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Introduction
M Cutaneous T cell lymphoma (CTCL) is a heteroge-
neous group of malignant T lymphocytes arising primarily
in the skin [1]. The most common form is mycosis fungoi-
des (MF). The clinical presentation is highly variable. While
the early form is characterized by localized skin lesions
such as red patches and plaques, late stages can be iden-
tified by generalized patches, plaques, tumors and eryth-
roderma [2]. Patients with early forms of MF, i.e. localized
patches and plaques covering less than 10% of the body
surface, have an excellent prognosis with the potential for
a longer life-span. However, patients with generalized form
have a high risk of disease progression leading to death
[3]. Until now there are no curative options and all thera-
pies aim to relieve the patients from the symptoms that ac-
company either form of MF. The current treatment modali-
ties for localized forms are highly potent topical steroids,
chemotherapy, phototherapy and radiation therapy [4].
Photodynamic therapy (PDT) is widely used for the
treatment of actinic keratosis and superficial basal cell car-
cinoma where its efficacy and safety has been well docu-
mented [5]. The most frequently used is 5-aminolaevulinic
acid (ALA) or methyl-aminolaevulinic acid (MAL) which is
applied to the skin tumor in a cream under occlusion. Dur-
ing the incubation time of 2-4 hours, phototoxic porphyrins
preferentially accumulate in the neoplastic tissue. Death
of the neoplastic cells is then induced by illumination with
an appropriate light source. However, red light is preferred
over blue light as it penetrates deeper into the lesion. The
advantages of PDT include excellent cosmetic results and

the lack of systemic toxicity. The major disadvantage is
that it may induce considerable pain especially during illu-
mination [6] which in turn make concomitant topical or sys-
temic interventions such as oral anaesthetic agents, nerve
blocks or topical cooling necessary [7].

Patients and Methods

Patients

Six patients which comprises of 1 woman and 5 men
whose ages range from 32-81 and with a mean age 56.5
years were included in the analysis (Table 1). Prior to the
study, each patient were histologically confirmed with MF.
A total of 11 lesions were treated. Given that all lesions
were treated repeatedly, 10 were treated 2-4 times while
one lesion was treated 14 times. All patients were regularly
followed at our outpatient clinic. The median follow-up time
of the patients with a complete response was 36.1 months
(range 25-51).

Therapeutic procedure and assessment of effec-
tiveness

A thick layer of 16.8% MAL cream (Metvix, Galderma,
Switzerland) was applied topically to the lesion. The lesion
was covered with an occlusive dressing to be protected
from any light source and incubated for a 3 hour-period.
Thereafter, the dressing was removed and the MAL cream
was washed off with saline. The lesions were then illuminat-
ed with red light from a light-emitting diode (LED, Actilite®,
Galderma, Switzerland) at a mean wavelength of 630 nm
with a total dose of 37.5 J/cm2. Cold water spray was ap-



plied during illumination to reduce pain. Furthermore, 1g
paracetamol/acetaminophen (Dafalgan®) was given orally
1 hour prior to illumination for the reduction and relief of
pain. As indicated in Table, several sessions were made for
each patient. The therapeutic effectiveness was also clini-
cally assessed. The response was graded as complete re-
sponse (95-100%), partial response (50-95%), no response
(<50%), or progressive disease. Moreover, photographs
were taken with a digital camera under controlled lighting
conditions before and after the treatment sessions.

Results
As shown in Table 1, 8 of the 11 (73%) treated lesions
showed a complete response, 2 had a partial response

and 1 lesion showed no response. Representative ex-
amples of successfully treated lesions are shown in Fig-
ure 1. All lesions were treated repeatedly, most commonly
2-4 times. However, only one lesion which was located on
the penis (patient 6) was treated 14 times. As this lesion
did not show a satisfactory result, it was further treated
more extensively with spot radiation therapy. During the
course of treatment, one patient (patient 3) developed a
contact allergic reaction to Metvix® (confirmed by patch
testing) after the last (4th) therapeutic session. No other
side effects except pain and the local reaction were de-
tected. During the whole follow-up period (mean 36.1
month, range 25-51) none of the patients with a complete
response showed a relapse of the successfully treated

Representative examples of successfully treated patients. Ulcerating tumor on the left forearm of patient 1 before

Figure.

