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A RARE UTERINE TUMOR:
DISSEMINATED PERITONEAL LEIOMYOMATOSIS.
CLINICAL OBSERVATIONS

Background. Disseminated peritoneal leiomyomatosis (DPL) is an extremely rare benign disease characterized
by widespread lesions of the abdominal cavity, pelvis, and retroperitoneal space with tumor nodules of varying size
and number, which are benign neoplasms consisting of smooth muscle fibers in their histological structure. Aim.
To analyze clinical cases of DPL with a concise review of the current state of the DPL diagnosis and treatment. Mate-
rials and Methods. We analyzed 5 clinical cases of DPL of female patients aged 39—50 years (mean age 46.2 years)
who underwent surgical treatment at the National Cancer Institute from 2010 to 2021. In all 5 patients, the diagnosis
of DPL (8898/1) was verified according to pathological (using routine hematoxylin/eosin staining) and immuno-
histochemical (IHC) studies. Results. All patients underwent surgical treatment with a laparotomy approach, the
extent and radicality of which depended on the location and number of tumor lesions. At the time of follow-up,
all 5 patients were alive and did not receive any special oncological treatment. Conclusions. DPL is characterized
by a variety of clinical manifestations from polyserositis to acute abdomen, depending on the location and size of the
main tumor focus. IHC analysis is the criterion for the final diagnosis, and radical removal of all tumor foci provides
the best therapeutic prognosis. The treatment should be carried out in highly specialized cancer centers where sur-
geons have gained sufficient experience in performing cytoreductive surgery.
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In surgical practice, there are cases that clinically | leads to treatment refusal, but in fact turn out to
resemble a widespread malignant process, ac- | be a benign disease after pathological and im-
cording to the data of instrumental and labora- | munohistochemical studies [1—3]. Moreover,
tory research methods, look like a disseminated | in a number of cases, the disease can manifest
malignant tumor during surgery, which often | itself as an acute abdominal clinic, and such
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Table 1. Peculiarities of DPL cases according to the literature
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Author Medical history Pe:[;nt Diagnostics before surgery Intraoperative diagnosis
Huang et |Laparoscopic myomecto-| 49 |By ultrasound: pathological ab- | Nodes of peritoneum, omen-
al. [5] my was performed 13 years dominal and pelvic nodes tum, mesentery, terminal small

ago using a morcellator intestine
Wuetal. [3]| 5 years ago, a laparoscopic| 33 |By CT scan of the pelvis and | Multiple nodules 1—20 mm
myomectomy was perfor- omentum: multiple nodules|in diameter affecting the me-
med for chimeric leio- in the pelvis and omentum |sentery of the small intestine,
myoma. 2 years later, a Ce- suspicious for metastatic ma- [omentum, peritoneum  of
sarean section was perfor- lignancy Douglas' pouch, small intestine
med without pathological serosa, large intestine with
findings invasion of the muscular layer
Momtahan |6 years ago, patient un-| 29 |Byultrasound:asolid ovalmass|A solid tumor with irregular
etal. [2] derwent panhysterectomy 79 x 45 mm in the projection |[edges and a pseudocapsule
for a uterine tumor with of the right appendages, most|was located retroperitoneally
multiple retroperitoneal no- likely a remnant or recurrence |adjacent to the external iliac
des, macroscopically re- of the previously removed |artery
sembling a widespread pelvic tumor
malignant process (histo-
logically — leiomyoma).
Patient received HRT
Smirnova |No gynecological opera-| 50 |Ascites, increase in CAI125|The omentum was a tumor
et al. [4] tions A childbirth and a me- to 333.3 U/ml. 2 diagnostic|conglomerate with separate
dical abortion were in the laparoscopies,  biopsies  of |formations of  cystic-solid
history omentum, peritoneum, and |structure 5x6 cm in size. There
ovary. Cytological analysis of | were multiple disseminations
ascitic fluid up to 0.3 cm on the parietal
peritoneum, tumor formations
in the sigmoid colon wall,
mesentery of the small and
large intestine. The uterus
was slightly enlarged. The ap-
pendages were unchanged
Askolskaya | Uterine leiomyoma has| 40 |MRI: multiple masses from 1.6 | The uterus was of normal
etal. [6] |been diagnosed since 2006. to 7 cm in diameter, partially|size, the appendages were not
Hysteroresectoscopy with with  cystic  transformation | changed. On the posterior wall
myomectomy was perfor- in the pelvic cavity and rec- | of the uterus, there was a 6 cm
med in 2010 and 2011. tovaginal space node on a thin pedicle. Along
In 2013, during a routine the course of the right sacro-
analysis, an ultrasound scan uterine ligament, there were
revealed  retroperitoneal two nodes up to 5 cm; on the
pelvic masses pelvic peritoneum in the right
round ligament, is a node of
1 cm; in the wall of the ileum,
its mesentery, omentum there
are multiple nodes up to 6 cm
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Table 1. (ending)

