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Kanserde tarama yontemlerini neden kullaniriz
Tarama yontemleri nelerdir

Tarama yontemlerin kazanclari

Tarama yontemleri handikaplari ve olasi zararli sonuclari

Kolon kanseri, serviks, meme, akciger, prostat ve diger kanserlerde erken
teshis ve tarama yontemleri




Asagidakilerden hangisi prostat kanseri erken teshis
ve taramasi i¢in dogrudur?

A-PSA dlizeyi yas ile degismez

B-Prostat kanseri irksal farklilik gostermez

C-Yilhk PSA testi tarama amaclh 55-74 yas gurubu erkekte istenir

D-PSA duzeyi bening prostat hastaliklarindan etkilenmez

E-PSA dulzeyi yuksek olanlarda test tekrarlanmalidir




Kanserde Tarama Yontemleri
Amac

[ Tarama, semptom(bulgu) olmadan, kanser durumunun
degerlendirilmesidir

O Temel amag, erken tani koymak

O Erken evrede yakalayarak kir elde edilebilirligi artirmak

d Tarama yontemi ile erken teshis konarak, kansere baglh 6limleri azaltmak.




Kanserde Tarama Yontemleri

Anemnez, fizik muayene

Laboratuar testleri, kan, idrar, doku ornekleri

Goruntuleme yontemleri

Genetik testler




Tarama Yontemlerinin
Handikaplari

Tarama testleri yapilirken gerceklesen komplikasyonlar(orn: kolonoskopi
kanama)

Yalanci pozitiflik, buna bagli anksiyete, yapilan fazladan tetkikler, bunlarin
komplikasyonlari

Yalanci negatiflik, gecikmis tani

Overdiagnosis, yavas seyir gosteren hastaligin erken tanisinin konmasiyla
gereksiz(fazladan )yapilan tedaviler(orn: erken evre prostat ca)

Bazi kanser tlrlerinde erken teshisi yasam kalitesini ve sagkalimi artirmaz




Evrenin kitabi matematik
diliyle yazilmistir.




Tarama Yontemleri Handikaplari

Length Bias

Length Bias

Screening Symptoms
Indolent Cancer e & Dx
e Death

Detectable |

Preclinical Phase

Aggressive Cancel gy & Dx
5 th
Begins bes Screaning tends to
detect more indolent

cancers,

Tarama ile daha yavas seyirli
kanserlerin tanisini koyma daha
yuksek olasilikta olabilir.

(Bundan dolayi tarama testi ile
teshis konan kisiler hatali daha
uzun yasiyor izlenimi verebilir



Tarama Yontemleri Handikaplari

Lead Time Bias

Tarama ile kanser tanisini semptom
ortaya ¢ikmadan koydunuz.

Lead-time Bias Bu durumda tani tarihini 6ne
No Screen Sx-Dx Death gekiyoruz'
R —— suvival - peatn (JFakat iki akciger kanseri diisiiniin ve

ayni zamanda oliiyor.

Lead-time o o
_ S _ UBiri tarama programinda ve tanisi 6 ay
With screening, the lead time in diagnosis prolengs survival . .o .
even if death is not delayed. once konmus, digeri semptomla
basvurmus.

UTani 6ne alindigi i¢in taramadaki daha
uzun yasiyor goziikebilir.



Tarama Yontemleri Handikaplari

Overdiagnosis Bias

(178 yasinda erkek PSA taramasi ile

Overdiagnosis Bias (Pseudodisease)
prostat kanseri erken evre tanisi

Death  Autopsy

No screen Other causes  Dx koyd unuz.
.% F =

5 - (JHasta 82 y:agmda kan‘sere buagl.l. d?gll
% serebrovaskuler emboliye bagli 6lda.
Screening detects cancer (pseudodisease) that would 1 Bu arada prostat kanseri tE§hIS|

remain subclinical before death from other causes.

nedeniyle, ek tetkik ve tedavi aldi.



Erken Teshis ile Sagkalimi Uzatan Tarama
Yontemleri

] Bagirsak kanseri; Kolonoskopi, sigmoidoskopi,

gaita gizli kan testleri

J Akciger kanseri; Disik doz helikal bilgisayarl tomografi

(J Meme kanseri; Mamografi

(1 Rahim agzi kanseri; Pap smear ve HPV testi




Kolon Kanseri Risk Faktorleri

Kolorektal kanserde temel risk faktoru aile oykusu ve ileri yas
Asiri alkol tiiketimi

Obezite

Sigara

Beslenme aliskanlari

inflamatuar bagirsak hastaliklar

Herediter durumlar( Lynch sendromu, familyal adenomatozis polipozis)




Kolon Kanseri Risk Faktorleri

] Kolorektal kanser 3. siklikta gorulir ve 6lime neden olan 2.
kanser taruadur.

[ Kolon kanseri genel olarak poliplerden gelisir

[ Polipler gene olarak 50 yas sonrasi gelisir

[ Poliplerin cogu bening olmakla beraber, bazi adenom 6zeligi
gosteren poliplerin yuksek malignite riski vardir




Kolonoskopi, sigmoidoskopi,
Gaita gizli kan testleri

[ Bu testler kolorektal kansere bagli 6liimleri azaltir

1 Ayni zamanda kolonoskopi ve sigmoidoskopi anormal polipleri
erken teshis ederek kolorektal kanser olusmasinda engeller

1 50-75 Yas gurubunda kolonoskopi ve sigmoidoskopi ve gaitada
gizli kan testi tarama amacl onerilir.




Kolorektal Kanser Tarama

1 U.S.Preventive Services Task Force(UPSTF) kolorektal kanser
icin tarama genel poptlasyon icin 50 yasinda 6nermektedir

A Fakat, ailesel kanser ve polip 6ykiisu olan, Inflamatuar
bagirsak hastaligi olanlarda, tarama 50 yas oncesi Onerilir.

J Tarama intervali daha kisa ve tarama daha sik yapilabilir.




Kolorektal Kanserler Tarama
Gaita gizli kan testleri

High-sensitivity fecal occult blood tests (FOBT): Polip ve kansere bagli kanamayi tespit eder.
Bening nedenlere bagl sebeplere bagli yalanci pozitiflik olabilir(Hemoroid vs.)

Guaiac FOBT kandaki Heme tespit eder.

Bu test dncesi yalanci pozitifligi engellemek icin gida kisitlamasi gerekmektedir( Et ve Grtnleri )
yalanci pozitiflige sebep olabilir.

Fekal immunohistokimyasal yontem, insan hemoglobinine karsi gelistirilmis antikor kullanilarak
yapilir, diyet kisitlamasi yoktur(IFOBT)

Gaitada ylUksek sensitif gizli kan arama testleri 1 ve 2 yilda bir 50-80 yaslari arasinda onerilir.
Bu testlerle kolorektal kanserlere bagl mortalite %15-33 oraninda azaltilir.

UPSTF, Gaitada yuksek sensitif gizli kan arama testleri kolorektal kanser taramasinda kullanilan
tek test ise yilda bir tekrarlamasini 6nerir.




Kolorektal Kanserler Tarama
Sigmoidoskopi

O 50 yas sonrasi sigmoidoskopi ile yapilan taramada kolorektal kanserlere
bagli mortalitede %60-70 oraninda azalma saptanmis.

O Sigmoidoskopi ile rektum ve asagi kolon goriinttlenebilir

 UPSTF her bes yilda bir Sigmoidoskopi ile birlikte 3 yilda bir Gaitada yuksek

sensitif gizli kan tarama testleri ile tarama testi 6nerir.




Kolorektal Kanserler Tarama
Kolonoskopi

J Rektum ve tiim kolon bu yontem ile incelenebilir.

1 Kolonoskopi ile yapilan tarama ile Kolorektal kanserlere bagl
mortalite %60-70 oraninda azaltilabilir.

( UPSTF, 50 yas sonrasi her 10 yilda bir Kolonoskopi ile tarama
onerir.