(A) and 3 month after last treatment (B). Tumor on the left arm of patient 4 before (C) 2 weeks (D) and 4 month

(E) after last treatment. Plaque on the left thigh of patient 4 before (F) 3 weeks (G) and 12 month (H) after last

treatment
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Tab Patients characteristics and clinical response

,ffmtr sex age Izléi%r?; localization charatlzggir (ifr‘]tics of t?gg:fneg n?; response crjr ufr(JJ It|i0r¥1ve
[mm] rence  [month]
1 f 81 25 forearm tumor 3 CR no 25
2 m 62 45 left thigh ulcerating tumor 2 CR no 24
3 m 32 110 buttocks patch 4 NR n.a. n.a.
18 lower back plaque 4 CR no 26
4 m 72 20 buttocks left side tumor 2 CR no 38
95 left thigh plaque 2 CR no 51
15 left crook of the arm tumor 2 CR no 51
5 m 42 85 right upper arm plaque 3 PR n.a. n.a.
75 right neck patch 2 CR no 37
95 left neck patch 2 CR no 37
6 m 50 18 penis ulcerative plaque 14 PR n.a. n.a.

lesions. Interestingly, 2 patients presented lesions with a
complete response and some lesions only with partial re-
sponse. After successful treatment, one patient (patient 4)
developed a new lesion adjacent to the treatment site after
one year (Figure 1H), while the previously treated lesions
remained without any sign of recurrence.

Discussion

In our study population, 73% of all treated MF lesions
showed a complete clinical response (CR). This is compa-
rable with data presented in previous case series with MF
lesions. Wolf et al. [8] reported 1994 a complete clinical
response (CR) in 3 out of 3 treated lesions. In 2001 Ed-
strom et al. [9] reported a CR in 7 out of 12 treated lesions
and in 2008 he [10] summarized long term follow up data
demonstrating that the treated lesions remained free of
recurrence although most patients developed progressive
disease at other locations. Zane et al [11] reported a CR in
4 out of 5 treated lesions and Kim et al [12] in 5 of 10 le-
sions. The only prospective controlled study performed so
far, reported a CR in 11 of 21 treated lesions and an overall
clinical response rate of 75% [13]. Most case series used
MAP-PDT, however, ALA-PDT also seem to be efficient.
During the whole observation period, no recurrence of the
successfully treated lesions was observed. However, one
patient developed two fresh lesions in close proximity to

the previously treated lesions. Similar findings have also
been reported by previous studies [10, 13].

Currently, the recommendation for the treatment of the
early stage of MF, if only one or few lesions are present
are local radiotherapy, topical phototherapy, topical che-
motherapy or highly potent topical steroids [3]. The use of
PDT has several advantages compared to these treatment
modalities as follows: 1. In comparison to topical chemo-
therapy PDT has no systemic toxicity, 2. Unlike photother-
apy or radiotherapy PDT also has no carcinogenic effects,
3. PDT usually only requires few sessions, no repeated
applications over weeks as for topical phototherapy or
topical steroid is necessary, 4. The cosmetic results are
excellent, 5. The whole procedure of PDT is done by the
health care personnel and it is also suited for patients with
dissatisfactory compliance. The disadvantage of PDT is
that illumination often causes a painful sensation and it is
relatively expensive. Nevertheless, the common side effect
which is pain may be alleviated with the newly introduced
procedure of daylight-PDT [14, 15]. However, no data for
the efficacy of daylight-PDT in patients with MF is so far
available.

