surgery and with involvement of foreign expert, MD, Professor M. Mueller.

Endometriosis is a chronic estrogen-dependent
gynecological disease which requires a life-long
management plan with the goal of maximizing
the use of medical treatment and avoiding repeat-
ed surgical procedures. There are three types of
endometriosis: peritoneal endometriosis, ovarian
endometriosis (endometrioma) and deep infiltrat-
ing endometriosis (DIE). Separately adenomyosis
is considered as a manifestation of endometrioid
lesion of uterus. The symptoms manifestation de-
pends on localization of endometriosis lesions,
their form and extension of the process. The most
common clinical symptoms of endometriosis are
pain and infertility. In the absence of treatment,
endometriosis may cause the dysfunction of the
affected organs and may have a negative effect
on the woman's quality of life.

The disease management tactics in patients
with endometriosis are determined by the clini-
cal symptoms and includes observation, medical
treatment, surgical treatment (conservative, radi-
cal), using of the assisted reproductive technolo-
gies (ART).

The main goals of endometriosis management
are treatment of symptoms (pain relief if avail-
able), fertility restoration, prevention of recur-
rence and repeated surgeries in future.

To prevent endometriosis recurrence it is rea-
sonable to use a combined approach - surgical
methods and hormonal therapy.

SURGICAL TREATMENT

According to the unified clinical protocol “Man-
agement of patients with genital endometriosis”
approved by Order of the Ministry of Health of
Ukraine No. 319 dated April 06, 2016, the surgical
treatment of endometriosis should be performed
when the clinical symptoms are present:
= availability of contraindications and failure of
the medical treatment;
= availability of external endometriosis forms;
= availability of DIE with involvement of bowel,
bladder, ureter or pelvic nerves in case of severe
complications (severe rectal bleedings, obstruc-
tion, stenosis, deep involvement of the bowel
wall, bowel obstruction, the presence of large or
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RESOLUTION OF ADVISORY BOARD

MODERN APPROACHES TO SURGICAL AND POSTSURGICAL MEDICAL MANAGEMENT

OF PATIENTS WITH ENDOMETRIOSIS
December 8, 2016 in Kyiv Advisory board was held related to modern approaches to surgical and postsurgical medical

management of patients with endometriosis. The meeting was chaired by V.V. Kaminskiy, MD, Professor, corresponding
member of the NAMS of Ukraine, T.F. Tatarchuk, MD, Professor, corresponding member of the NAMS of Ukraine,
I.Z. Gladchuk, MD, Professor, by the personal participation of leading Ukrainian experts in obstetrics, gynecology and

multiple lesions, hematuria, dysuria in cases of ob-
struction)

@ acute adnexal conditions (cyst distortion or
ruptured ovarian cyst);

= progression of pelvic pain syndrome despite of
an adequate medical treatment;

= in case of ovarian endometrioma with use of
techniques targeted to preserve the ovarian re-
serve;

= failure of conservative treatment of infertility.

Surgical methods allow to clarify and to final-
ly confirm the diagnosis, remove endometriosis
lesions and adhesions as completely as possible
and restore the anatomy. In case of surgical tactics
selection, it is necessary to take into account the
patient age, her reproductive plans, surgeon ex-
perience (or availability of multidisciplinary team
in case of DIE), localization, number and size of the
endometriosis lesions.

Peritoneal endometriosis. The surgical treat-
ment of peritoneal endometriosis may include
both laparoscopic ablation and resection to re-
lieve the endometriosis associated pain. Its resion-
able to remove lesions by cryo- or laser destruc-
tion. To reduce pain in some cases intersection
sacro-uterine ligaments is possible.

Endometriomas. Surgical treatment is conduct-
ing in case of endometriomas bigger than 3 cm
in size. Using of laparoscopy in endometrioma
surgery allows to decrease the risk of recurrence
and improve fertility. However, it should be taking
into account, that ablation of ectopic lesions and
electrosurgical coagulation, which are used to re-
move the cysts, may impair the stoma and ovarian
vascular network, and a part of a normal ovarian
tissue may be removed which results in the de-
creased ovarian reserve.

In patients with endometriomas more than 3
cm in diameter, the laparoscopic excision com-
pared with drainage or fulguration ensures more
evident relief of the pain syndrome and prevents
disease recurrence. During primary treatment of
endometrioma, the cyst capsule should be re-
moved completely, fenestration is not sufficient.

