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ABSTRACT

Relevance: Multimodal analgesiais animportant tool in postoperative pain managementin cancer patients. It provides acomprehensive
approach that minimizes side effects, improves recovery, and improves the patient’s quality of life in the postoperative period.

The study aimed to generalize current data from systematic reviews, meta-analyses, and randomized controlled trials that consist of
strategies and new aspects of multimodal analgesia for oncological surgery. An important aspect is the identification of effective methods
for pain management in patients who have undergone surgery due to cancer.

Methods: The Cochrane Library, PubMed, and Embase were searched to identify randomized controlled trials, systematic reviews,
and meta-analyses published in English from 2019 to 2024 that focused on the results of the use and comparison of different methods of
multimodal analgesia during surgical interventions in patients with cancer.

Results: As a result of the analysis of data from large scientific studies and meta-analyses, the advantage of opioid-sparing methods in
multimodal analgesia was established, as well as the widespread use of ultrasound-guided peripheral blocks.

Conclusion: A multimodal standardized method of pain relief with ropivacaine (regional blocks) in combination with acetaminophen
and nonsteroidal anti-inflammatory drugs (NSAIDs) has the best analgesic effect in patients undergoing surgery for cancer and can
effectively inhibit early postoperative inflammatory reactions and promote postoperative recovery without increasing the incidence of

adverse reactions and complications.

Keywords: multimodal analgesia, patients with cancer, ultrasound-guided regional blockades.

Introduction: Historically, surgical pain (both intra-
operative and postoperative) has been treated primarily
with strong opioid regimens. Opioids are effective in re-
ducing pain but have undesirable side effects in this pa-
tient population, the most important of which is respi-
ratory depression. Other side effects include sedation,
altered mental status, constipation, postoperative nau-
sea, vomiting, urinary retention, and pruritus. The clini-
cal significance of these side effects varies from person
to person, but opioid side effects hinder the ultimate
goal of accelerating the recovery pathway, namely, fast-
er recovery from surgery and return to baseline func-
tional status. Regardless of the complexity of the sur-
gical procedures (major or minor), postoperative opioid
administration can result in persistent or chronic opioid
use in 5% to 15% of patients, depending on the duration
of initial postoperative opioid use [1].

For this reason, enhanced recovery pathways (for
any surgical specialty, including thoracic and breast
surgeries) tend to use multimodal analgesic regi-
mens that are opioid-sparing in combination with re-
gional techniques such as interfascial blocks when
possible [2-3].

The classes of drugs that can be used for periopera-
tive analgesia in a multimodal approach are diverse and
include acetaminophen, nonsteroidal anti-inflammato-
ry drugs (NSAIDs), gabapentinoids, NA receptor antago-
nists, glucocorticoids, and alpha-receptor antagonists.
The 2019 Enhanced Recovery After Surgery (ERAS) So-
ciety guidelines detailed the perioperative analgesics
used and the available data for several drug classes.
They made a “strong” recommendation to include ac-
etaminophen/NSAID combination, ketamine and dexa-
methasone, and paravertebral block as multimodal an-
algesia [4].

The study aimed to generalize current data from sys-
tematic reviews, meta-analyses, and randomized con-
trolled trials that consist of strategies and new aspects
of multimodal analgesia for oncological surgery. An im-
portant aspect is the identification of effective methods
for pain management in patients who have undergone
surgery due to cancer.

Materials and methods: The Cochrane Library,
PubMed, and Embase electronic database were searched
to identify randomized controlled trials, systematic re-
views, and meta-analyses published in English from 2019

Oukonorus u Paanonorus Kazaxcrana, Nel (75) 2025

101



OB30PbI JIMTEPATYPbI

@ KazlO

KAZAKH INSTITUTE OF ONCOLOGY AND RADIOLOGY

to 2024 that focused on the results of using and comparing
different methods of multimodal analgesia during surgical
interventions in patients with cancer. The exclusion criteria
were RCTs and systematic reviews, meta-analyses, and sci-

entific articles on the use of multimodal analgesia in preg-
nant women and children with cancer.

Results: Studies that reflect new aspects of multi-
modal analgesia are presented in Table 1.