In conclusion, MAL-PDT is an efficient therapeutic option
for unilesional or paucilesional forms of MF. The recurrence
rate seems to be low. Correspondingly, a controlled long—
term follow up studies are required to validate these data. "
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B T-knetoyHas numcpoma koxun (TKJIK) npeacrtaB-
nseT coboi pasHOPOAHYK Trpynny 350Ka4eCTBEHHbIX
T-nMMAOUNTOB, NOKANUIYIOLNXCA MPEUMYLLECTBEHHO
B Koxe [1]. Hanbonee pacnpocTtpaHeHHOM hopMor ABns-
eTcs rpnboBuaHbIn Muko3 (MM). Ero knvHunyeckas kaptu-
Ha B 3HAYMTENbHOW CTeneHn uameH4mBa. PaHHas cdopma
XapakTepu3yeTcs NOKann3oBaHHbIMU KOXHbIMW o4aramu,
BKMIOYAa KpacHble MATHa M ONALKM, Torga Kak nosgHve
CTagun MOXHO OMNpPeAENUTbL MO PacrpOCTPaHEHHbIM NATHAM,
6ndawkam, onyxonam u aputpogepmum [2]. MNporHo3 ans
nauneHToB ¢ paHHummn copmamun MO, T.e. nokanuaosaH-
HbIMU NATHaAMK U GRsLLKaMK, 3aHMMarowmmm meHee 10%
nnowagm noBepxHOCTN Tena, ABNAeTCs 6naronpuUsaTHLIM,
a oXxungaemas nponomkKnUTeNlbHOCTb XXU3HU Y HUX BbICOKas.
BmecTe ¢ Tem, NaumeHTb! C pacnpocTpaHeHHbIMU hopMamMm
XapaKTepu3ytoTcs BbICOKUM PUCKOM MPOrpeccrpoBaHmns 3a-
6051eBaHNs ¢ Nocneayowmm netanbHeiM ucxogom [3]. K Ha-
CTOSILLIEMY MOMEHTY BPEMEHW OTCYTCTBYIOT Kakue-nmbo me-
ToAbl M3NeYeHna JaHHOro 3abonesaHus, a BCe BUAbl Tepa-
M1 HanpaeJieHbl Ha obneryeHne y NauMeHToB CUMMNTOMOB,
BO3HMKatoLLWxX npw obon opme M. B HacTosLLee Bpems
K BapuaHTaMm Jle4eHus foKannsoBaHHbIX hOPM OTHOCATCA
CUIIbHOAENCTBYIOLLME TOMMYECKMe CTepoudbl, XuMmoTepa-
nus, oToTepanua Uy To4eyHas nyyesas Tepanvs [4].

®doTtognHammyeckaa Tepanusa (OOT) HaxoguT LIMpo-
KOe MpPUMEHEHWE MNpU Ie4eHUN aKTUHUYECKOro kepaTosa
N NOBEPXHOCTHOM 6a3anbHOKIIETOYHOM KapLMHOMbI, a ee
3PPeKTUBHOCTb N 6€30NacHOCTb MNOATBEPXAEHbI [OCTa-
TOYHBbIMM OOKYMEHTanbHbIMU cBUAeTeNbLcTBamu [5]. Ya-
LLle BCEro Mcnomnb3yTcsa 5-aMUHONaByNMHOBAas KucnoTta
(AJTIK) mnu meTtunamuHonasynuHoBas kucnota (MAJT),
KOTOpble HaHOCHAT Ha KOXHble OMyXOMnn B NIEKapCTBEHHON
dopMe Kpema nof nossaskon. B TeveHne nHKy6aLMOHHO-
ro nepuoga (2—4 4) HPOTOTOKCMYECKME MOPIMPUHBI HaKa-
NnBAaKTCA NPENMYLLIECTBEHHO B OMyXOneBbIX TKaHsax. o-
crepgyloLliee OCBeLLEeHNe COOTBETCTBYIOLMM UCTOYHUKOM
cBeTa NPUBOAUT K rMOenn onyxonesblX KNeToK. TeM He
MeHee KpacHbI CBET 605ee NpeanoyTUTENEH No cpaBHe-
HUIO C CMHMM, MOCKOJIbKY OH ry6Ke NPOHUKaeT B o4ar no-
paxeHnus. K npenmyLlectsam ®T oTHOCATCA NpeBOCXod-
Hble KOCMETUYECKME pe3ynbTaTbl U OTCYTCTBUE CUCTEMHOM
TOKCUYHOCTU. OCHOBHBLIM HEOCTAaTKOM Tepanuu SBAseTcs
TOT hakT, 4To ®OT MOXET BbI3bIBATb 3HAYUTENbHbIE 6OS1e-
Bble OLLyLL|eHMs, 0COBEHHO BO Bpemsi 065yYeHus [6], 4To, B
CBOIO o4epefb, 06YCMNOBMBAET HEOGXOANMOCTb NMpUMEHe-
HUS CONYTCTBYIOLLMX MEP MECTHOrO UM CUCTEMHOIO fel-
CTBMWSl, Hanp1MMep nepopasibHbIX aHeCcTeTMKOB, 6rnokagbl
HEPBOB WS MECTHOIO OXNaXaeHwus [7].