Deep infiltrating endometriosis. DIE is usually
presented with the infiltration of sacro-uterine
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ligaments, posterior vaginal wall, anterior rectum
wall and in the most severe cases with infiltration
of parametrial tissue with the involvement of ma-
jor vessels and distal areas of ureters. For DIE treat-
ment complete resection of lesions should be
performed. However, compromises are possible
in case when fertility is the main goal. The extent
of resection should be discussed with a patient
in details considering the benign nature of con-
dition and possible complications. DIE treatment
requires the multidisciplinary approach with in-
volvement of the different specialists (urologist,
proctologist). If conservative management of DIE
is required in pre- and postsurgical period, ultra-
sound examination of kidneys is mandatory in or-
der to avoid silent hydronephrosis. DIE-associated
hydronephrosis is an absolute indication for the
appropriate treatment.

The surgical treatment of rectocervical endo-
metriosis includes the prudent dissection, resec-
tion of the posterior uterine wall and posterior
vaginal vault, removal of endometrioid infiltrate
of rectovaginal tissue with the mandatory con-
trol of ureter path, major vessels and rectum wall.
Deep excision of the nodes during the treatment
of uterine ligament endometriosis improves the
long-term effects: facilitates complete disappear-
ance or partial reduction of symptoms. The surgi-
cal treatment of endometriosis lesions of urinary
tract is performed by using “shaving” technique,
partial resection of bladder wall, partial cystec-
tomy. After removal of endometriomas, bilateral
ovarian fixation, ureter visualization and dissec-
tion within peritonectomyregimen, which may be
partial or total (in case of advanced endometrio-
sis) should be performed. The mantadory condi-
tion of the surgical intervention is the ureter visu-
alization, as risk of its damage is preserved during
the excision of the complicated forms of endome-
trioid heterotopies. In case of lateral expansion of
endometriosis process, the lesion excision is per-
formed bilaterally or centrally. The whole tissue
complex with the endometrioid nodes are subject
to removal. If a method of discoid resection with
the circular stapler is used in the surgical treat-
ment of endometrioid node in the bowel wall, it
is possible to perform the resection of lesions up
to 3 cm in diameter. The bowel resection is per-
formed in case of obstruction, stenosis, presence
of large or multiple lesions, severe rectal bleeding
and deep involvement of bowel wall.

Adenomyosis. Hysterectomy is recommend-
ed for a patient with the achieved reproductive
plans who has adenomyosis and pelvic pain. If
a patient wishes to preserve the uterus, drug-in-
duced amenorrhea is recommended or LNG-IUD
with the purpose of dysmenorrhea and/or abnor-
mal uterine bleedings treatment. Hysterectomy is
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performed in women with the severe endometri-
osis (multiple lesions, severe pain, which does not
respond to therapy), who do not plan pregnancy.

POSTSURGICAL MEDICAL TREATMENT

Postsurgical prevention of endometriosis re-
currence is an important stage of management
of patients with endometriosis, as regardless of
the proven efficacy of the surgical treatment, a
risk of endometriosis lesions and pain recurrence
is exist. Currently no clear criteria for endometrio-
sis recurrence evaluation are available. The follow-
ing criteria have been used in the clinical studies
to evaluate the endometriosis recurrence: pain >
5 scores by VAS (visual analogue scale) (dysmen-
orrhea, dyspareunia, chronic pelvic pain); lesions
20 mm in diameter detected by ultrasound exam-
ination; endometriomas more than 2 cm in size.
If no postsurgical medical therapy is used, pain
returns in 21.5 % within 2 years after surgery and
increase to 40-50% within 5 years post-surgery.
Compared to women who had ovariectomy relat-
ed to endometriosis, the risk of pain recurrence is
6.1-fold higher and risk of repeated surgery is 8.1-
fold higher in the patients who had hysterectomy
with preserved ovaries. Rate of lesions recurrence
varies based on the endometriosis type (endome-
trioma - 24.6 %, peritoneal - 17.8 %, DIE — 30.6 %
within 4-year follow up after surgery).

In case of treatment of recurrent symptoms af-
ter the primary surgery due to the endometrio-
sis-associated pain, the level of radicality of used
approaches varies from minimal (conservative
medical treatment, minimally invasive surgical
treatment of recurrences) to maximal (hysterecto-
my +/- ovariectomy).