Kolorektal Kanserler Tarama

NCCN Guidelines Index
Colorectal Screening TOC

Discussion

National
T Comprehensive  NCCN Guidelines Version 1.2015
et | Colorectal Cancer Screening
Network
RISK SCREENING MODALITY EVALUATION OF
STATUS cde SCREENING FINDINGS

Average risk:
*Age 250y Y|

adenoma or
sessile

or CRC
* No history ¢
inflammato
bowel diseas

history for CRQ

Rescreen with any
No polyps = . sdality in 10 y©

Polyp(s) — Polypeclomy<

Hyperplastic, non-SSP,
and <1 cm in rectum
and sigmoid only

—_—
('.Zcrlonc:.'?»::t:)pg,ff

or _
Adenoma/SSP! >

Rescreen with
any modality
in 10 y©

See Follow-up of
Clinical Findings:

Stool-based:®
* High-sensitivity
guaiac-based or
immunochemical-
based testingh

Negative Rescreen with any
stool test modality in 1 y©

Positive

| stool test — ch&lc:m::sm:t:q:n,wf — Follow pathway above

or Adenoma/SSP!I —— Colonoscopy’ —=

Biopsy or
pelypectomy

Flexible sigmoidoscopy|
* interval stool-based
testing at year 3¢

-
Polyp(s) Hyperplastic, non-SSP,

and <1 cm in rectum

T c
and sigmoid only medality in 5y

Negative
stool test/
No polyps|

— Rescreen with any modality in 5 y©

Adenomal/SSP
(CSCR-3)

See Follow-up of
Clinical Findings:
Adenomal/SSP

{CSCR-3)

Rescreen with any



Kolorektal Kanserler Diger Tarama Yontemleri

Kolonoskopi, sigmoidoskopi, Gaita gizli kan Standard kabul edilen ve UPSTF
onerdigi testlerdir.

Cologuard®: Fekal immunohistokimyasal yontem ile gizli kan ile birlikte, 3
genin(APC, KRAS, p53) varligini gésteren(PCR yontemi ile 21 mutasyonu
tarayarak yapiliyor)

kanser ve pre-kanser(polip) durumunu gosteren test.
Gaitada gizli kana gore sensitivitesi daha yuksek
Bu test pozitif geldiginde Kolonoskopi oneriliyor.

FDA onayi var, fakat UPSTF tarama metodu olarak hentliz kabul etmed..




Kolorektal Kanserler Diger Tarama Yontemleri

Sanal Kolonoskopi: Kolon temizligi ve BT oncesi karbondioksit
pompalayarak bagirsaklarda ki goriinti kalitesi artirihir

Sedasyon gerekmez, komplikasyon az ve tani koyma kesinligi Standard
Kolonoskopi ile benzer.

Fakat polip ve anormal goriuntli durumunda kolonoskopi ile biyopsi gerekir

Sanal Kolonoskopi ile yapilan tarama ile sagkalimi artip artmadigi
bilinmemektedir

UFST ve diger bazi saglik sigortalarin 6deme kapsamina girmez




Kolorektal Kanserler Tarama Yontemleri

Birinci derece akraba 60 yas 6ncesi kolon ca

National
Comprehensive
NGOV Cancer

Network®

NCCN Guidelines Version 1.2015
Colorectal Cancer Screening

NCCN Guidelines Index

Colorectal Screening TOC

Discussion

INCREASED RISK BASED ON POSITIVE FAMILY HISTORY

FAMILY HISTORY CRITERIA*Y SCREENING

1 first-degree relative with CRC aged <60y or

_—

2 first-degree relatives with CRC at any age

10 y before earliest diagnosis of CRC

Colonoscopy beginning at age 40 y or

Colonoscopy beginning at age 50 y

Y

First-degree relative with CRC aged 260 y

1 second-degree relative with CRC aged <560 y———  Colonoscopy beginning at age 50 y

Colonoscopy beginning at age 50 y
——  |or at age of onset of adenoma in
relative, whichever is first

First-degree relative with confirmed advanced
adenomal(s) (ie, high-grade dysplasia, 21 cm,
villous or tubulovillous histology)

_—

_—

_—

Repeat every 5 y*Z or
if positive, repeat per
colonoscopy findings

Repeat every 5—10 y*%33
or if positive, repeat per
colonoscopy findings

Repeat every 5—10 y*%33
or if positive, repeat per
colonoscopy findings

Repeat every 510 y%32
or if positive, repeat per
colonoscopy findings



Kolorektal Kanserler Tarama Yontemleri

Lynch Sendromu

National

Comprehensive  NCCN Guidelines Version 2.2015 NCCN Guidelines Index
IN@®IN Cancer Colon Genetics TOC

Network® Lyn ch Syn drome Discussion

LYNCH SYNDROME MANAGEMENT

Surveillance for MLH1, MSH2, and EPCAM Mutation Carriers’J
Colon cancer:

| *+ Colonoscopy at age 20—25 y or y prior to the earliest colon cancer if it is diaghosed before age 25 y and repeat every
=2 y.
* There are data to suggest that aspirin may decrease the risk of colon cancer in LS; however, at this time the data are not
sufficiently robust to make a recommendation for its standard use.

Extracolonic:
* Endometrial and ovarian cancer:
» Prophylactic hysterectomy and bilateral salpingo-oophorectomy (BSQ) is a risk-reducing option that should be
considered by women who have completed childbearing.
» Patients must be aware that dysfunctional uterine bleeding warrants evaluation.
» There is no clear evidence to support screening for endometrial cancer for LS. However, annual office endometrial

- . See Follow-u
sampling is an option. —»| of Surveillance
» While there may be circumstances where clinicians find screening helpful, data do not support routine ovarian Findings (LS-5)

screening for LS. Transvaginal ultrasound for ovarian and endometrial cancer has not been shown to be sufficiently
sensitive or specific as to support a positive recommendation, but may be considered at the clinician’s discretion.
Serum CA-125 is an additional ovarian screening test with caveats similar to transvaginal ultrasound.

* Gastric and small bowel cancer: There is no clear evidence to support screening for gastric, duodenal, and small
bowel cancer for LS. Selected individuals or families or those of Asian descentf may consider EGD with extended
duodenoscopy (to distal duodenum or into the jejunum) every 3—5 y beginning at age 30-35y.

* Urothelial cancer: Consider annual urinalysis starting at 25-30 y.

* Central nervous system (CNS) cancer: Annual physical/neurologic examination starting at 25-30 y; no additional
screening recommendations have been made.

* Pancreatic cancer: Despite data indicating an increased risk for| pancreatic cancer, no effective screening techniques
have been identified; therefore, no screening recommendation is possible at this time.

* Breast cancer: There have been suggestions that there is an increased risk for breast cancer in LS patients;
however, there is not enough evidence to support increased screening above average-risk breast cancer screening
recommendations.




Kolorektal Kanserler Tarama Yontemleri

Lynch Sendromu

National
Comprehensive - NCCN Guidelines Version 2.2015 NCCN Guidelines Index
ING®IN Cancer Colon Genetics TOC

Network® Lynch Syndrome Discussion

AMSTERDAM CRITERIA I12
At least three relatives with CRC; all of the following criteria should be present:

* One should be a first-degree relative of the other two;

* At least two successive generations must be affected;

+ At least one of the relatives with CRC must have received the diagnosis before the age of 50 years;
* FAP should be excluded,;

* Tumors should be verified by pathologic examination.

AMSTERDAM CRITERIA II'-2

At least three relatives must have a cancer associated with LS (colorectal, cancer of endometrium, small bowel, ureter,
or renal-pelvis); all of the following criteria should be present:

* One must be a first-degree relative of the other two;
+ At least two successive generations must be affected;
* At least one relative with cancer associated with LS should be diagnosed before age 50 years;

* FAP should be excluded in the CRC case(s) (if any);
* Tumors should be verified whenever possible.

'From Vasen HFA. Clinical diagnosis and management of hereditary colorectal cancer syndromes. J Clin Oncol 2000;18(suppl 1):81s-92s.
2Approximately 50% of patients with LS will be missed by these criteria, and approximately 50% of patients will meet the criteria and not have LS but a
high familial risk of uncertain etiology.