MaunenTbl U METOADI

MauneHTbl

B wccnepoBaHue 6biN0 BKKOYEHO 6 NaLUMEHTOB —
1 XeHwmHa n 5 Myx4nH B Bo3pacTe oT 32 net go 81 ro-
pa (cpepHui Bospact 56,5 roga) (taébnuua). AvarHos 'M
BCEM 60NbHbIM 6bIN NOATBEPXAEH MMCTONOrM4eckn. B 06-
el CAOXHOCTU 6bIno obpaboTaHo 11 oyaros, 10 o4aros
6bInn obpadoTaHbl 2—4 pasa, a oanH odar — 14 pas. Bece
nauMeHTbl NPOXOAWNW perynsapHoe nocnegyoiliee Habno-
JeHve B Hallel ambynaTtopHOW KnuHWKe. CpefHuiA Cpok
nocnenyroLlero HabnoaeHMs 3a nauueHTaMm ¢ MoJsiHOW
OTBETHOWN peakuumen coctaBun 36,1 mec. (B guanasoHe
oT 25 po 51 mec.).

TepaneBTuYeckas npoueaypa u oLeHkKa
achpchekTBHOCTH

Ha ovar HaHocunu ToncTtein cnov kpema 16,8% MAJ]
(Metvix, Galderma, LUsewnuapus). Oyar nokpbiBanu OK-
KITO3VIOHHOW MOBA3KOW NS 3aLLMTbl OT UICTOYHUKOB CBE-
Ta Ha 3 4. 3atem noBA3Ky cHumanu, a kpem MAJ1 cMmbl-
Banu npu nomoLum mamnonornyeckoro pacreopa. Nocne
3TOro o4arum o6nyyYanu KpacHbiM CBETOM MpU MOMOLLM
ceeTomanyyatowiero guopa (CUA, Actilite®, Galderma,
LLiBeriuapus) co cpeHel AnvMHol BonHbl 630 HM, obLuas
posa — 37,5 x/cm?. Bo Bpemsi 06/1y4eHUs ansa cmsrye-
HUSA 60NEBBIX OLLYLLEHNA MCNONb30BanM pacnbifIMTENb
C xonogHou sBogon. Kpome Toro, 3a oguH 4ac oo o6ny4ye-
HUS NaumeHTbl nonyyanu 1 r napauetamona/aueTaMmmHo-
eHa (Dafalgan®) nepopanbHo fnsi CMArYeHUs U yctpa-
HeHusa 6onu. Kak ykasaHo B Tabnuvue, Kaxabii naumeHT
NpoLLUEen HECKOJIbKO CEeaHCOoB fieveHus. Takxe bbina npo-
BefeHa KMHM4eckas oLeHka atheKTMBHOCTM Tepanuu.
OTBETHYIO peakuumio oLueHnBanu cnegyowmm obpasom:
nonHaa oTeeTHas peakumsa (95—100%), yacTn4Has OT-
BeTHas peakuus (50—95%), oTcyTCTBME OTBETHOW peak-

uun (< 50%) unu pansHeree NporpeccupoBaHne 3abo-
nesaHus. Kpome TOro, npu nomoLum LMdpoBon Kamepsbl
661K caenaHbl hotorpadun ¢ KOHTPONMPYEMbIMU YCI0-
BUAMW OCBELLIEHNSA [0 M NOC/e CeaHCOB NeYeHuns.