Table 1 - Effectiveness of interfascial blockades in various surgical interventions in patients with oncological diseases

Year of
publication

Type of

Authors Research

Cohort

Key Results

Mian BM et al. [1] 2023 Cohort study | N=686

Efficacy of non-opioid alternative methods of multimodal analgesia

Genc C. et al. [2] 2022 RCT N=90

Equal effectiveness of blockade (fascia of the erector spinae, fascia
of the pectoralis, and serratus muscles) and opioid analgesics

Edwards JT et al. [5] 2021 RCT N=64

30% reduction in 24-hour opioid consumption following serratus
interfascial block following mastectomy

Kaur U. et al. [6] 2020 RCT N=55

Dynamic and static pain relief after blockades (muscles, erector
spinae, pectoralis fascia, and serratus)

Sotome S. et al. [7] 2021 RCT N=45

Erector spinae fascia block is equivalent to but not superior to
retrolaminar block for postoperative analgesia after breast surgery.

Yao Y. et al. [8] 2019 RCT N=68

Serratus fascia block improved the quality of recovery and
postoperative analgesia in breast cancer.

Kitagawa H. et al. [9] 2024 RCT N=64

Multimodal analgesia combined with transversus abdominis fascia
block may be comparable to epidural analgesia after laparoscopic
colon cancer surgery.

Kuniyoshi H. et al. [10] 2019 RCT N=100

A case-based rectus block may be a substitute when a continuous
epidural block is contraindicated as a component of postoperative
multimodal analgesia.

Ma Y. et al. [11] 2024 RCT N=72

Multimodal opioid-sparing anesthesia may be a safer and more
effective alternative to anesthesia in elderly patients, minimizing
opioid-related side effects.

Yeo J. etal. [12] 2022 RCT N=97

Multimodal analgesia (pregabalin + transversus abdominis fascia
block + tramadol) successfully controlled postoperative pain and was
non-inferior to morphine-based patient-controlled analgesia.

Toleska M. et al. [13] 2023 RCT N=60

Patients in the opioid-sparing group had the lowest pain scores in
the first 72 hours after open colorectal surgery.

Huang D. et al. [14] 2020 RCT N=77

Bilateral posteromedial quadratus dorsi fascia block reduces
morphine consumption in the setting of multimodal analgesia
compared with lateral transversus abdominis fascia block after
laparoscopic colorectal surgery.

Liang M. et al. [15] 2021 RCT N=78

Postoperative ultrasound-guided posterior transversalis fascia block
with rectus abdominis fascia block reduced postoperative opioid use
in patients after laparoscopic radical resection of rectal cancer.

ShiR. et al. [16] 2024 RCT N=67

Preoperative bilateral quadratus dorsi fascia block reduces
postoperative morphine use.

Cao L. etal. [17] 2024 RCT N=84

Multimodal standardized analgesia with ropivacaine in combination
with parecoxib sodium and a patient-controlled analgesia pump had
a better analgesic effect.

Li X. etal. [19] 2021 RCT N=96

In patients undergoing laparoscopic renal surgery, a preoperative
single quadratus dorsi fascia block did not reduce opioid
consumption but improved analgesia for up to 24 hours
postoperatively.

Zhang Q. et al. [20] 2023 RCT N=80

Non-opioid anesthesia based on thoracic paravertebral block
improved the quality of early postoperative recovery in patients
undergoing breast cancer surgery.

Chenesseau J. et al. [21] 2023 RCT N=196

Surgeon-delivered paravertebral block during thoracoscopy was
non-inferior to anesthesiologist-delivered paravertebral block using
ultrasound in terms of opioid consumption during the first 48 hours.

De Cassai A. et al. [31] 2021 Meta-analysis | N=4074

All regional block techniques (serratus fascia, pectoralis fascia, and
serratus fascia) were associated with superior analgesia and lower
opioid consumption than controls.

Ahlberg H. et al. [32] 2023 RCT N=185

Combined pectoralis fascia and serratus block before breast cancer
surgery reduces postoperative morphine requirements.

A review of included meta-analyses, systematic re-
views, and RCTs showed that, with advances in technolo-
gy, including ultrasound (US), regional blocks had become
an integral part of multimodal analgesia in oncologic sur-
gery, and are associated with less pain, less postoperative
nausea and vomiting, and shorter hospital stays in patients
undergoing thoracic, urologic, and breast surgery [5-7].