Kolorektal Kanserler Tarama Yontemleri

Familyal Adenomatozis Polipozis

National

Comprehensive - NCCN Guidelines Version 2.2015 NCCN Guidelines Index
INO®IN Cancer .y . Colon Genetics TOC

Network® Familial Adenomatous Polyposis/AFAP Discussion
PHENOTYPE RISK STATUS

Classical FAP:?
* Germline APC mutation
* Presence of 2100 polypsb (sufficient for clinical diagnosis) or fewer

P I
polyps at younger ages, especially in a family known to have FAP h;:zownif - See Treatment and
* Autosomal dominant inheritance® (except with de novo mutation) classical FAP Surveillance (FAP-1)

* Possible associated additional findings
» Congenital hypertrophy of retinal pigment epithelium (CHRPE)
» Osteomas, supernumerary teeth, cdontomas
» Desmoids, epidermoid cysts

» Duodenal and other small bowel adenomas Family history of
» Gastric fundic gland polyps classical FAP, unaffected . ]

* Increased risk for medulloblastoma, papillary carcinoma of the (no symptoms, findings, > gee G_enetlc Testing and
thyroid (<2%), hepatoblastoma (1%~2%, usually age <5y) adenomas), family urveillance (FAP-4)

* Pancreatic cancers (<1%) mutation known

* Gastric cancers (<1%)
* Duodenal cancers (4%—12%)

AFAPH
* Germline APC mutation Personal history . See Treatment and
* Presence of 10-<100 adenomas (average of 30 polyps) of AFAP Surveillance (AFAP-1)

* Frequent right-sided distribution of polyps
* Adenomas and cancers at age older than classical FAP

(mean age of cancer diagnosis >50 y) Family history of AFAP,

* Upper Gl findings, thyroid and duodenal cancer risks are similar to unaffected (no symptoms, See Genetic Testing and
classical FAP findings, adenomas), Surveillance (AFAP-2)

* Other extraintestinal manifestations, including CHRPE and family mutation known

desmoids, are unusual



Kolorektal Kanserler Tarama Yontemleri

Familyal Adenomatozis Polipozis

National

Comprehensive - NCCN Guidelines Version 2.2015 NCCN Guidelines Index
IN@®INE Cancer .y . Colon Genetics TOC

Nerwork® Familial Adenomatous Polyposis Discussion

CLASSICAL FAP TREATMENT AND SURVEILLANCE: PERSONAL HISTORY
TREATMENT SURVEILLANCE®€ (POSTCOLECTOMY)

 If patlent had total proctocolectomy [TPC] wlth |Ieal pouch- anal anastomosis . Egﬁt&c?:l?yn:?:;nse
(IPAA) or ileostomy, then endoscopic evaluation of the ileal pouch or ileostomy polyposis or severe
Personal every 1-3 y depending on polyp burden. Surveillance frequency should be dysplasia
history of Proctocolectomy in_c:reased to every 6 mo for large, flat polyps with villous histology and/or
classical — or colectomy®P:€ high-grade dysplasia. o N o If cancer found,
FAP * The use of chemoprevention is to facilitate management of the remaining see appropriate
rectum post-surgery. There are no FDA-approved medications for this NCCN Guidelines
indication at present. While there are data to suggest that sulindac is the most for Treatment of
potent polyp regression medication, it is not known if the decrease in polyp Cancer by Site

burden decreases cancer risk.

Extracolonic Surveillance (See FAP-2)



Kolorektal Kanserler Tarama Yontemleri

Familyal Adenomatozis Polipozis

Nartional

Comprehensive - NCCN Guidelines Version 2.2015 NCCN Guidelines Index
NGOV Cancer - . Colon Genetics TOC

Network® Familial Adenomatous Polyposis Discussion

CLASSICAL FAP SURVEILLANCE: PERSONAL HISTORY
SURVEILLANCE®® (POSTCOLECTOMY)

Extracolonic:
* Duodenal or periampullary cancer: Upper endoscopy (including side-viewing examination) starting at -
- - S Findings (FAP-3)

age 20-25 y. Consider baseline upper endoscopy earlier, if colectomy before age 20 y.

* Gastric cancer: Examine stomach at time of upper endoscopy.

» Fundic gland polyps occur in a majority of FAP patients, and focal low grade dysplasia can occur but is
typically non-progressive. For this reason, special screening or surgery should only be considered in
the presence of high-grade dysplasia.

» Non-fundic gland pelyps should be managed endoscopically if possible. Patients with polyps that
cannot be removed endoscopically but with high-grade dysplasia or invasive cancer detected on
biopsy should be referred for gastrectomy.

* Thyroid cancer: Annual thyroid examination, starting in late teenage years. Annual thyroid ultrasound
may be considered, though data to support this recommendation are lacking.

* CNS cancer: An annual physical examination; due to limited data, no additional screening
recommendation is possible at this time.

* Intra-abdominal desmoids: Annual abdominal palpation. If family history of symptomatic desmoids,
consider abdominal MRI or CT 1-3 y post-colectomy and then every 5-10 y. Suggestive abdominal
symptoms should prompt immediate abdominal imaging.

* Small bowel polyps and cancer: Consider adding small bowel visualization to CT or MRI for desmoids as
outlined above, especially if duodenal polyposis is advanced.

* Hepatoblastoma: No recommendations have been made for FAP; however, there are other situations
where the high risk for hepatoblastoma has been observed and the following recommendations have
been considered:

» Liver palpation, abdominal ultrasound, and measurement of AFP- every 3—6 mo: during the first 5 y of
life. Screening in a clinical trial is preferred.

* Pancreatic cancer: Due to limited data, no screening recommendation is possible at this time.

See Duodenoscopic




Akciger Kanserine Yonelik Tarama Testi

Low-dose helical computed tomography (CT)
55-74 Yaslari arasinda, 30 yil/paket sigara icen bireylere onerilir
Yilda bir yapilmasi onerilir

The National Lung Screening Trial (NLST) calismasi NEJM 2011 tarihinde yayinlamasi ile
kavuzlara girmistir.

Bu calismaya gore disiik doz helikal tomografi ile semptom , bulgu ve akciger kanseri tanisi
olmayan bireylerde tarama ile akciger kanserine bagli 6lim %15-20 oraninda daha az
gorulmektedir.

Dusuk doz helikal tomografi ile 1000 taramada %24.2 , PA akciger ile taramada %6.9 oraninda
akciger kanseri erken tanisi konmus.

Akciger adeno ve skuamoz kanser erken evrede saptanmis, fakat kiigiik hiicreli akciger kanseri
erken evre tespit edilme orani ¢ok disik oranda saptanmis.

Distk doz helikal tomografi ile 1000 kisiye uygulanan tarama ile 3 kansere bagl 6lim
engellenmistir.




Akciger Kanserine Yonelik Tarama Testi
Handikaplari

O Yilhk akciger kanseri taramasi yapilan bireylerde

O Disuk doz helical BT %39.1

L PA akciger kolunda %16 siipheli bulgu saptanmis

O Bu bireylerde ileri tetkik yapilma zorunlulugunda kalinmis




Akciger Kanserine Yonelik Tarama Testi

Patient and Physician Guide: National Lung Screening Trial (NLST)

What is the purpose of this guide?

To explain the benefits and harms of low-dose computed tomography (CT) screening for lung cancer in people at high risk
for the disease. The NLST showed a reduction in deaths from CT screening compared to chest X-ray screening. The
Prostate, Lung, Colorectal, and Ovarian (PLCQ) Cancer Screening Trial recently showed that chest X-ray screening
(compared to no screening) did NOT reduce the chance of dying from lung cancer.

Who participated in the NLST?

Current or former cigarette smokers within the past 15 years, 55 to 74 years of age, with at least 30 pack-years of
smoking [Pack-years = packs per day x number of years smoking]. Participants must have had no symptoms or signs of
lung cancer or other serious medical conditions, and be medically fit for surgery.