arteryembolization wasper-
formed 2 times, laparos-
copic myomectomy for
uterine cell fibroids was
performed 2 times. In
2012, a laparoscopic hys-
terectomy without appen-
dages was performed

testinal obstruction. Ultraso-
nography: in the projection of
the small intestine there was
a mass of reduced echogenicity
with clear contours of 4.5 x
X 3.6 cm. MRI: a picture of
a volumetric small bowel mass,
signs of adhesive process of the
abdominal organs

Author Medical history Pe;t;nt Diagnostics before surgery Intraoperative diagnosis
Askolskaya | Hysteroresectoscopy ~was| 42 |The patient was admitted as|Nodules from 0.2 to 4 cm in
etal. [6] performed 5 times, uterine an emergency with partial in- | diameter were found along the

peritoneum of the right flank
and under the diaphragm. In
the omentum, there was a set
of nodes from 0.5 to 1.5 cm in
diameter. In the mesentery of
the small intestine there was
a tuberous tumor up to 10 cm
in diameter. The uterus was
absent. The ovaries were not

enlarged, polycystic

patients are admitted urgently to gynecological
and surgical general hospitals with suspected
torsion of the tumor node or intestinal obstruc-
tion [6]. When faced with such cases, the doc-
tors do not understand the tactics of the patient
management, despite the fact that the disease is
essentially benign and, after a proper treatment,
the patient's prognosis is favorable. We are talk-
ing about disseminated peritoneal leiomyoma-
tosis (DPL), an extremely rare benign disease
characterized by widespread lesions in the
abdominal cavity, pelvis, and retroperitoneal
space with tumor nodules of varying size and
number, which are benign neoplasms consis-
ting of smooth muscle fibers in their histologi-
cal structure [4]. The disease affects women of
the reproductive age and is often associated
with the presence of uterine leiomyoma and
surgical interventions for it, as well as endome-
triosis and taking female sex hormone drugs
[3, 5]. There are few cases of DPL described in
the current literature, and there are no accurate
data on the incidence of this pathology in the
world (Table 1).

It is important for clinicians to understand
that the diagnosis of DPL at the pre-surgical
stage is difficult, and the data presented by ultra-
sound, MRI, CT, and tumor markers (CA-125,
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HE-4) are nonspecific, because in most cases
they describe a widespread tumor process in the
abdomen and pelvis, which favors the diagnosis
of disseminated ovarian cancer or leiomyosar-
coma [1, 4, 5].

There is a wide range of smooth muscle tu-
mors of the uterus to differentiate DPL with
(Table 2) [7].

The cause of this disease has not been fully
elucidated, but it is believed that the develop-
ment of leilomyomatosis occurs as a result of
metaplasia of stem mesenchymal cells into
smooth muscle cells, fibroblasts, myofibroblasts,
and decidual cells under the influence of estro-
gen and progesterone [4].

Materials and Methods

An analysis of 5 clinical cases of DPL in patients
who underwent surgical treatment at the NCI
from 2010 to 2021 was carried out. In this study,
a group of 5 female patients with DPL aged 39—
50 years (mean age 46.2 years) was formed. All
5 patients were diagnosed with DPL (8898/1)
according to pathological and IHC studies. The
features of the clinical manifestation of the di-
sease and anamnestic data of patients are as fol-
lows (Table 3).
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Histological typing of the tumors was per-
formed using a routine hematoxylin/eosin stain-
ing and immunohistochemical analysis.