An RCT by Yao et al. examined the use of ultra-
sound-guided serratus plane block (SPB) for pain relief
after breast cancer surgery. According to the 40-item
Quality of Recovery questionnaire, the global median

score at 24 hours after surgery was significantly high-
erin the SPB group (158 [153.8-159.3]) than in the place-
bo (saline) control group (141 [139-145.3]), with a mean
difference of 15 (95% ClI: 13 to 17, p<0.001) (Table 2) [8].

Compared with the control group, postoperative
pain scores (assessed by visual analog scale) at rest
were significantly lower at 24 hours in the SPB group
(P<0.001) (Figure 1).

Preoperative SPB reduced postoperative total opioid
consumption, incidence of postoperative nausea and
vomiting, and time to discharge from the anesthesia
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care unit. In addition, patient satisfaction scores were
higher in the SPB group.

Although continuous epidural analgesia remains the
standard method and part of multimodal perioperative
analgesia, recent advances in ultrasound devices allow
good visualization of block needles, thereby facilitating

the placement of catheters in appropriate positions for
continuous peripheral nerve blocks in the perioperative
period. In cases where epidural analgesia is contraindi-
cated, continuous plane blocks can be considered as
an alternative to epidural analgesia for adequate pain
management [9].

Table 2 - 40-item Postoperative Quality of Recovery Questionnaire, 24-hour global assessment [8]

Variables Sebrlrg(t:llj(s r?l%sfle Control group, n=34 Medi(%%%ﬁ&rf nee Probability value
Ghobal Quality of Recovery Questionnaire = | 1581153 80 150.3] | 141[139 to 145.3] 15[13 to 17] <0.001
Emotional status 31[28.8 to 33] 28[27 to 29] 3[2 to 4] <0.001
Physical comfort 50[49 to 51] 43.5[42 to 46] 6[5 to 8] <0.001
Physical independence 14[12.8 to 16] 13[12 to 15] 1[0 to 2] 0.168
Psychological support 28[29 to 30] 28[26 to 29] 1[0 to 2] 0.061
Pain 33[32 to 34] 28[27 to 30] 4[4 to 5] <0.001

VAS scores
T
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Time after surgery (h)

4 8 24

Figure 1 — Box plot of postoperative visual
analog scale at rest in patients receiving serratus
muscle block (SPB) with 0.5% ropivacaine
compared to saline [8]

In an RCT comparing the results of continuous epi-
dural analgesia (CEA) and continuous rectus sheath
block (CRSB) conducted by H. Kuniyoshi et al., the post-

operative mean pain score in the CEA and CRSB groups
during movement and rest was less than three during
the observation period (Figure 2) [10].
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Figure 2 — Postoperative Numeric Rating Scale in the Continuous Epidural Analgesia
(CEA) Group and the Continuous Rectus Spinal Block (CRSB) Group at Movement and
Rest. Data are presented as mean and 95% CI [10]

There was no significant difference between the
groups in the need for intravenous patient-controlled an-
algesia (IV-PCA), the total number of IV-PCA requests, and
the frequency of rescue medications. Rescue analgesics
included NSAIDs, acetaminophen, and buprenorphine. Ta-

ble 3 shows no significant difference between the CEA and
CRSB groups concerning rescue medications [10].

Planar regional blocks performed under ultrasound
control have become widespread in combination with
perioperative multimodal analgesia in other areas of
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oncological surgery, including urological and abdomi-
nal operations [11-13].

According to the ERAS guidelines, various analgesic
methods are recommended for minimally invasive col-
orectal surgery, such as intravenous patient-controlled

analgesia (IV-PCA) in combination with acetaminophen,
NSAIDs, or opioid agonists, as well as incisional wound
infiltration with local anesthetics, transverse abdominis
plane block, ultrasound-guided rectus abdominis com-
partment block, or other analgesic methods [14-17].

Table 3 - Duration, overall frequency, frequency of success, frequency of failure of rescue drugs [10]*

Extended epidural Extended rectus Meaning

analgesia abdominis block probabilities
Duration of intravenous patient-controlled analgesia (min) 2040 (1560-2460) | 2310 (1515-2760) 0.50
The overall frequency of use of intravenous patient-controlled analgesia 30 (8.5. 49.5) 22 (4-68) 0.83
The success rate of intravenous patient-controlled analgesia 14 (7.5-24) 11.5 (4-24.75) 0.53
Incidence of failure of intravenous patient-controlled analgesia 13 (1.5 32.5) 8.5 (1-42.75) 0.97
Frequency of use of rescue medications (NSAIDs, acetaminophen, and 2 (0-4.5) 1(0-3.75) 0.54
buprenorphine)