PesynbTarbl

Kak BMAHO u3 Ttaénuubl, 8 13 11 o06paboTaHHbIX
oyvaroB (73%) NposiBUNM MOJIHYIO OTBETHYIO peakuuio,
2 o4ara — 4acCTU4HYIO OTBETHYI peakuwuto, a 1 ouar
He NposiBUN OTBETHOW peakuun. HarnagHble npumepsbl
YCMEeLHO BblfIe4eHHbIX 04aroB NpMBEAeHbl Ha PUCYHKE.
Bce ovarn o6pabaTbiBanu HEOOHOKPATHO — Yallle BCe-
ro 2—4 pasa. TeM He MeHee TOJfIbKO OAMH o4ar, pacno-
NOXEHHbIW Ha neHuce (y nauyuweHTa 6), 6611 06paboTaH
14 pas. [oCcKOMbKy fieyeHne 3Toro ovara He NPUHeCNo
yOOBNETBOPUTESNIBHOIO pedynbTarta, Aanee ero nofaBepr-
1 To4e4YHoM ny4deBon Tepanun. Bo Bpemsa kypca nedye-
HWS Yy OOQHOro nauueHTa (nauymneHT 3) pa3Bunacb KOHTaKT-
Hasa annepruyeckas peakums Ha Metvix® (nogTeepXaeH-
Has KOXHOM nNpo6oin) nocne nocnegHero (4YeTBepToro)
ceaHca ne4eHus. Jpyrmx no604YHbIX IMPEKTOB, Kpome
60n1 N MECTHOW peakuun, OTMeYeHO He 6bi1o. Bo Bpems
BCEro nepuoga nocnegytoLlero HabnwogeH1s (B cpeaHem
36,1 mec. B guanas3oHe oT 25 0o 51 Mec.) HM y ogHOro
M3 NaumeHToB C MOJSIHON OTBETHOW peakumen He 6bINo
BbISIB/IEHO PELMAMBOB B OTHOLLEHMMW YCMELUHO U3eYeH-
HbIX o4aroB. [pumeyaTenbHO, YTO y ABOUX NaUUEHTOB
6bINM OTMEeYeHbl o4arn ¢ NnosIHOM OTBETHOW peakuuen
W psag o4yaroB € YaCTUYHOW OTBETHOW peakumen. lNocne
YCMELLUHOro feYeHns y OQHOro naumeHta (nauyuveHt 4)
NOSIBMUJICA HOBbIA Oo4ar psagoM ¢ 06paboTaHHbIM y4acT-
KOM MO NPOLLECTBUN OQHOrO roga (cM. pucyHok H), B To
BpeMsl Kak paHee obpaboTaHHble o4aru no-npexHemy
He NpOosBNANY NPU3HAKOB peLmamnBa.