Study Findings: Low-dose CT versus Chest X-ray screening

53,454 current and former smokers were randomly assigned to be screened once a year for 3 years with low-dose CT or
chest X-ray. Here's what happened after an average of 6.5 years:

Low-dose CT Chest X-ray
26,722 people 26 732 people
Benefit: How did CT scans help compared to chest X-ray,
an ineffective screening test?
3in 1,000 fewer died from lung cancer 18 in 1,000 versus 21in 1,000
5in 1,000 fewer died from all causes 70in 1,000 versus 75in 1,000
Harm: What problems did CT scans cause compared to
chest X-ray?
223 in 1,000 more had at least one false alarm 365 in 1,000 versus 142 in 1,000
18 in 1,000 more had a false alarm leading to an invasive
procedure, such as bronchoscopy, biopsy, or surgery 25 in 1.000 versus 7 in 1.000
2in 1,000 more had a major complication from 3in 1,000 versus 1in 1,000
Invasive procedures




Akciger Kanserine Yonelik Tarama Testi

USPSTF yillik distk doz helikal thoraks BT asagidaki bireylere dnerir
55—-80 yaslari arasinda,

30 yil/paket sigara icen ve icmekte olan

Yada 30 yil sigara icen ve 15 yil icinde birakan

Yasam beklentisi uzun, ciddi saglik problemi olmayan,

Karatif akciger kanseri cerrahisine uygun ve istekli bireylere onerir

Oneri derecesi: Grade B, orta diizeyde yarar.




Akciger Kanserine Yonelik Tarama Testi

National

NGOV Cancer

Network®

Comprehensive - NCCN Guidelines Version 1.2016
Lung Cancer Screening

NCCN Guidelines Index
LCS Table of Contents
Discussion

RISK ASSESSMENT?P

* Smoking history®

+ Radon exposure?

» Occupational exposure®

* Cancer history’

* Family history of lung cancer
in first-degree relatives

* Disease history (COPD or
pulmonary fibrosis)

* Smoking exposure? (second-
hand smoke)

* Absence of symptoms or
signs of lung cancer (if
symptoms, see appropriate
NCCN Guidelines)

Low risk:
* Age <50 y and/or —

RISK STATUS

High risk:n

* Age 55-74 y and

+ 230 pack-year history of smoking and

* Smoking cessation <15y

(category 1)

or

* Age 250 y and

+ 220 pack-year history of smoking and

* One additional risk factor (other than
second-hand smoke)

Moderate risk:
* Age 250 y and

+ 220 pack-year history of smoking ——

or second-hand smoke exposure?
* No additional risk factors

* <20 pack-year history of smoking

In candidates for screening,
shared patient/physician
decision making is
recommended, including a
discussion of benefits/risks'

See Screening
Findings (LCS-2)

Lung cancer screening not
recommended

Lung cancer screening not
recommended



Meme Kanseri Risk Faktorleri

ileri Yas

Meme kanseri oykiisii, bening meme hastaliklari oykiisii
Ailesel meme kanseri oykiisu

Genetik yatkinlk

Endojen dstrojen maruziyetti

Yogun meme dokusuna sahip olmak

ila¢ seklinde verilen éstrojen bazh tedaviler

GoOgus bolgesine radyoterapi almak

Obezite

Q
Q
Q
Q
Q
Q
Q
Q
Q
Q

Alkol tiiketimi




Meme Kanseri Risk Faktorleri

Age-specific probabilities of developing
invasive breast cancer

The probability of

If current devioping breast cancer

ageis ... in the next 10 years is: or1lin:
20 0.06% 1,681
30 0.43% 232
40 1.45% 69
50 2.38% 42
60 3.45% 29
70 3.74% 27

Lifetime risk 12.15% 8




Meme Kanseri Risk Faktorleri

10

Relative Risk of Breast Cancer
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Meme Kanseri Risk Faktorleri

Benign Breast Disease

No Risk RR 1.5-2 RR 3-5
Cysts Papilloma Atypical Ductal Hyperplasia
Duct ecatsia Sclerosing adenosis Atypical Lobular Hyperplasia
Fibroadenoma LCIS
Mastitis DCIS
Fibrosis

Arp!ag G. etal. Ann Intomucd 2(!)5;143:446-457.




Meme Kanseri Tarama Yontemleri
Mamografi

O Cok sayida ¢alisma yillik mamografi ile 40-74 yaslari arasinda tarama ile
meme kanserine bagl mortalitenin %15-20 oraninda azaldigi
gosterilmistir

3 Ozelikle 50 yas sonrasi bu yarar daha belirgin

J 40 yas 6ncesi mamografi ile yapilan taramada sagkalim yarari
gosterilmemis.




Meme Kanseri Tarama Yontemleri
Mamografi

Handikap—Yalanci Pozitiflik
Geng yas
Daha 6nce meme biyopsisi
Aile oykusu
Ostrojen bazli tedavi gorenlerde
Yalanci pozitiflige bagh ek test
Hasta lizerinde olusturdugu stres

Armis maliyet




Meme Kanseri Tarama Yontemleri
Mamografi

Overdiagnosis — Overtreatment

[ Ductal carcinoma in situ gibi invazif olmayan kanserlerin mamografide
saptanmasi

O Bu hastalarin bir kisminda, hastanin hayat boyu sorun yaratacak invazif
kanser gelismeyecegine ragmen tedavi edime zorunlulugu




Meme Kanseri Tarama Yontemleri
Mamografi —Handikaplar

[ Yaklasik olarak %20 yalanci negatiflik mevcut
Genc yas

Meme yapisi yogun olanlarda daha yuksek

d Meme kanserine bagl 6lime neden olmayacak indolent erken
kanserlerin saptanmasi buna bagl ek tani ve tedaviler

J Rutin taramalara bagli X isinlarina maruziyet ve bunun olasi
zararlari




Meme Kanseri Tarama Yontemleri

Pooled relative risk for breast cancer mortality from mammography
screening trials compared with control for women aged 39 to 49

years
Relative risk for Relative risk for Events [total, n/n
Study/author, year breast cancer mortality breast cancer mortality
(95% CrI) (95% CrI) Screening Control
HIP/Habbema =t al, 1985 — 0.78 (0.55-1,08) £4/13,740  82/13,740
Kopparberg®/Tabar et al, 1995 —_— 0.72 (0.38-1.37) 22/9582 16/3031
CNBESS-1/Miller et al, 2002 —— 0,97 (0.74-1.27) 105/25,214 108/253,216
Malma,/Nystrém et al, 2002 — 0.72 (0.51-1.04) 53/13,568  ©6/12,279
Stockholm/Nystrém et al, 2002 —_— 1.47 (0.77-2.78) 34/14,303 13/8021
fistergitland® /Nystrém et al, 2002 R E— 1.05 (0.64-1.73) 31/10,285  30/10,459
Gothenberg/Bjurstam et al, 2003 — - 0.70 (0.45-1.06) 34/11,724  59/14,217
AgefMoss et al, 2006 - 0.83 (0.65-1.04) 105/53,884  251/106,956
Total ’ 0.85 (0.75-0.96) 448/152,300 625/195,919
| 1 | 1
0.2 0.5 1 2 5

Fawors screening Favors control

CWNBSS-1: Canadian Mational Breast Screening Study-1; Crl: credible interval; HIP: Health Insurance
Plan of Greater New York; %: percent.
= Swedish Two-County trial.

Reproduced with permission from: Nelson HD, Tyne ¥, Naik A, Bougatsos B, Chan BK, Humphrey L.
Screening for Breast Cancer: An Updatg fgr the US Preventive Services Task Force. AHRQ Publication

*VAMOGRAFHILE YAPIAN TARAMA fE
39-49 YASLARI ARASINDA MEME KANSERINE BAGLI

OLUMLER %15 AZALTIR



Meme Kanseri Tarama Yontemleri

Mamografi

Table 1. Pooled RRs for Breast Cancer Mortality From
Mammography Screening Trials for All Ages

Age Trials RR for Breast Cancer  NNI to Prevent 1 Breast
Included, n Mortality (95% Crl) Cancer Death (95% Cirl)

0.85 (0.75-0.96) 19{}4 (920-6378)
50-50 y 0.86 (0.75-0.99) 1
6069y 2% 0.68 (0.54-0.87) 377 (230-1050)
70-74 y 1% 1.12 (0.73-1.72) Mot available

Crl = credible interval; NNI = number needed to invite to screening; RR =
relative risk.