Note: *Data are presented as median (quartile range)

Despite the advent of laparoscopic and robotic sur-
gery, open colectomy continues to be performed world-
wide. Such procedures are associated with significant
postoperative pain. In 2016, the PROSPECT task force
proposed recommendations based on a systematic re-
view of 93 randomized controlled trials (RCTs) on pain
relief after open colectomy. Following registration on
PROSPERO (CRD4202338800), a systematic review of the
literature on analgesia after open colectomy was con-
ducted according to the PROSPECT methodology. Em-
base, MEDLINE, and Cochrane databases were searched
specifically for this study for RCTs published between
1 January 2016 and 1 January 2022. The analgesic regi-
men for open colectomy should include intraoperative
paracetamol and specific COX-2 inhibitors or NSAIDs
(colon surgery only), epidural anesthesia, and contin-
ued analgesia in the postoperative period using opioids
as rescue analgesics. If epidural anesthesia is not possi-
ble, bilateral TAP block or intravenous lidocaine is rec-
ommended. Safety issues should be emphasized: local
anesthetics should not be administered via two differ-
ent routes simultaneously. Careful dosing and monitor-
ing are necessary due to the risk of toxi-city [18].

An RCT by Li et al. shows that quadratus lumborum
block (QLB) is one of the modern methods of region-
al anesthesia that is used to control pain, both somatic
and visceral, in the abdominal area, including the lateral
and anterior parts, during urological surgeries.

Compared with the control group, postoperative so-
matic pain scores at both rest and cough were significant-
ly lower in the group of patients who received QLB block
via the lateral approach (at rest, median difference -1,
P<0.001; during cough, median difference -2 to -1, P<0.001)
and in patients who received QLB block via the posterior
approach (at rest, median difference -1, P<0.001; during
cough, median difference -2 to -1, P<0.001) (Figure 3) [19].

The use of opioids in the perioperative period is as-
sociated with increased postoperative nausea and vom-
iting, hyperalgesia and chronic pain after surgery, and
a variety of other adverse events, particularly relevant

in the recovery of patients who have undergone breast
cancer surgery. In an RCT by Zhang et al., the quality
of recovery of patients after breast cancer surgery ac-
cording to the QoR-15 (15-item Quality of Recovery)
scale was 100% among 40 patients who underwent
multimodal analgesia without opioids (NSAIDs + ultra-
sound-guided paravertebral block), and 82.5% among
40 patients in the control group (P=0.012) (Figure 4) [20].

However, even if US-guided paravertebral block is a
reliable method, failure of pain control isa common prob-
lem due to technical problems and insufficient personnel
training, and therefore, the procedure fails in 6-10% of
cases. Thus, paravertebral block with video-assisted tho-
racoscopy-VATS in patients undergoing lung tumor sur-
gery may be an option with the advantages of thoraco-
scopic direct visualization of the pleural cavity, ensuring
correct intercostal space definition and insertion depth,
especially in overweight patients with poor echogenic-
ity of US images. Pain scores on the visual analog scale
at rest and with cough at 4, 6, 12, and 48 hours after PVB
were similar in the two groups (Figure 5) [21].

A systematic review by BC Go et al. comparing multi-
modal analgesia with a control group (a total of 10 stud-
ies involving 1253 patients (multimodal analgesia group,
n=594; control group, n=659)) found that gabapentinoids
were the most commonly used drugs (72.9%), followed by
NSAIDs (44.6%), acetaminophen (44.3%), corticosteroids
(25.1%), ketamine (7.2%), and nerve blocks (3.4%). Eight
studies reported a significant reduction in postoperative
opioid use in the multimodal analgesia groups [23]. A me-
ta-analysis by CC Chang et al. found a 46% reduction in
the incidence of chronic postoperative pain compared
with acute pain after breast cancer surgery (95% Cl: 0.25-
0.85) [24]. Also, the combination of perioperative oral pre-
gabalin and postoperative S-ketamine effectively prevent-
ed chronic pain after breast cancer surgery and reduced
acute postoperative pain. It decreased postoperative opi-
oid consumption, although, according to the authors, the
data obtained were not analyzed in sufficient detail and
require larger-scale studies [25-27].
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Figure 3 — Numerical rating scale for assessing somatic pain
and visceral pain during the first 24 hours after surgery [19]
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Figure 4 - Distribution of patients by categories of quality of
recovery after surgery [20]
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Figure 5 — Postoperative pain according to a visual analog scale at rest (A) and with cough (B) at 4, 6, 12, 24, and
48 hours after video-assisted paravertebral block (VAPV) compared with ultrasound-guided VAPV [21]
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Treatment of postoperative pain after head and neck
cancer surgery is also a complex issue, along with oth-
er oncological diseases, requiring a careful balance be-
tween the analgesic properties and side effects of anal-
gesic drugs [22].