The hormonal therapy may maintain the pos-
itive effect of the surgical treatment for a long
time and may minimize the risk of pain and en-
dometrioid lesions recurrence. For secondary
prevention of endometriosis recurrence and
associated pain long-term hormonal therapy is
recommended (> 6 months).

A surgeon plays a key role in prescription of
postsurgical medical treatment: he/she deter-
mines its strategy for the first 6 months after
the surgery in alignment with the outpatient
physician.

According to the unified clinical protocol “Man-
agement of patients with genital endometrio-
sis” approved by Order of Ministry of Health of
Ukraine No. 319 dated April 06, 2016, progestins
are the first line therapy of endometriosis, and
the treatment should be continued till the age of
menopause or till the desired pregnancy. Accord-
ing to the results of some clinical studies, the dis-
ease recurrence rate in the postsurgical period af-
ter discontinuation of hormonal therapy with the
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use of different progestins significantly varies: lynestrenol - 12-
34%, norethisterone acetate — 22-27%, medroxyprogesterone
acetate — 9%, dydrogesterone - 53% of recurrences. According
to the results of clinical study which evaluated the efficacy of di-
enogest within 5 years for the postsurgical prevention of endo-
metrioma recurrence, the cumulative 5-year recurrence rate was
4% in dienogest group (compared to 69% in patients who did
not receive treatment). Dienogest usage in endometriosis treat-
ment is pathogenetically justified, as it has antiproliferative and
anti-inflammatory effect on the endometrial and endometrioid
stromal cells and exerts antiangiogenic effect. Dienogest effec-
tively reduces endometriosis induced pain (dysmenorrhea, dys-
pareunia, chronic pelvic pain) and has good tolerability, which
is an important for long-term therapy. For patients with pain
syndrome (including dysmenorrhea), who do not plan preg-
nancy and are unable to use dienogest for a long time (more
than 6 months after the surgery), LNG-IUD may be a treatment
of choice since it has high clinical efficacy, is easy to use (single
insertion for 5 years) and has an acceptable safety profile.

Today it is proved that endometriosis is estrogen-dependent
disease. Estrogen is a key hormone which simulates the growth
and persistency of endometrioid tissue and causes the inflam-
mation and associated pain. Most COCs contain ethinylestradiol,
its activity is significantly higher compared to endogenous es-
trogen. Taking into consideration the above mentioned, it is not
possible to exclude the potential stimulation of development,
progression and recurrence of endometriosis during COCs use.
Current data of the clinical studies demonstrate that previous
use of COCs due to the primary severe dysmenorrhea is associat-
ed with increased risk of DIE in future. In addition, not all types of
pain have the equal response to the postsurgical treatment with
COC use. There is no consensus today regarding the efficacy of
the postsurgical COCs in the chronic pelvic pain and dyspareu-
nia treatment. There is also a lack of data to confirm the long-
term safety of endometriosis treatment with COCs.

ENDOMETRIOSIS AND INFERTILITY

Mechanisms which cause infertility in this disease are compre-
hensive and has not been completely studied yet. They include
the adhesive process, involvement of Fallopian tubes, decreased
ovarian reserve, impaired embryo implantation, inflammatory
reaction of tissues surrounding the endometriosis lesions.

To treat the women with endometriosis and infertility, the sur-
geon should have the appropriate skills and experience. Coop-
eration with the centers of reproductive medicine is also man-
datory. In the patients with endometriomas less than 3 cm in
diameter and without pain symptoms the surgical intervention
should not be conducted, they are recommended to naturally
conceive with further ART use if needed.

In persistent infertility (failure of long-term therapy) of
non-defined origin and suspected endometriosis (presence of
pain syndrome), it is reasonable to perform the laparoscopy
to rule out the endometriosis as a cause of infertility and its
surgical treatment.

After surgery, the patients with the reproductive plans are
recommended to prescribe dienogest for 3 months and in
case of infiltrating endometriosis forms — at least for 6 months
to minimize the inflammatory process.
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In case of recurrent endometriosis, ART is preferred compared
to the repeated surgery considering the incidence of pregnan-
cy. In case of repeated surgeries due to ovarian endometrioma,
decreased ovarian reserve related with the procedure should be
taken into consideration. In case of making the decision on the
laparoscopy conducting, patient opinion should be taking into
account. In some cases hormonal therapy with the further fol-
low up is possible.