* Health Insurance Plan of Greater New York (27), Canadian National Breast
Screening Study-1 (28), Stockholm (26), Malmé (26), Swedish Two-County trial
(2 trials) (26, 31), Gothenburg trial (30), and Age trial (29).

T Canadian National Breast Screening Study-1 (28), Stockholm (26), Malmb (26),
Swedish Two-County trial (2 trials) (26, 31), and Gnthenhurg triaJ (30).

¥ Malmé (26) and Swedish Two-County trial I[Clst otland) (

395-49 ¥ASLARLARASINDA M SERINE BAGLI 1 0LUMU
AZALTMAK ICiN 1904 TARAMA YAPMAK LAZIM o



Meme Kanseri Tarama Yontemleri

Mamografi—Olasi Zararli Sonugclari

Benefit-harm trade-off for a 10-year course of annual screening mammography for women starting at age 40, 50, and 60 years

Benefits Harms

(lower and upper-bound estimates) (lower and upper-bound estimates)

Among 1000 40-year-ofd women undergoing annual mammoagraphy for 10 years:

0.1-1.6 women will avoid dying from breast cancer 510-690 women will have at least 1 "false alarm” (60-80 of whom will undergo a biopsy)

?-11 women will be overdiagnosed and treated needlessly with surgery, radiation, and/or chemotherapy

Among 1000 50-year-old women undergoing annual mammography for 10 years:

0.3-3.2 women will avoid dying from breast cancer 490-670 women will have at least 1 "false alarm” (70-100 of whom will undergo a biopsy)

3-14 women will be overdiagnosed and treated needlessly with surgery, radiation, and/or chemotherapy

Among 1000 60-year-old women undergoing annual mammography for 10 years:

0.5-4.92 women will avoid dying from breast cancer 390-540 women will have at least 1 "false alarm” (50-70 of whom will undergo a biopsy)

6-20 women will be overdiagnosed and treated needlessly with surgery, radiation, and/or chemotherapy

Reducing the frequency from annual to every 2 years has been demonstrated to substantially reduce the harm of false alarms and would be expected to reduce the harm of overdiagnosis.

Reproduced with permission from: Welch HG, Passow HJ. Quantifying the benefits and harms of screening mammography. JAMA Intern Med 2014; 174:448. Copyright © 2014 American Medical Association.
All rights reserved.



Meme Kanseri Tarama Yontemleri

Mamografi

Government/society recommendations for routine mammeographic screening in women at average risk

Group (date)

Frequency of
screening (years)

Initiation of screening

40 to 49 years of age

50 to 69 years of age

=70 years of age

Government-sponsored groups

US Preventive Services Task Force (2009)(1] 2 Individualize® Yes Yes, to age 74

Canadian Task Force on Preventive Health Care {2011)[2] 2to3 Recommend against™ Yes Yes, to age 74

Mational Health Service, United Kingdom (2013)[3] 3 Yes, start age 47 Yes Yes, to age 73
Medical societies

American College of Obstetricians and Gynecologists (2011)[4 1 Yes Yes Yeg T

american College of Physicians (2015) (% 1to2 Individualize® Yes Yes, to age 74

American Academy of Family Physicians (2009)[€] 2 Individualize™ Yes Yes, to age 74

American Cancer Society (2015) (7] 1 year age 45 to 54 Yes, start age 45 Yes Yesl

2 years age =55

American College of Radiology (2013)[8] 1 Yes Yes Yes®
Coalitions

National Comprehensive Cancer Network (2014)[3] 1 Yes Yes Yes

= Women should be counseled about the harms and benefits of mammoaraphy; individualized decision based on risks and patient preference.

1] Discuss with doctor and individualize decision after age 75.
A If in good health and life expectancy =10 years.

& Individualize to current health and life expectancy; if a woman is in reasonably good health and would be a candidate for treatment, then should continue screening.



Meme Kanseri Tarama Yontemleri

Mamografi —Yillik? iki Yilda bir?

Chances of breast cancer-related outcomes among 1000 women screened annually or biennially, starting at age 40 or 50 and continuing

through age 69 or 74

Screening program Cumulative consequences of screening program
. . . . . . False-positive Unnecessary biopsies,
ogram freq cy Starting age Ending age Lives saved, number Life-yrs gained, number mammograms, number number
Annual
40 a9 8.3 164 2250 158
50 a9 7.3 132 1350 a5
40 74 10.5 188 2470 173
50 74 Q.5 156 1570 110
Biennial
40 a9 6.1 120 1250 &8
50 69 5.4 99 780 55
40 74 8.2 142 1410 Q9
50 74 7.5 121 240 66

Adapted and calculated from: Mandelblatt 1S, Cronin KA, Bailey S, et al. Effects of Mammography Screening Under Different Screening Schedules: Model Estimates of Potential Benefits and Harms. Ann Intern

Med 2009; 151:738.

Yilhlk Mamografi, iki Yilhk Mamografiye gore Meme kanserine bagh éliimii bir miktar
azaltiyor. Fakat bunu artmis yanhis pozitif ve artmis gereksiz girisim ile sagliyor



Meme Kanseri Tarama Yontemleri

Mamografi —Yillik? Iki Yilda bir?

Medline ® Abstract for Reference 55

of "Screening for breast cancer: Strategies and recommendations’

PubMed

QOutcomes of screening mammography by frequency, breast density, and postmenopausal hormone therapy.
Kerdikowske K, Zhu'W, Hubbard RA, Geller B, Dittus K, Braithwaite D, Wemli KJ, Miglioretti DL, O'Meara ES, Breast Cancer Surveillance Consortium
JAMA Intern Med. 2013;173(9):807.

IMPORTAMCE Controversy exists about the frequency women should undergo screening mammography and whether screening interval should vary according to risk factors beyond age. OBJECTIVE To compare the benefits and
harms of screening mammaography frequencies according to age, breast density, and postmenopausal hormane therapy (HT) use. DESIGN Prospective cohort. SETTING Data collected January 1994 to December 2008 from
mammeography facilities in community practice that participate in the Breast Cancer Surveillance Consortium (BCSC) mammography registries. PARTICIPANTS Data were collected prospectively on 11 474 women with breast cancer
and 922 624 without breast cancer who underwent mammography at facilities that participate in the BCSC. MAIN QUTCOMES AND MEASURES We usead logistic regression to calculate the odds of advanced stage (b, 1ll, or V) and
large tumors (&agt;20 mm in diameter) and 10-year cumulative probabilty of a false-positive mammography result by screening frequency, age, breast density, and HT use. The main predictor was screening mammography intenval.
RESULTS Mammography biennially vs annually for women aged 50 to 74 years does not increase risk of tumors with advanced stage or large size regardiess of women's breast density or HT use. Among women aged 40 to 49 years
with exiremely dense breasts, biennial mammeography vs annual is asscciated with increased risk of advanced-stage cancer (odds ratio [OR], 1.89; 95% Cl, 1.06-2.39) and large tumors (OR, 2.3%; 95% CI, 1.37-4.18). Cumulative
probability of a false-positive mammaography result was high among women undergoing annual mammography with extremely dense breasts who were either aged 40 to 49 years (55.5%) or used estrogen plus progestogen (65.5%) and
was lower among women aged 50 to 74 years who underwent biennial or tiennial mammography with scattered fibroglandular densities (30.7% and 21.9%, respectively) or fatty breasts (17 4% and 12.1%, respectively).
CONCLUSIONS AND RELEVAMCE Women aged 50 to 74 years, even those with high breast density or HT use, who undergo biennial screening mammegraphy have similar risk of advanced-stage disease and lower cumulative risk of
false-positive results than those who undergo annual mammagraphy. When deciding whether to undergo mammography, women aged 40 to 49 years who have extremely dense breasts should be informed that annual mammaography
may minimize their sk of advanced-stage dissase but the cumulative risk of false-positive results is high.