In recent years, intravenous lidocaine has become
part of opioid-sparing multimodal analgesia protocols,
and Wallon et al. conducted an RCT to assess morphine
requirements during the first 48 postoperative hours af-
ter intraoperative lidocaine infusion during major head
and neck cancer surgery involving 118 patients (lido-
caine n = 57; placebo n = 61). No significant difference
in morphine consumption during the first 48 hours after
surgery was observed in the lidocaine group compared
with the placebo group [28].

Discussion: Multimodal analgesia is a combination
of different pain relief methods that affect different
mechanisms of the pain process. In oncosurgery, mul-
timodal analgesia is used to minimize pain syndrome
and reduce the need for opioids, which can cause sever-
al undesirable side effects, such as addiction, respirato-
ry depression, and nausea.

Interfascial blocks (e.g., intercostal block of the fascia
between the pectoralis major and minor muscles) are an
important component of multimodal analgesia, allow-
ing effective pain control, especially in the chest area af-
ter chest surgery [29].

In Russian and foreign literature, various techniques
of interfascial blockades are described, such as paraver-
tebral blockades for patients with oncological diseases
of the chest, which have been proven to be highly effec-
tive in reducing postoperative pain syndrome and im-
proving the general condition of patients.

A.Yu. Morunova et al. compared the effectiveness
of interfascial erector spine plane (ESP)-block and CEA
since these methods not only effectively control pain
but also reduce the intensity of surgical stress, which
can affect the levels of stress markers, such as cortisol
and interleukin-6 (IL-6). The study revealed that the cor-
tisol level in patients receiving ESP-block and CEA was
within the normal range during surgery. A day later, the
cortisol level statistically significantly decreased in ESP-
block patients. On the 3rd day after surgery, a moder-
ate increase in cortisol levels was noted in patients of
both groups. In patients of the control group, who un-
derwent general anesthesia without regional pain re-
lief techniques, the IL-6 level during surgery was high-
est (p=0.012). A day after surgery, the highest IL-6 levels
were observed in patients in the ESP-block group. The
need for opioid analgesics was statistically significant-
ly higher in patients in the control group (p=0.004). Ad-
verse events in the form of urinary retention were re-
corded in 2 (6%) patients in the CEA group [30].

Conclusion: Interfascial blockades have proven to
be an important component of anesthetic manage-

ment, especially in minimizing postoperative pain and
accelerating recovery. In particular, in the context of
laparoscopic surgeries, where the impact on tissues is
minimal, but patients may experience significant pain
after the intervention, interfascial regional blockades
can significantly reduce the need for opioid analge-
sics, which reduces the risk of side effects and compli-
cations [31-32].

The introduction of these blocks into multimodal an-
algesia, especially in the context of the ERAS protocol,
aims to improve the postoperative recovery of patients,
which is especially important for cancer patients who
may experience more severe postoperative morbidity.
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AHJATIIA

OHKOJIOTUSITIBIK HAYKACTAPFA XUPYPTUSIJIBIK OTA ’KACAY KE3IH/IE
MYJBTUMOJAJIBI AHAJBIE3USTHBI KOJJIAHY/IBIH )KAHA ACTEKTLJIEPI:
OJIEBUETTEPTE HIOJTY

A.A. Apvinoé', A.UH. Aoopaxmanosa', A.A. O6indaesa’, I.A. Ceitdanuesa', B.B. Uypcun?

1«Ka3aK OHKONOrYs XaHe PAANoNoruA FolnbiMU-3epTTeY HCTUTYThI» AK, Anmartbl, KazakctaH Pecny6ankace;
2«C K. Acheramnapos atbiHaarbl KasYMY» KeAK, Anmarbl, KasakctaH Pecny6nmkach

Ozexminizi: Mynbmumooansovl ananrbee3us OHKOIOSUANLIK HAYKACMApPOd Onepayusoan Keuinei ayblpcvliyovl 06acKapyobiy
Manbi306l Kypaasl 6016in maodwvinadvl. On scanama ocepiepoi a3atimamolt, KAINbIHA KeAMIpyOi HcaKCapmamvli Heone onepayuiaoan
Keliinei Kke3eHo0e nayueHmmiy oMip cypy Canacvli JACaKcapmamoit Keuenoi mociioi ycolHaoul.