Medical and surgical methods of endometriosis treatment
should not be considered as competitive but as compatible,
which increase the treatment efficacy and improve the dise-
ase prognosis.
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Ta iHLLi YneHn eKcnepTHOI paau

B Kuesi 8 rpyara 2016 poky npoituino 3aciAaHHA excnepTHoi paji 3 NTaHb Cy4acHX NifIXOAiB 0 XIPYPrivHOro Ta MOCTXIpYPriYHOTO MEAMKAMEHTO3HOTO Be/IeHHA NALIIEHTOK i3 eHoMeTpio30m. EHomeTpios — Xpokidke ecTporeHosanexHe
TIHEKO/I0Ti4He 3aXBOPIOBAHHA, AIke MOTPeBye PO3POKY Nnaky AOBIOCTPOKOBOTO BEEHHA Mali 3 METO0 MaKC 0 BUKOPUCTAHHA MefVIK 03HOrO Jli iy PHUX XIYpriuHUIX BTpyuaHp. JlikyBarbHa
TaKTVKa npu I TheA Kl cumnToMami i i BKMioyae cnocrep Me/KameHTo3He Ni , XipypriuHe niky (KOH(epBaTMBHe PavKanbHe), 3aCTOCYBaHHA ONOMIKHIX
penpoayKTUBHYIX TEXHONOTiA. 3 MeToko 3ano6iraHHA peLyzvBam eHAOMETPio3y OLiNbHO 3aCTOCOBYBATY KOMOIHOBaHUIA NiAXiA — XipypriuHi METOAN Ta ropMOHanbHY Teparnito.

B pe3ontowii AeTanbHo onucaka Xipypriuna TakTIKa Be/eHHA XBOPUX i3 €HAOMETPIO30M B 3aNeXHOCT Bifl KNIHIYHUX CUMNTOMIB Ta YMOB AOLiNbHOCTi AAHOTO BTPYYaHHA, 3riAHO 3 YHi(iKOBAHUM KNiHIYHUM NpoToK0NOM «TaKTUK BefieHHsA
NaLlieHTOK i3 I'EHITaﬂbHVIM eunome1p|o3om» 3ATBEPPKEHUM HAKA3OM M03 VKpamm N2 319 Big 06.04.2016.

ic I podinakTika f - €Tal MeHe/KMEHTY NaLIEHTOK i3 eHfIOMETPi030M, OCKiMbKH, oNpi f10BEEHY eOEKTUBHICTD XIYPiYHOT NiKYBAHHA, ICHYE PU3UK BUHIKHEHHA PELIWAVBIB eHAOMETDIOIIHIX BOTHMLL i
6onto. B pe3ontouii 3a3HaueHo, Lo Ha CHOTOH BIACYTHI UiTKi KpUTeDii OLiHK peuaiy ‘eHpiomerpioy. Haronoluieso, o ropMoHanbHa Teparia Moxe 36eperti NI03UTUBHIVE eKT XIpypriYHOr NikyBaHHA NPOTATOM TPYBANIONO YaCy Ta MiiMi3yBaT
PU3UK BUHUKHEHHA PELANBIB G071to i éHAOMETPiOAHUX BOrHULL,. 1A BTOD podinakTki PHOT BUHIKHEHHA EHZIOMETPi03) | aCOLi0BAHOTO 3 HiIM G0t PEKOMEHA0BAHO POBOAUTH TPMBANY FOPMOHANbHY Tepanito (> 6 MicALiB).
Kntoyoy ponb y npu3HaueHi nicnaonepaLiiiHoro MeAvKaMeHTO3HOro NlikyBaHHA Biirpae Xipypr: came BiH BI3Hauae /ioro cTpaterito Ha nepLui 6 MicALYB NicniA onepaLyii Npyt y3rofeHHi 3 nikapem am6ynaTopHoi naHKu.