Tabnuua XapakTepucTuka NaUWeHToB U KNMHUYeCKas 3 eKTUBHOCTb Tepanum
b na- -
'::_MQS— Mon gggT Pc?jellwr?ip TNokanu3auys Xaﬁi;ﬂ’gﬂ;’m Hﬁ%ﬂgo Ha ?g::;m o Peunane Haﬁiegxeﬂma
Ta [MM] npoenyp [mecsau]
1 X 81 25 Mpeanneybe Onyxonb 3 MonHbIi 0TBET OtcyTcTBure 25
2 M 62 45 JleBoe 6eapo 113b5A3BNEHHAA ONYXO0Mb 2 MonHbin oTBET OtcyTcTBUE 24
3 M 32 110 Arogunubl aTHO 4 OtcyTcTBME OTBETA HeT aaHHbIX HeT aaHHbIX
18 [MosicHn4YHas 06nacTb bnswka 4 [TonHbIA 0TBET OtcyTtcTBME 26
4 M 72 20 JleBas aroguua Onyxonb 2 [TonHbIA 0TBET OTcyTcTBUE 38
95 JleBoe 6eapo bnswka 2 [TonHbIA 0TBET OTcyTCTBUE 51
15 J1eBbIit NOKTEBOIA Crn6 Onyxonb 2 [TonHbIA 0TBET OTcyTcTBUE 51
5 M 42 85 lpaBoe nnevo bnswka 3 YacTnyHbIi 0TBET HeT aaHHbIx HeT gaHHbIx
75 lpaBas NonoBKHA Len MaTHO 2 [TonHbIiA 0TBET OtcytcTBME 37
95 JleBasi Non0BKHA Len MaTHO 2 MonHbi oTBET OTtcyTcTBUE 37
6 M 50 18 [Menuc 13bs13BNEHHAR OnsLLKa 14 HacTuyHbIiA 0TBET HeT aaHHbIX HeT paHHbIX
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HarnsgHele npyUMepbl YCMELHO BbieYeHHbIX NauyueHToB. /I3bsa3BneHHas onyxosb Ha 1eBOM npeanseyse nauu-
eHta 1 go (A) n yepe3 3 mec. nocre NocrefHero ceaxca nevequs (B). Onyxonb Ha 1eBOM pyke naumeHTa 4 fo
(C), yepes 2 Hep. (D) u 4yepe3 4 mec. (E) nocne nocnegHero ceaHca neveHus. bnswka Ha nesom 6eape nauueH-
T2 4 po (F), 4epe3 3 Hep. (G) u 4epe3 12 mec. (H) ¢ MOMeHTa NOCNeAHEro ceaHca nevyeHus

PucyHok.

06cyxpenue

73% n3 Bcex ob6paboTaHHbix o4aros M npoasunun
NOJIHYO KIIMHUYECKYIO OTBETHYIO peakuuto (MOP). OTu
[aHHble conocTaBUMbI C pe3ynbTaTamu npeablayLmnx
noao6HbIX nccnegosaHuin. P. Wolf un coasT. [8] coo6-
wmnun B 1994 r. 0 NOMHOM KIMHUYECKOW OTBETHOW pe-
akumm (MOP) 3 n3 3 obpaboTaHHbIX o4aros. B 2001 r.
D. Edstrom u coaBT. [9] coobwmnm o MOP 7 u3 12 06-
pa6oTaHHbIX o4aros, a B 2008 r. aTn xe asTopsbl [10]
noaBenu UTorM JONroCpoO4YHOro nocrenyoLero Haéno-
OeHus, nokasas, 4To o6paboTaHHbIe O4arn He NposiBns-
N NPU3HaKOB peuuauBea, HECMOTPSA Ha TO, YTO Y 60/b-
LWMHCTBA NauMeHToB Habnoganocb ganbHenwee npo-

rpeccupoBaHune 3abonesaHus B gpyrux ovarax. C. Zane
n coasT. [11] coobwmnn o MNMNOP 4 n3 5 o6paboTaHHbIX
oyarog, a S. Kim u coaBT. [12] — 5 13 10 o4aros. B xo-
€ eONHCTBEHHOrO MePCMNEKTUBHOIO KOHTPONIMPYEMOro
nccrnegoBaHus, NPOBeAEHHON0 K HACTOSALLEMY BPEMEHM,
6bina otmedeHa MOP 11 n3 21 o6paboTaHHOro o4ara,
a obLmMin nokasartenb KMMHUYECKON OTBETHOWM peakuuu
coctaBun 75% [13]. B 6onblwKMHCTBE Cny4YaeB UCMOSb-
3osanu MAJI-OOT, tem He mMeHee AJIK-OOT Takxe
okasanacb apdeKkTnsHon. B TeyeHne Bcero nepuopa
HabNOEHNA PELUNOMBOB U3/IeHEHHbIX 04aroB HE BbISB-
neHo. TeM He MeHee y OQHOro NaumeHTa NosBUIMCh OBa
HOBbIX O4ara B HEMOCPEACTBEHHOM 6NIM30CTU OT paHee