3epmmeyoin, makcamul: OHKONO2UANBIK XUPYPRUS YUIH MYTLINUMOOAIbOb AHANb2E3UANA2bL CINPATNE2UALAD MEH HCAHA ACneKminepoi
Kapacmuipamuli sHCyueni WonyiapoaH, Mema-manoayiapoar H#oHe paHooMUu3ayusiaH2an 0aKbliaHamvli ColHAKMAapoan azblmoaabl 0dell-
demenepoi 6ipikmipy. Manwvi3061 acnexm — Kamepii iCikke OQUIAHBICIbL ONEPAYUS HCACAT2AH HAYKACMAPOd ayblpCblHyObl eMOeyOily mMuimoi
90iCcmepiH aHbIKMay.

Adoicmepi: Kamepni icikke wanovblKKan HAYKACmapea Xupypeusivlk Oma dHacay Ke3iHoe MYIbMumMoodnibobl aHATb2e3UsHbIH
opmypai odicmepin KOIOAHY HCOHE CANbICMbIPY Homudiceaepine 6azvlmmanean paHOOMUu3ayuslLaH2an OAKbLIAHAMbIH CHIHAKMAP
Cochrane Library, PubMed, Embase snexmponowt b6azacvinoa 2019-2024 scviioap apanviebihoa asbliwblh MITIHOE HCApUAIAH2aH
Jicylient wonynap Mmen Mema-manoaynapovl AublKmay yulin i30ecmipinoi.

Homuowcenepi: Ipi evinvimu 3sepmmeynep MeH Mema-anaiuzoepoiy Oepekmepin Manday Homudxicecinoe Mynbmumooanrbobl
ananvee3ua0a OnuouOmvl cakmay o0iCmepiHiy apmuiKWbLIblebl, COHOAU-AK VIbMpaoblObICMblK OACKAPBIIAMbIH Nepugepusiiviy
610Ka0anapobl KeyineH KOIOAHbLILY bl AHLIKMAIObL.

Kopvimueinowi: Ayemamunogenmen dicone cmepoud emec Kabwvinyea xapcvl npenapammapmern (KKCII) oOipikmipineen
PONUBAKAUHMEH (AUMAKMBIK O10KA0ANaAp) ayvlpyovl 6ACYObIH MYTbMUMOOAIbObL CINAHOAPMMAL2aH d0iCi Kamepi iCIKKe XUpypeusivik
onepayus Hcacaniean HAyKacmapod aHaibeemukaiblk ocepee ue JHcone onepayuadan Ketlinei epme KabulHy peakyusiapoln muimoi
medicell anaobl HCOHe HCAZLIMCHI3 PEAKYUANLAD MeH ACKbIHYAAPObIY HCUINIZIH apmmMbIpMat, Onepayusoan Keiinei Kainvina keamipyee
bIKNAJL eme anaobl.

Tyuinoi cosdep: mynromumoOoanvbObl awaibeesus, Kamepii ICIKneH ayblpamvlH HAYKACMAp, YIbmpaovlOblcmulK OaKbliayMeH
AHCACATLIHAMBIH AUMAKMBIK 010Ka0anap.

AHHOTALUS

HOBBIE ACHEKTHI IPUMEHEHUS MYJbTUMOJAJIBHONU AHAJIBI'E3UN
ITPU OIIEPATUBHBIX BMEIHATEJIBCTBAX Y OHKOJIOI'MYECKHUX ITAIIMEHTOB:
OB30P JIUTEPATYPbI

A.A. Apvinos', A.H. A6opaxmanosa', A.A. déinoaesa', 3.A. Ceiidanuesa', B.B. Uypcun®

'AQ «Kazaxckuit HayyHblii MCCNENOBATENbCKII MHCTUTYT OHKONIOTWIA 11 paguonorun», Anmarbl, Pecny6anka Kasaxcrax;
ZHAQ «Ka3axckuit HaMoHanbHbI MeanLMHCKuii yHuepautet um. C.J1. Achenamnaposa, Anmarbl, Pecny6nuka Kazaxcran