[Jina niky XKIHOK i3 pio3om i 6e3nniafAm 060B'A3K0BIUMMI € HAABHICTb Y Xipypra BiZNOBIAHUX HABUYOK i AOCBIAY B Xipyprii 6e3nniaaA, a Takox cniBnpaLiA 3 LieHTpamy penpoayKTUBHOT MeauLuHI. Mpu cTiltkomy Ge3nniagi
(HeedeKTMBHOCTI NPOBeAEHOT TPUBaNOi Tepanii) HeBCTaHOBMEHOTO FeHe3y i nifo3pi Ha pio3 (HasBHiCTb 6onboBoro cmunpomy) i €np 1 1aNapoCKonii 3 METOl0 BUKNI0YEHHA eHAOMETPIO3Y AK NpUUMHI 6e3nnina i
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3aranom 3a3HayeHo, L0 MeAVIKaMeHTO3Hi Ta XipypriuHi MeToAu NikyBaHHA eHAOMETPI03y Cil PO3rNAAATH He AK KOHKYPYHoi, @ AK NOEAHYBAHI, LU0 NIABULLYIOTH edeKTUBHICTb NikyBaHHA Ta MOKPALLYIOTb NPOTHO3 3aXBOPIOBAHHA.
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December 8, 2016 in Kyiv Advisory Board was held related to modern approaches to surgical and postsurgical medical management of patients with endometriosis. End fosis is a chronic estrogen-dependent gynecological disease
which requires a life-long management plan with the goal of maximizing the use of medical treatment and avoiding repeated surgical procedures. The disease management tactics in patients with endometriosis are determined by the clinical
symptoms and includes observation, medical treatment, surgical treatment (conservative, radical), using of the assisted reproductive technologies. To prevent endometriosis recurrence it is reasonable to use a combined approach — surgical
methods and hormonal therapy.

In resolution surgical tactics of management of patients with endometriosis is described in detail based on clinical symptoms and appropriate conditions for this intervention, according to the unified clinical protocol “Management of
patients with genital endometriosis” approved by Order of Ministry of Health of Ukraine No. 319 dated April 06, 2016.

Postsurgical prevention of endometriosis recurrence is an important stage of management of patients with endometriosis, as regardless of the proven efficacy of the surgical treatment, a risk of endometriosis lesions and pain recurrence is exist.

As noted in the resolution, currently no clear criteria for endometriosis recurrence evaluation are available. The hormonal therapy may maintain the positive effect of the surgical treatment for a long time and may minimize the risk of pain and
endometrioid lesions recurrence. For secondary prevention of endometriosis recurrence and associated pain long-term hormonal therapy is recommended (> 6 months). A surgeon plays a key role in prescription of postsurgical medical treatment: he/
she determines its strategy for the first 6 months after the surgery in alignment with the outpatient physician.

To treat the women with endometriosis and infertility, the surgeon should have the appropriate skills and experience. Cooperation with the centers of reproductive medicine is also mandatory. In persistent infertility (failure of long-term
therapy) of non-defined origin and suspected endometriosis (presence of pain syndrome), it is reasonable to perform the laparoscopy to rule out the endometriosis as a cause of infertility and its surgical treatment. After surgery, the patients
with the reproductive plans are recommended to prescribe dienogest for 3 months and in case of infiltrating endometriosis forms — at least for 6 months to minimize the inflammatory process. As its noted in resolution medical and surgical
methods of endometriosis treatment should not be considered as competitive but as compatible, which increase the treatment efficacy and improve the disease prognosis.
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B Kuese 8 pekabpa 2016 npoLLno 3aceaaHue 3KCrepTHOro CoBeTa o BONPOCam COBPEMEHHbIX MOZXOA0B K XUPYPriuueckoMy 1 OCTXVPYPrityeckomy MeAKameHTo3HoMy naLueHToK ¢ I IHI0METPH03 — XPOHUYECKoe
3CTPOTeH03aBYICUMOE FMHEKoNoruyeckoe 3abonesanue, Kotopoe Tpe6yet pa3paboTkit NiaHa JONTOCPOYHOr0 BEACHNA NALMEHTKY C Liefbo MaK(! 0 U B 03HOTO JIEYEHIA 1 Mpesy
XHPYPTUKECKiX BMeLLTenbCTB. [leyeGHan TaKTuKa npit SHAOMETPi03e NPEANAETCA KANKMYECKAMM CAMITTOMaMH 3a6071eBaHIA 1 BKITIOYGeT HaBNIOZleHIe, MeJMKaMEHTO3HOR niedeHite, XUpYPIA4eCKoe nieveHite (KOHcepBaTI/IBHoe pauKanbHoe),
TIpUIMEeHeHIe BCOMOraTeNbHbIX PenpozyKTUBHbIX TeXHONOrWiA. C LeNbto NPeoTBpaLLieHIs p I Lenecoobp I KOMOUHMPOBaHHbIii OAXOZ — XMPYPTUYECKie METOAbI 1 TOPMOHAIbHYIO Tepanio.