Meme yogunlugunun fazla oldu 40-49 yaslari arasinda, yanlis
pozitiflige ragmen yillik, 50-74 yaslari arasinda iki yilda bir
mamografi onerilebilinir.



Meme Kanseri Tarama Yontemleri

Mamografi

National
Comprehensive  NCCN Guidelines Version 1.2015 NCCN Guidelines Index
| . . . Table of Content
NCCN ﬁi?;i’;k Breast Cancer Screening and Diagnosis S o

SCREENING OR SYMPTOM CATEGORY SCREENING/FOLLOW-UP#

Clinical breast exam?
Age =225 but <40 y > |levery 1-3 y
* Breast awareness?
Average
risk * Annual clinical breast
a
Asymptomatic exam
and Asseds Agez240y * |+ Annual screening
Negative > riskP mammogram™ (category 1)
physical exam » Breast awareness?
[Thereased Nok,
» Prior history of breast cancer®
« 5-year risk of invasive breast cancer 21.7% in women )
235 y4 (per Gail Model) Increased Risk
Hist d - Women who have a lifetime risk >20% as defined by models that | — |Screening Follow-up
rlls o_ry :‘tn are largely dependent on family history® See BSCR-2
P ym:'.:a tion3 + Women who have a lifetime risk >20% based on history of LCIS or
examination ADH/ALH
+ Prior thoracic RT for patients younger than 30 y (eg, mantle
irradiation
) (See NCCN Guidelines for
- Pedigree Suggestive of or known genetic predisposition®' » |Genetic/Familial High-Risk
» Referral to genetic counselor, if not already done Assessment
g:rfmptomatlc Presenting Signs/

e - " t I
Positive physical exam Symptoms (See BSCR-3




Meme Kanseri Tarama Yontemleri
Dijital—Mamografi

O Dijital mamografi; bilgilerin saklanmasi, eski ile karsilastirma olanaginin
olmasi ve konsiltasyon amacl elektronik posta ile yollanmasi gibi
avantajlari var

O Fakat normal mamografiye gore meme kanserine bagl kanser
mortalitesini azathgina dair bulgu yok

O Yogun(dens) Meme yapisi, BRCA mutasyonu olanlarda daha avantajl
olduguna dair veriler mevcut.




Meme Kanseri Tarama Yontemleri
3D—Mamografi

Three —dimensional(3D) mamografi

O Uc boyutlu mamografi X isinlarina maruziyet daha fazladir

O Uc boyutlu mamografinin standart(iki boyutlu) mamografiden tstiin
oldugunu gosteren karsilastirmali calisma yoktur

O Standart mamografiye gore arti ve eksileri bilinmemektedir.




Meme Kanseri Tarama Yontemleri

Mamografi

National

Comprehensive NCCN Guidelines Version 1.2015 NCCN Guidelines Index

NCCN g . . . Table of Contents
Network® Breast Cancer Screening and Diagnosis Discussion

SCREENING OR SYMPTOM CATEGORY SCREENING/FOLLOW-UP
Increased Risk:
Prior history of breast cancer —— See NCCN Guidelines for Breast Cancer - Surveillance Section
Women 235 y with 5-year risk of * Annual _screen.ing ma_mmngramh + clinical breast exam? every 6-12 mo!
invasive breast cancer >1.7%¢ » to begin at dlagngusm but not less than age 30 y

» Breast awareness'
OR » Consider risk reduction strategies (See NCCN Guidelines for Breast Cancer Risk Reduction)

» Annual screening mammngramh + clinical breast exam? every 6-12 mo'
Women who have a lifetime risk » to begin at diagnosis but not less than age 30 y
>20% based on history of LCIS or » Breast awareness!
ADH/ALH ———> |+ Consider risk reduction strategies (See NCCN Guidelines for Breast Cancer Risk Reduction)

» Consider annual MRI
OR » to begin at diagnosis but not less than age 30 y (based on emerging evidence)

» Annual screening mammngramh + clinical breast exam? every 6=12 mo'

» to begin 10 years prior to youngest family member but not less than age 30 y
Women who have a lifetime risk » Breast awarenessY
>20% as defined by models that are |—— |+ Consider risk reduction strategies (See NCCHN Guidelines for Breast Cancer Risk Reduction)
largely dependent on family history® » Recommend annual breast MRF
» to begin 10 years prior to youngest family member but not less than age 30y
» Referral to genetic counseling if not already done
» Annual clinical breast exam?
Current age <25 y— | » beginning 8-10 y after RT
Prior thoracic RT » Breast awarenessY
between the ages of - Annual screening mammogram® + clinical breast exam? every 612 mo!
10and 30y Current age 325 » Begin 810 y after RT )
ge=soy * Recommend annual breast MRY
» Breast awareness?




Meme Kanseri Tarama Yontemleri

Yiksek Risk Gruplarinda

National
Comprehensive  NCCN Guidelines Version 1.2015 NCCN Guidelines Index
] . . . Table of Content:
NCEN ﬁzf;zk Breast Cancer Screening and Diagnosis o Discussion

BREAST SCREENING CONSIDERATIONS

RECOMMENDATIONS FOR BREAST MRI SCREENING AS AN ADJUNCT TO MAMMOGRAPHY?#
(FOR AGE TO BEGIN SCREENING EXCEPT WHERE NOTED BELOW: SEE BSCR-2)

jde |::re):5

degree relative o I commence at age 25y
Lifetime risk 20% or greater, as defined by models that are largely dependent on family histn:rryrEi

Recommend Annual MRI Screening (Based on Expert Consensus tZJ|:linion):7r

» Radiation to chest between age 10 and 30 years

+ Li-Fraumeni syndromer and first-degree relatives

« Cowden and Bannayan-Riley-Ruvalcaba sy'ndri:umesll and first-degree relatives

* Consider MRI screening for LCIS and ALH/ADH based on emerging evidence

Insufficient Evidence to Recommend for or Against MRI Screening:g

« Lifetime risk 15%—20%, as defined by models that are largely dependent on family histnryﬁ

* Heterogeneously or extremely dense breast on mammography

* Women with a personal history of breast cancer.!? including ductal carcinoma in situ (DCIS)

Recommend Against MRl Screening (Based on Expert Consensus Opinion):
+ Women at <15% lifetime risk



BRCA1 ve BRCA2 Kimlere Onerilmeli

United States Preventive Services Task Force 2013 tarihinde BRCA testi
kimlere onerilir.

1 50 yas 6ncesi meme kanseri tanisi alan kadin hasta

3 ikinci primer meme kanseri gelisen kadin hasta

d Meme ve over kanseri birlikteligi olan ya da ailesinde meme over kanseri
oykusii olan kadin hasta

O Ailesinin bir bireyinde iki ve daha fazla BRCA1 ve BRCA2 iliskili kanser olan kadin

(J Erkek meme kanseri
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2014 Breast Cancer Symposium Highlights on the Impact of Angelina

Jolie’s Story on Genetic Testing, with Harold Burstein, MD, PhD

More in this section

Breast Cancer Symposium
° Introduction to Cancer Research September 5, 2014

« Research Summaries

The following is a transcript of a podcast led by Dr. Harold Burstein, who discusses one study highlighted at the
2014 Breast Cancer Symposium that presents research on the impact that Angelina Jolie’s choice of having surgery

© ASCO Annual Meetings to prevent breast cancer had on genetic testing for genes linked to breast cancer risk. Dr. Burstein is an associate
o ASCO Care and Treatment professor of medicine at Harvard Medical School and a medical oncologist at Dana-Farber Cancer Institute and
Recommendations for Patienis Brigham and Women’s Hospital. Dr. Burstein is also a member of ASCO’s Cancer Communications Commitfee and

Chair of the 2014 Breast Cancer Symposium News Planning Team.
€ patientACCESS

HAROLD BURSTEIN: This is Dr. Harold Burstein from Dana-Farber Cancer Institute and Harvard Medical School in
© AsCO Virtual Lectures Boston. Today I'm going to be speaking about the recent study on the impact of Angelina Jolie's choice to have a

o preventive mastectomy based on results of genetic testing for her hereditary risk of breast cancer.
o Health Disparities and Cancer

We live in a culture and a society very much affected by celebrity culture. There is a great interest in the activities of
celebrities, and many of them are linked to a variety of philanthropic and other causes that they support. The value

° Public Policy Advocacy of this is unknown in the sense of, does it really aﬁect public awareness, and does it affect phllanthroplc success’? In
fact some recent

© For Patient Advocates




Tarama Testler
BRCA1 ve BRCA2 Pozitif Olanlarda

(1 BRCA1 ve BRCA2 mutasyonlari meme kanserinin %5-10 ve
over kanserinin %10-15’inde sorumlu

J BRCA1 pozitif bir kadin 70 yasina kadar, %55—65 oraninda
meme kanseri olma riski var

(J BRCA2 pozitif olmasi durumunda, %45 oraninda meme
kanseri olma riski var.