The monoclonal mouse antibodies used in
the study are anti-smooth muscle actin, clone
alpha sm-1 (BOND PA(0943); anti-human calde-
smon, clone h-CD (Dako 1S054); anti-vimentin,
Clone V9 (BOND PA0640); anti-desmin, clone
DE-R-11 (BOND PA0032); anti-estrogen re-
ceptor (ER), clone 6F11 (BOND PA0151); anti-
Ki-67 antigen, clone MM1 (BOND PA0118);
anti-p53, clone DO-7 (BOND PA0057); anti-
cytokeratin AE1/AE3 (BOND PA0909); anti-
ERG, clone EP111 (Bio SB); anti-CD34, clone
QBEnd/10 (BOND PA0212); anti-S-100, clone
EP32 (BOND PA0031); anti-anaplastic lympho-
ma kinase, clone 5A4 (BOND PA0831); anti-
CD117, clone EP10 (BOND PA0007); anti-cal-
retinin, and clone CAL6 (BOND PA0346). The
standard method of the Novolink Max Polymer
Detection System (Leica) was used. Antigen de-
masking was performed in citrate buffer pH 6.0
at 95 °C. The samples were incubated with pri-
mary antibodies at room temperature for 40 min
and with secondary antibodies for 30 min. The
sections were counterstained with hematoxylin.
For the positive control, tissue samples with po-
sitive reactivity were used, and for the negative
control, the procedure was performed without
primary antibodies.

The resulting preparations were examined
and photographed using an OLYMPUS BX 46
microscope (Evident, Japan) with a camera and
CellSens software under standardized condi-
tions.

Results

All patients received surgical treatment at the Na-
tional Cancer Institute, Kyiv, Ukraine (Table 4).
The surgery protocol of patient R.V., 49 years
old, deserves special attention, as the surgical in-
tervention was performed by a multidisciplinary
team with the involvement of a vascular surgeon.
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On 31.07.2015, the patient underwent a surgi-
cal intervention: removal of retroperitoneal pel-
vic tumor, resection and reconstruction of the
right external iliac vein, and right retroperitoneal
lymph dissection. Intraoperative findings: in the
pelvis, along the posterior bladder wall, on the
right, above the vaginal stump, there was a 10 x
X 9 x 11 cm retroperitoneal mass consisting
of several components extending to the right
parametrium. After separation from the poste-
rior wall of the bladder, the largest two compo-
nents of the tumor were isolated. The stratified
right parametric space, over the external iliac
vein and artery, showed a dense 5 x 4.5 cm tu-
mor with invasion into the medial wall of the
iliac vein within 4 cm from the confluence.
A segment of the external iliac vein was resected,
and a 2.8 x 2.5 cm thrombus was removed from
the external iliac vein. The postoperative care pe-
riod was uneventful, and the wound healed with
primary tension.

Table 2. WHO International Classification
of uterine smooth muscle tumors, 2014

Nosological form ICD-O-code

Leiomyoma 8890/0
Cellular leiomyoma 8892/0
Leiomyoma with bizarre nuclei 8893/0
Mitotically active leiomyoma 8890/0
Hydropic leiomyoma 8890/0
Apoplectic lelomyoma 8890/0
Lipomatous leiomyoma 8890/0
(lipoleiomyoma)
Epithelioid leiomyoma 8891/0
Myxoid leiomyoma 8896/0
Delaminating leilomyoma

Diftuse leiomyomatosis 8890/1
Intravenous leiomyomatosis 8890/1
Metastatic lelomyoma 8898/1
Smooth muscle tumor with uncer- 8897/1
tain potential for malignancy

Leiomyosarcoma 8890/3
Epithelioid leiomyomosarcoma 8891/3
Myzxoid leiomyosarcoma 8896/3
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Table 3. Individual manifestations of the disease and some anamnesis data

Yul, 46

R.V, 49

B.T, 50

PA, 39

pleural effusion and ascites

Symptoms of chronic abdominal
pain, the patient self-diagnosed
the presence of a neoplasm in the
abdominal cavity.

