuz, metotpekcat, dTopypaLun). JHAOKPUHHAA Tepanua nokazaHa Bcem 60MbHbIM ¢ ER-nonoxuTenbHbIM pakom MOOUHOIA eNne3bl He3aBUCMO 0T HCMONb30BaHNA
XUMUOTepanu u/unu TapreTHoil Tepanun (ypoBeHb fokasatenbHocti |, A).

06b1YHble MeZULMHCKIE 0CMOTPbI C TLLaTebHbIM CHOPOM aHaMHe3a ABNAIOTCA CAMbIMI LieHHbIMM CMocobami BbIABNEHMA peLuanBa paka MONoYHON xene3bl. EBponeiickoe
00LLeCTBO MeANLMHCKOA OHKONOTMN peKOMeHZYeT NPOBOANTb PErynApHbIil 0CMOTP NALMEHTOK Kax/able 3—4 MecALa B TeyeHNe NepBbiX 2 fIeT Noce NeveHns, kaxable 6 MecALes B
nepuog ot 3 A0 5 N1eT, a 3aTeM eXeroAHo.

KnioueBbie cnoBa: paK MOJIOYHON Xene3bl, JiyyeBad Tepania, ropMoHanbHasA Tepaniia, XuMuoTepanusa.
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