M3NeYeHHbIX o4aroB. AHanorn4Hole pesynbTaTthl 661U
OTMeueHbl B xofe npeablayLinx uccnegosanun [10, 13].

B HacTosiee Bpemsa nokasaHo nevernve 'M Ha paH-
HWUX CTausIX NPV MNOMOLLIM MECTHOM Ny4eBOM Tepanmu, To-
nu4eckon poToTepanun, TONMMHECKON XMMUOTEPANUM UK
CUNbHOQENCTBYIOLLMX TONMNYECKUX CTEPOMAOB TOSIbKO MpU
HanNMYMM OJHOrO MM HECKONbKMX ovaros [3]. Vicnonb3o-
BaHve OOT obnagaeT pagom NpeuMyLLIECTB NO CpaBHe-
HWIO CO crefyoLmMMM BUaaMm neYveHus:

1. [No cpaBHeHuIO ¢ Tonnyeckon xummnotepanuen ®OT
He o6nafgaeT CUCTEMHOM TOKCUYHOCTbIO.

2. B otnnume oT hoToTepanum nunu ny4esomn tepanuu
®AOT He obnafjaeT KaHUEepOreHHbIMU CBOMCTBaAMM.

3. Ona ®OT 06bI4HO HY>XXHO BCErO HECKOSIbKUX CeaH-
COB B OT/NIMYMe OT TOonmM4yeckonm cotoTepanuu unm To-
NUYECKNX CTEPOUAOB, AN KOTOPbIX HEO6XOANMO MNPO-
BeOEeHMEe MOBTOPHbIX CEAHCOB B TE€YEHUE HECKOJIbKUX
Henenb.
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4. KocmeTunyeckne pesysbTaTbl ABASIOTCA XOPOLLUMMMU.

5. Bcto npouenypy ®OT B nonHoM o6bemMe BbINONHAET
OOVH MeOULIMHCKMIA paboTHUK, 1 3Ta NpoLeaypa Noaxoaut
W MaumeHTam, nioxo Co6oAaoLLIMM PEXMMbI NTEHEHUS.

K HepocTtatkam ®T oTHOCUTCA TOT hakT, 4TO 06nYy-
YeHne 4acTo BbI3biBAET HGOMEBbIE OLLYLLEHWSA, U NMPOLeay-
pa fBnsieTcs OTHOCUTENBHO Joporon. BmecTe ¢ Tem cne-
OyeT OTMETUTb, YTO 60JIb MOXHO O6/1ErYUTb MPU MOMOLLN
HeJaBHO BBeAeHHOW B fiencTtaume npouenypbl ®OT aHeB-
HbiM cBeTOM [14, 15]. Tem He MeHee JaHHble 06 adhdhek-
TMBHOCTU DT OHEBHbLIM CBETOM NPW NEYEHMM NALMEHTOB
¢ 'M go cux nop OTCYyTCTBYIOT.

B 3akntoyeHne otmeTum, 4to MAJT-OOT aBnseTca ag-
(PEKTUBHLIM BapuaHTOM fiedeHus conutapHoro M unu
C Heckonbkumu odaramm. Ckopee BCeEro, 4actora peum-
OMBOB SBMsieTC HU3Kon. COOTBETCTBEHHO, HEOOXOANMbI
OONrOCPOYHbIE KOHTPONMpYeMble HabnogeHnsa ansa npo-
BEPKM 3TUX faHHbIX. [l
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