Axkmyansnocme: Myismumooanvhas ananbee3us a6aaemcs 6aiCHbIM UHCIPYMEHMOM 8 NOCICONePayUOHHOM YNpasieHuy 001610
¥V oHKOM02UHecKux nayuenmos. Ona obecneyusaenm KOMNIEKCHBIU NOOX00, KOMOPbLIL MUHUMUZUPYem NobouHble dhghexmpl, yayuuaem
60CCMAHOBGICHUE U NOBIUACH. KAYeCMEO JICUHU NAYUCHNA 68 NOCLEONEPAYUOHHOM NEPUOOE.

Ilenv uccnedosanusn — o6obueHue aKmMyaibHblX OAHHLIX U3 CUCMEMAMUYECKUX 0030p08, Mema-aHaiu3o8 u
PAHOOMUZUPOBAHHBIX KOHMP OLUPYEMBIX UCCIeO0BAHULL, KOMOPbLE KACAIOMCS CIMPAMe2ul i HOBbLX ACNEKMO8 8 MYIbMUMOOAIbHOU
ananbee3uu npu OHKOI02UYEeCKUX ONepamuHulX gmMewamenbemeax. Bascnovim acnexmom oannoti pabomel sgnsemcs uisigaenue
ahhexmusnvlx Memo0oo8 ynpasienus 6ONe8blM CUHOPOMOM Y NAYUEHNOS, NePEeHeCcuiux Onepayuio Ha one OHKOLOZUYECKO20
3abonesanus.

Memoowvr: Bvui nposeden nouck 6 snexmponnvix 6azax oaunvix Cochrane Library, PubMed, Embase 0ns evisénrenus
PAHOOMUZUPOBAHHBIX KOHMPOIUPYEMBIX UCCTEO0BAHUN, CUCTEMAMUYECKUX 0030P08 U Mema-aHaIu308, OnyOIUKO8AHHbIX HA AHSTUNICKOM
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asvike ¢ 2019 no 2024 20061, 8 KOMOPLIX OCHOBHOE BHUMAHUE YOENANOCH Pe3YIbMAMAM NPUMEHEHUS U CPABHEHUS PA3TUUHBIX MEMOO08
MYTMUMOOATLHOU AHANbEE3UU NPU ONEPAMUBHBIX BMEUAMENbCMEAX Y NAYUEHNOE C OHKOIOSUYECKUMU 3A001e8AHUAMU.

Pesynomamui: B pesyibmame ananuza OAHHbIX KPYRHLIX HAYYHBIX UCCIEO0BAHUTL U Memd-aHAIu306 Obllo YCIMAHOBIEHO
npeumMyujecmeo onuouo-coepe2aruux mMemoodos 6 PamMKax MylbmMuMoOaIbHOU AHANb2E3 U, d MAKICe WUPOKOe PACHPOCMPAHeHUe
npumeHerus nepugepuieckux 610Kad, nPo8OOUMBIX NOO YIbMPA3EYKOBGLIM KOHMPOLEM.

3axnwuenue: MynvmumoOanvHulll CIMAHOAPMUSUPOBAHHBIIL MemoO0 00e3001U8anus PONUBAKAUHOM (pecuoHaphvie O10KAO0bl)
6 couemanui ¢ ayemoamuHoOpenom u HecmepouOHviMU npomusosocnaiumenvuvimu npenapamamu (HIIBII) okaszvieaem nyuuiuil
ananbee3upyowull spghexm na nayuenmos, nepeHecuiux OnepamueHble EMeuamenscmea o N800y OHKOI02UYECKUX 3a001e6aHull U
MOodKcem 3hhermueHo uHeUOUPOBAMb PAHHUE NOCIEONEPAYUOHHBLE BOCHATUMENbHYLE DEAKYUL U CHOCODCMBOBAND NOCIEONEPAYUOHHOMY
80CCMAHOBNEHUIO 0€3 YEeNUteHUs YACTOMbL NOOOYHBIX PeAKYUL U OCTOHCHEHU.

Kniouesvie cnosa: mynvmumooanvnas anaibee3us, nayueHmyl ¢ OHKOIO2UYECKUMU 3A001e6ANUAMU, Pe2UOHAPHble DI0KAObl NOO
Y3-kxonmponem.
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