B pe3ontouyy noapo6Ho onvcana Xvpypruyeckan TakTika BefieHA 60NIbHbIX € JHAOMETPUO30M B 3aBUCUMOCTM OT KIMHUYECKUX CUMNTOMOB V1 YCIOBHIE Lienecoo6p T AAHHOTO TBA, B COOTBETCTBUY C YHUDULMPOBAHHDIM
KNUHUYECKUM NPOTOKONIOM «TaKTVKa BeAeHIA NALIMEHTOK C reHUTabHbIM SHAOMETPUO30M», yTBepX/eHHbIM npukazom M3 Ykpaunbl N2319 ot 06.04.2016.

TocneonepamoHHaa NpodUNaKTUKa peLiaNBOB — BaxHbIi 3Tan MeHeXKMeHTa NaLeHToK ¢ 3HAOMETPU030M, MOCKOMbKY, HECMOTPA Ha Z10ka3aHHyHo SGEKTUBHOCTb XMPYPIUYECKOro IeYeHIns, CyLLECTBYET PUCK BO3HUKHOBEHUA
DeLWANBOB SHAOMETPUOUAHbIX 04aroB v 6onu. B pe3oniowiyv 0TMeYeHo, 4To Ha CETo/AHA OTCYTCTBYIOT YETKIE KpUTEPHM OLieHKY peLiuanBa SHA0MeTpHo3a. lopuer TCA, 4TO rof Tepania MOXET COXPaHNTb NONOXUTENbHBII
3GEKT XMPYPriyecKoro SIeUeHus B TeUeHIe ANMTENbHOT0 BPEMEHI 1 MHUMM3MPOBATb PUCK BO3HUKHOBEHIA PELIANBOB 60 1 3HLOMETPUOMEHDIX 04aroB. [ind BTOPUYHON NPOGUAAKTIKM NOBTOPHOrO BO3HUKHOBEHUA 3HLOMETPI03a 1
ACCOLUMPOBAHHOI C HUM 60 PEKOMEHYETCA POBOAWTH A/UTENbHYI0 FOPMOHANbHYI0 Tepanio (> 6 MecsLieB). KoueByto ponib B Ha3HaueH iy NoCIeonepaLMoHHOT0 MeAKaMEHTO3HOTO JIeYeHNIA UTPAeT XUPYPT: IMEHHO OH OMpeaenser ero
CTpaTeruio Ha nepeble 6 MecALeB noce onepaLiy Npy CoracoBaHMM ¢ BPa4oM ambynaTopHoro 3eeHa.

JInA neyeHuA XeHLLUIMH € SHAOMETPU030M v bec 06! Hbl HaNlyve y Xvpypra COOTBETCTBYIOLLUNX HABBIKOB 1 OMbITa B XMPYpriu Gecnnofins, a Take COTPYAHUYECTBO C LieHTPaMy PenpozyKTUBHOI MeAMLMHbI. Mpu
cToiikom Gecnnoanm (HeahdeKTUBHOCTY NPOBEAEHHOI! NUTENbHOI Tepanii) HeyCTaHOBIIEHHOTO reHe3a v N0A03PeHHY Ha SHAOMETPUO3 (Hannyme 6oNeBOro CUHAPOMA) LieniecoobpasHo NpoBezeHIe 1anapockonuK C Liefblo UCKAloYeHNA
3HZOMETPHO032 Kak NpUYMHbI 6eCrnofwa v ero xupypruyeckoe neyexms. Mocne np I Cpenpogyk i TCA HA3HAUWTb NEHOTECT Ha 3 MeCALa, a MPU MHOUALTPATUBHBIX (opmax
3HZOMETPHO03a — MUHUMYM Ha 6 MECALEB, C Lebio MUHIMU33LV BOCMANUTENbHOTO NPOLiecca.

B Lienom oTMeueHo, 4To MeAVKaMeHTO3HbIE U XUPYpriveckue MeTOAbl IeveHis JHAOMETPU03a CIeAYeT PaccMaTpuBaTD He Kak KOHKYPUPYIOLLUE, @ KaK COUeTaHHbIE, KOTOpble MOBbILLIAIOT 3EKTUBHOCTL NIeYeHHA 1 ynyyLLakoT NporHo3
3a6oneBanus.
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