Symptoms of chronic pain in the right
side of the abdomen. Right-sided pain
and external bladder compression

Symptoms of acute intestinal obst-
ruction Transversostomy was perfor-
med on an urgent basis, according to
CT scan of the abdomen and pelvis
and MRI of the pelvis, a sigmoid
tumor was detected with involvement
of the uterus and left appendages

Abdominal pain during the year,
bloating, increase in the volume of the
abdomen. Relapse of endometriosis
was diagnosed by gynecologist, but
because of ascites, the gynecologist-
oncologist suspected ovarian can-
cer and patient was referred to Na-
tional Cancer Institute where para-
centesis was performed. Due to re-
sult of cytology of September 16,
2010, separate small clusters of ade-
nocarcinoma elements were obtained.
The patient received two courses of
chemotherapy (paclitaxel + carboplatin)

painful for 6—7 days every 25 days. One
childbirth and one miscarriage. In 2011,
there was extirpation of the uterus without
appendages due to leiomyoma combined
with endometriosis. In 2013 and 2015, the
patient underwent repeated gynecological
operations for endometriosis of the vaginal
stump and appendages: excision and suturing
of the vaginal stump; bilateral adnexectomy.

Menstruation since the age of 15 years, for 4—5
days every 28 days. One childbirth (cesarean sec-
tion) and 7 miscarriages Due to genital mal-
formation that was an incomplete uterine sep-
tum, the patient underwent excision of the uteri-
ne septum, metroplasty. In 2020, the patient un-
derwent laparoscopic removal of ovarian cysts

Monthly periods since the age of 12 years. Two
childbirths and 5 medical abortions. In 1992,
the patient underwent right cystectomy for
ovarian cyst. In 2007, the patient underwent
extirpation of the uterus with appendages for
large uterine fibroids

No data available

Monthly periods since the age of 13 for 4—5
days after 28 days, regular. There were no
births or abortions. In 2001, supravaginal
amputation of uterus with right appendages
was performed due to endometriosis

patient, ifestation of the di logical hi ic hi
age Manifestation of the disease Gynecological history Somatic history
G.M., 47 | Symptoms of right-sided hemorrhagic | Monthly periods since the age of 11 years, | Varicose veins of

lower extremities
Chronic colitis

Chronic gastritis

Varicose veins of
lower extremities
Chronic gastroduo-
denitis  Chronic
pyelonephritis in
remission

Bowel polyps

Varicose veins of
the lower extremi-
ties
Appendectomy in
childhood
Chronic gastritis
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Table 4. Peculiarities of surgical treatment of patients and verification of diagnosis

Patient,
age

Intraoperative data

Surgery volume

Pathological and THC studies

G.M., 47

Yul, 46

R.V, 49

B.T, 50

PA, 39

Up to 500 ml of turbid haemorrhagic exudate was
in the abdominal cavity; in the loops of the small
intestine, omentum, small intestinal mesentery, and
subdiaphragmatic space, there were miliary reddish
deposits up to 2—3 mm in diameter; in the parietal
peritoneum of the pelvis and between the intestinal
loops, there were numerous solid cystic fibrous
masses from 5 mm to 2 cm in diameter, irregular in
shape. The uterus and appendages were absent.

In the abdominal cavity was a dense tuberculated
neoplasm 20 cm in diameter with a cystic com-
ponent originating from the large omentum,
which is also affected by small disseminations up
to 2 cm of similar structure. In the pelvis, multiple
dense small disseminations were detected along
the pelvic peritoneum in the Douglas space, serous
membrane of the uterus, and right fallopian tube;
the right ovary was cystically altered, not enlarged.
The uterus was not enlarged. The left appendages
were absent.

In the pelvis, along the posterior wall of the bladder,
on the right, above the vaginal stump, there was a
peritoneal dense mass 10 x 9 x 11 cm consisting of
several components and extending into the right
parametrium. The liver, stomach, pancreas, spleen,
intestinal loops, and omentum were unremarkable.
The uterus and appendages were absent.

There was a significant adhesive process in
the abdominal cavity; there were no tumor
disseminations in the peritoneum. After vis-
cerolysis, an inflammatory tumor involving the
left uterine appendages and mesentery of the
sigmoid colon was diagnosed. The uterus and right
appendages were unremarkable.

There were massive nodular formations, which
were dense, elastic, with clear contours from 0.5
to 3.0 cm in diameter visualized at parietal and
visceral peritoneum of small pelvis, peritoneum of
small and large intestine, the suspensions of large
intestine in the intestinal wall. It was impossible to
clearly distinguish the tissue of intestine, mesentery
and peritoneum between nodular formations.