Tarama Testler
BRCA1 ve BRCA?2 Pozitif Olanlar

J BRCA1 pozitif bir kadin 70 yasina kadar, %39 oraninda over
kanseri olma riski var

J BRCA2 pozitif olmasi durumunda, %11-17 oraninda over
kanseri olma riski var.




Tarama Testler
BRCA1 ve BRCA?2 Pozitif Olanlar

American Cancer Society ve National Comprehensive Cancer
Network

Mamografi ve meme MR ile tarama onerir
25-35 yaslari arasinda fizik muayene ve tarama onerilir

MR sensitivitesi yuksek, spesifitesi dusuk, yalanci pozitif orani yuksek.
Mamografi, MR’In géremedigi lezyonlari ek olarak saptayabilir.

Bazi calisma gruplari, over kanseri erken teshisine yonelik, yillik CA125 ve
transvaginal USG onerir. Fakat bu tarama metodun over kanserini erken
tespit ettigine yonelik veriler yoktur.




Serviks Kanserine Yonelik Tarama Testi

United States Preventive Services Task Force (UPSTF9), American Cancer Society,
American Society for Colposcopy and Cervical Pathology, American Society for Clinical
Pathology

Mart 2012 tarihinde konsesus olarak serviks kanserine yonelik tarama testini belirlediler.
Kadinlarda Pap smear testinin 21-29 yasinda 3 yilda bir yapilmasini,

30-65 yaslari arasinda Pap smear ve HPV DNA 5 yilda bir bakilmasi ya da 3 yilda bir Pap
smear bakilmasi onerilir.

Fakat HIV, immuUn supresyon olan, dietilsitilbestrol maruziyeti, serviks pre-kanser ya da
kanser oykusu olanlarda 65 yas sonrasi taramaya devam edilmesi 6nerilir.

Histerektomi(Uterus ve serviks operasyon ile alinmissa) yapilan kadilarda tarama
gerekmez

HPV asisi yapilanlar tarama programina dahil edilmelidir.




Serviks Kanserine YOonelik Tarama Testi

Pap smear testinin yaninda neden HPV-DNA onerilir

Pap- Smear serviks skuamdz karsinomunda ki anormaliteyi
gosterirken, adeno ca degisimlerini gostermede daha az hasas

HPV-DNA ile birlikte kullanildiginda adeno ca erken evre
yakalama orani artiyor.




Serviks Kanserine Yonelik Tarama Testi

ITable 10
Summary of Recommendations
Page Recommended
Population Numbers Screening Method” Management of Screen Results Comments
Aged <21y 521-522 Mo screening HPV testing should not be used
for screening or management
of ASC-US in this age group
Aged 21-29y 522523 Cytology alone HPV-positive ASC-USt or cytology of LSIL or more HPV testing should not be used
every 3y severe: Refer to ASCCP guidelinas? for screening in this age group
Cytology negative or HPV-negative ASC-US™:
Rescreen with cytology in 3y
Aged 3065y 523529 HPV and cytology HPV-positive ASC-US or cytology of LSIL or more Screening by HPV 1esting alone
“cotesting” every severe: Refer to ASCCP guidelines? is naot recommended for most
5y (preferred) HPV positive, cytology negative: clinical settingst

Option 1: 12-mo follow-up with cotesting
Option 2: Test for HPV16 or HPV16/18 genotypes
¢ [T HPV16 or HPV16/18 positive: refer to colposcopy
e [f HPV16 or HPV16/18 negative: 12-mo follow-up
with cotesting
Cotest negative or HPV-negative ASC-US: Rescreen
with cotestingin by
Cytology alone every HPV-positive ASC-US* or cytology of LSIL or more
3y (acceptable) severe: Refer to ASCCP guidelines?
Cytology negative or HPV-negative ASC-US™:
Rescreen with cytology in 3y

Aged >65y 529531 No screening following Wormen with a history of CIN2 or
adequate negative a more severe diagnosis should
prior screening continue routine screening for

atleast20y

After hysterectomy 531 Mo screening Applies to women without a cervix

and without a history of CINZ2 or
a more severe diagnosis in the
past 20y or cervical cancer ever
HPV vaccinated 531632 Follow age-specific
recommendations (same
as unvaccinated women)

ASCCP, Amernican Society for Colposcopy and Cervical Pathology; ASC-US, atypical squamous cells of undetermined significance; CIN2, cervical mtraepithelial neoplasia
grade 2; HPV. human papillomavirus; LSIL, low-grade squamous intraepithelial lesion.

* Women should not be screened annually at any age by any method.

T ASC-US cytology with secondary HPV testing for management decisions.



Prostat Kanseri

O Otopsi serileri baska nedenlerle 6len erkeklerde %60—70 oraninda prostat
kanseri saptanmis.

O Yasam boyunca erkeklerin %15-20 oraninda prostat kanseri tanisi konuyor
ve yalnizca %3 prostat kanserine bagl dltyor

O Dusuk riskli prostat kanserli hastalarda cerrahi ya da hicbir sey yapmadan
gozlem arasinda 20 yillik takiplerde bir fark yok




Prostat Kanseri
Tarama amacli PSA

(1 1986 yilinda prostat kanserinin seyrini takip etmek icin PSA
kullanimi FDA onayi aldi.

1 1994 yilinda rektal tuse ile birlikte PSA kullanimi semptomu
olmayan erkeklerde tarama testi olarak kullanimina onay
verildi.

(1 PSA semptomu olan hastalarda problemin kaynagini anlamada
yardimci olabilir

J Bening prostat hipertrofisi, prostatit durumunda artabilir.




Prostat Kanseri
Tarama amacli PSA

Yakin zamana kadar 50 yas sonrasi yilik PSA duzeyi ile tarama oneriliyordu.

Bazi riskli gruplarda, kardes ve baba prostat kanseri, tarama yasi 40-45
olarak oneriliyordu.

Ama son yapilan calismalar PSA taramasi ile artmis asiri tetkik ve girisim
buna bagli artan komplikasyonlar, PSA rutin kullanimini tartismali yapmis

PSA istenecek ise olusabilecek zarar ve yarar konusunda hasta mutlaka
bilgilendirilmelidir.

PSA 4 ng/ml Ustiinde olanlarda tekrarlanan test pozitif ise prostat biyopsisi
onerilir




Prostat Kanseri
PSA—Handikaplar

Overdiagnosis ve Overtreatment

PSA ile tarama kliciik semptomatik olmayan ve indolent gidecek timorleri
saptayabilir

Buna bagli gereksiz girisim ve tedavilere neden olabilir

Yanlis pozitif buna bagl gereksiz tetkik ve psikolojik stres

PSA ylksek olanlarin %25 prostat ca tanisi aliyor

Yanlis negatif PSA normal aralikta olmasina ragmen prostat ca olabilir

Iki blyiik calisma %17-50 oraninda Overdiagnosis saptanmis
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ERSPC Calismasi

M Engl J Med. 2012 Mar 13;366(11):951-80. doi: 10.1056/MEJMoa1113135.