Multiple biopsy of
peritoneal hete-
rotopias Omental
resection

Panhysterectomy
Omentectomy
Pelvic peritonec-
tomy Resection of
the serous mem-
brane of the ce-
cum

Removal of the
retroperitoneal
pelvic tumor. Re-
section and recon-
struction of the
right external iliac
vein. Retroperito-
neal lymphadis-
section on the right

Adnexectomy on
the left
Transversostomy
closure

Cervix stump ex-
tirpation Omen-
tum stump exti-
rpation Pelvic pe-
ritonectomy

The phenotype corresponds to
a smooth muscle tumor with
uncertain malignancy potential
(ICD-O code 8890/1), given the
history and extent of the process;
there is a disseminated peritoneal
leiomyomatosis with foci of the
type of smooth muscle tumor with
uncertain malignancy potential.

Smooth muscle tumor with
an uncertain potential for ma-
lignancy, which, taking into
account clinical data, corres-
ponds to disseminated peritoneal
leiomyomatosis (ICD-O code
8898/1).

The phenotype corresponds to
disseminated peritoneal leio-
myomatosis  (ICD-O  code
8898/1)

The phenotype corresponds to
disseminated peritoneal leio-
myomatosis

The phenotype corresponds
to  disseminated peritoneal
leiomyomatosis ~ with  diffuse

damage to the peritoneum

ISSN 1812-9269. Experimental Oncology 45 (3). 2023
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Figure shows the results of pathological and
immunohistochemical analyses for patient G.M.,
49 years old.

All patients were alive at the time of follow-up.
One of the five patients had a repeat surgical in-
tervention for peritonitis, and an ileostomy was
performed. The rest of the patients did not have
any surgical treatment, chemotherapy, or radio-
therapy after surgery.

Discussion

Historically, the disease under study was first
described by Willson and Peale in 1952 and later
defined as DPL by Taubert et al. in 1966 [8, 9].
The etiology of DPL includes several theories,
such as hormonal, genetic, and iatrogenic [3].
The disease often occurs after surgery for uter-
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Fig. 1. Histological and IHC analy-
ses: (a) peritoneal tumor of mesen-
chymal nature, fibrous and epitheli-
oid cell structure. Hematoxylin and
eosin staining, x10/x40; (b—h) THC
reactions: (b) vimentin; (c) SMA;
(d) H-caldesmon (e) estrogen recep-
tor; (f) Ki-67, (g) P53, (h) desmin.
x10/x40

ine leiomyoma. The authors describe both con-
servative myomectomies and radical removal of
the uterus, both by open and laparoscopic access
[2, 4—6]. Tavassoli and Norris suggest that the
tumor process is promoted by the hormonal sti-
mulation, and the detection of the estrogen and
progesterone receptor expression confirms this
assumption [2, 3, 10]. DPL is most common in
the late reproductive [1, 4] and perimenopausal
ages [3]. The preoperative diagnosis of DPL is
difficult because ultrasound, CT, and MRI data
do not always provide comprehensive informa-
tion about the disease, and myxomatous nodes
do not have classic MRI features [6]. The disease
is usually manifested as the appearance of mul-
tiple nodular masses in the abdominal cavity of
various sizes, rarely several or one of large size.
Often at the preoperative stage, radiological data

ISSN 1812-9269. Experimental Oncology 45 (3). 2023
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indicate carcinomatosis, and ovarian cancer is
suspected because of the presence of ascitic fluid
[1,2, 4, 5]. There is evidence of an asymptomatic
course of DPL, its accidental discovery during
surgery [6]. During the operation, the detected
neoplasms are removed and submitted for ur-
gent histological analysis, which can help diag-
nose, but the final diagnosis is confirmed after
performing definitive paraffin sections [3]. Fur-
ther histological analysis does not provide a clear
answer to the final morphological diagnosis and
requires an additional immunohistochemical
analysis. It should be noted that the results of
the IHC analysis should be interpreted taking
into account the morphological and clinical ra-
diological picture, as the differential diagnosis is
complex and requires in-depth analysis by a pa-
thologist. The obtained negative reactions with
antibodies AE1/AE3, ERG, CD34, Ant S100,
ALK, and CD117 allow excluding a number of
mesenchymal tumors (GIST, tumors of vascular,
neurogenic nature, and others). Combination of
positive reactions with antibodies SMA, H-cal-
desmon, desmin, estrogen, focal p53, and low
Ki67 expression, in comparison with the histo-
logy and clinical picture, allow us to make a dif-
ferential diagnosis with smooth muscle uterine
and extrauterine tumors, and establish the diag-
nosis of DPL [1, 11].

With radical surgical removal of all foci of
DPL, the prognosis for further life is favorable
[1, 4, 6]. The degeneration of DPL into a malig-
nant process is extremely rare but possible [5].
Other authors [1] express a reasonable opinion
that DPL is in no way a transitional form be-
tween leiomyoma and leiomyosarcoma.
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JeprxaBHe HekoMepliliHe mignpuemctBo "Hanionanpumit incTutyT paxy", Kuis, Ykpaina

PIIKICHA ITYXJIMHA MATKU: IVUICEMIHOBAHUI
[IEPYTOHEAIBHUV TEMOMIOMATO3 (KJITHIYHI CIIOCTEPEKEHHS)

HucemiHOBaHMiT IepuTOHEAMbHMIT NeitomiomaTos ([ITVT) — Ham3BMUaitHO pifKicHe [OOPOSIKiCHe 3aXBOPIOBAHHS,
AK€ XapaKTePU3YETbCA PO3MOBCIOMKEHNM YPaXKEHHAM OPTaHiB YepeBHOI MOPOXKHMHMY, Ta3y, 3a04€PEBHOTO IIPO-
CTOPY ITyX/IMHHVIMU BY3/IaMU Pi3HOI BETMYMHY Ta KITBKOCTI, IKi 32 TiCTOMIOTIYHOI CTPYKTYPOIO € OOPOSKICHUMMU
HOBOYTBOPEHHSIMU, 1110 CKTaAI0ThCA 3 IJIAKOM 13€BUX BOIIOKOH. Marepianu Ta MeTogu. [IpoBefeHo aHaris 5 Kiri-
HiuyHux Bunagkis I y Bii 39—50 pokiB (cepenHiit Bik 46,2 pokiB). XBopi mpoxoann xipypriuHe JiKyBaHHs
B HanionanproMy iHcTuTyTi paky 3 2010 mo 2021 pix. Y Bcix 5 nauientok Bepudikosano pgiarnos HITJT (8898/1)
3rilHO 3 HaHMMU HaTOricTONOriYHOro Ta iMmyHoricroximivnoro (II'X) mocnmimxens. PesymbraTu. YciM nmanieHTkam
IPOBeEHO XipypriuHe JiKyBaHHsI JTAIIAPOTOMHIM JOCTYIIOM, 0OCST Ta PafiMKaIbHICTh SIKOTO 3a/IeXasIN Bifj TOKa-
nisanii Ta KiIbKOCTi BOTHMII TyX/IMHHOTO ypakeHHA. I1iJ] yac KaTaMHECTMYHOrO CIIOCTEPEXKEHHA YCi 5 MallieHTOK
Oy >KuBi Ta B IIOA/IbIIOMY He OTPUMYBAJIY CIIelfia/IbHOrO OHKOJIOriYHOro NiKyBaHHA. BucHoBkm. JITJI xapakTe-
PU3YETHCSA PiSHOMAHITHICTIO K/TiHIYHMX ITPOABIB BiJi KAPTMHY I1OJIiCEPO3UTIB [JO TOCTPOTrO XKMBOTA 3aJIEXKHO BiJ /10-
KaJli3aljil Ta po3MipiB OCHOBHOI'O IIyX/IMHHOIO BOrHMINA; Ipu Lpbomy II'X mocmigpkeHHsa € KpuTepieM 3aK/II04HOIO
IiarHo3y, a pafiMKajbHe BUNATCHHA BCiX NYX/IMHHMUX BOTHMUIN 3a0e3ledye HallKpalinil TepareBTUYHNI IIPOTHO3.
JIikyBaHHS CI1ifj IPOBOANUTY Y BIUCOKOCIEIia/li30BaHMX OHKOIOIIYHUX LIEHTPaX, A€ Xipypramm HaOyTuil JOCTaTHil
JOCBiJ] IPOBEJEHHSA UUTOPENYKTUBHMX OIIEPALIill.

KnrodoBi cmoBa: myxnmHa MaTKy, IMCEMiHOBAHUII IePUTOHEeAIbHNUI IefloMioMaTo3, iMyHOricTOXiMiuHe HOCTif-
JKEHHA, XipypriuHe JiKyBaHHA.
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