Prostate-cancer mortality at 11 years of follow-up.

Schrder FH, Hugosson .J, Roobol MJ, Tammela TL, Ciatto S, Nelen V', Kwiatkowski M. Lujan M, Lilia H, Zappa M, Denis LJ, Recker F, Pasz A Ma3ttinen L,
Bangma CH, Aus G, Carlsson S, Villers A Rebillard X, van der Kwast T, Kujala P, Blilenberg BG, Stenman UH, Huber A Taari K, Hakama M, Moss SM, de
Koning HJ, Auvinen A, ERSPC Investigators.

# Collaborators (165)

Erratum in
N Engl J Med. 2012 May 31:366(22):2137.

Abstract
BACKGROUND: Several trials evaluating the effect of prostate-specific antigen (PSA) testing on prostate-cancer mortality have shown conflicting
results. We updated prostate-cancer mortality in the European Randomized Study of Screening for Prostate Cancer with 2 additional years of follow-

up.
METHODS: The study involved 152,160 men between the ages of 50 and 74 years at entry, with a predefined core age group of 162,385 men 55 to 65

years of age. The trial was conducted in eight European countries. Men who were randomly assigned to the screening group were offered P3A-based
screening, whereas those in the control group were not offered such screening. The primary outcome was mortality from prostate cancer.

RESULTS: After a median follow-up of 11 years in the core age group, the relative reduction in the risk of death from prostate cancer in the screening
group was 21% (rate ratio, 0.79; 95% confidence interval [Cl], 0.68 to 0.91; P=0.001), and 29% after adjustment for noncompliance. The absolute
reduction in mortality in the screening group was 0.10 deaths per 1000 person-years or 1.07 deaths per 1000 men who underwent randemization. The
rate ratio for death from prostate cancer during follow-up years 10 and 11 was 0.62 (95% CI, 0.45 to 0.85; P=0.003). To prevent one death from
prostate cancer at 11 years of follow-up, 1055 men would need to be invited for screening and 37 cancers would need to be detected. There was no
significant between-group difference in all-cause mortality.

CONCLUSIONS: Analyses after 2 additional years of follow-up consoclidated our previous finding that PSA-based screening significantly reduced
mortality from prostate cancer but did not affect all-cause mortality. (Current Controlled Trials number, ISRCTN43127736.).
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182,160 Men of all ages underwent
randomization

1

162,388 Men in core

age group (3389 yr)
underwent randomization

145 Died during randomization
process

62 Were in the screening group
&3 Wera in the control group

l

72,891 Were assigned to the
screening group

£5,352 Were assigned to the
control group

Prostate Cancer Casas

€963 (9.6%) Had prostate cancer
6043 Had prostate camcer in yr 1-9
320 Had prostate cancer in yr 10
or later

Risk-Group Distribution
4198 (50.3%) Were at low risk
1495 [21.5%) Were at intermediate

risk

515 (7.4%) Were at high risk

180 (2.6%) Had M1 or PSA
=100 ng/ml

575 (8.3%) Had missing data

Prostate Cancer Cases

5396 (6.0%) Had prostate cancer
4044 Had prostate cancer in yr 1-9
1352 Had prostate cancer inyr 10

or later

Risk-Group Distribution
2249 (41.7%) Were at low risk
1442 (26.7%) Were at intermediate

rizk

673 (12.5%) Were at high risk

424 (7.9%) Had M1 or PSA
=100 ngjml

608 {11.3%) Had missing data

13,917 Died from any cause
299 (0.4%) Died from prostate cancer
189 Died in yr 1-5
110 Died in yr 10 or |ater

17,256 Died from any cause
462 (0.5%) Died from prostate cancer
274 Died inyr 1-9
128 Died in yr 10 or later
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0.014

0.012+

0.0104

0.008— Control group

HR: 0.79 (95% Cl, 0.68 - 0.91; P = 0.001).
0.006-

from Prostate Cancer

0.004-
Screening group

Cumulative Hazard of Death

0.002-

0.000
0 2 4 6 2 10 12 14

Years since Randomization

Figure 2. Cumulative Hazard of Death from Prostate Cancer among Men
55 to 69 Years of Age.
Values are not included for centers in France because of the short follow-up

period (median, 4.6 years). The Nelson—Aalen method was used to calculate
the cumulative hazard of death from prostate cancer.
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PLCO Calismasi

Abstract « Send to: -

J Matl Cancer Inst. 2012 Jan 13;104{2):125-32. doi: 10.1093ncirdjr500. Epub 2012 Jan 6.

Prostate cancer screening in the randomized Prostate, Lung, Colorectal, and Ovarian Cancer Screening Trial:
mortality results after 13 years of follow-up.

LR, Clapp JO, Rathmell JM, Riley TL, Hsing AW, lzmirlian G, Pinsky PF, Kramer BS, Miller AB, Gohagan JK, Prorok PC; PLCO Project Team.
# Collaborators (18)

# Author information

Abstract

BACKGROUND: The prostate compaonent of the Prostate, Lung, Colorectal, and Cvarian (PLCO) Cancer Screening Trial was undertaken to determine
whether there is a reduction in prostate cancer mortality from screening using serum prostate-specific antigen (PSA) testing and digital rectal
examination (DRE). Mortality after 7-10 years of follow-up has been reported previously. We report extended follow-up to 13 years after the trial.

METHODS: A total of 76 685 men, aged 55-74 years, were enrolled at 10 screening centers between November 19593 and July 2001 and randomly
assigned to the intervention (organized screening of annual PSA testing for 6 years and annual DRE for 4 years; 38 340 men) and control {usual care,
which sometimes included opportunistic screening; 38 345 men) arms. Screening was completed in October 2006. All incident prostate cancers and
deaths from prostate cancer through 13 years of follow-up or through December 31, 2009, were ascertained. Relative risks (RRs) were estimated as
the ratio of observed rates in the intervention and control arms, and 95% confidence intervals (Cls) were calculated assuming a Poisson distribution for
the number of events. Poisson regression modeling was used to examine the interactions with respect to prostate cancer mortality between tnal arm
and age, comorbidity status, and pretrial PSA testing. All statistical tests were two-sided.

RESULTS: Approximately 92% of the study participants were followed to 10 years and 57% to 13 years. At 13 years, 4250 participants had been
diagnosed with prostate cancer in the intervention arm compared with 3815 in the control arm. Cumulative incidence rates for prostate cancer in the
intervention and control arms were 108.4 and 97.1 per 10 000 person-years, respectively, resulting in a relative increase of 12% in the intervention arm
(RR =1.12, 95% Cl = 1.07 to 1.17). After 13 years of follow-up, the cumulative mortality rates from prostate cancer in the intervention and control arms
were 3.7 and 3.4 deaths per 10 000 person-years, respectively, resulting in a non-statistically significant difference between the two arms (RR = 1.09,
95% Cl = 0.87 to 1.36). No statistically significant interactions with respect to prostate cancer mortality were observed between trial arm and age (P
(interaction) = .81), pretnal P3A testing (P(interaction) = 52), and comorbidity (P{interaction) = 68).

CONCLUSIONS: After 13 years of follow-up, there was no evidence of a mortality benefit for organized annual screening in the PLCC trial compared
with opportunistic screening, which forms part of usual care, and there was no apparent interaction with age, baseline comorbidity, or pretrial PSA
testing.
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Figure 2. Cumulative number of prostate cancers in the intervention and control arms from year 1 to year 13. C = control arm; | = intervention arm;
PY = person-years.




Prostat Kanseri

PSA Tarama-PLCO Cali

+
150
&
fcpo
5
125
g
e
u
£ #
m
o 100 - 41*
%5 £
2 f &
g &
= 75 - 3"’#
ik
2 $o”
1o
E
+*
3 -
O =0 4r+:@
£+ﬁ
95 g
Cﬂ}qﬁ@
pPO+F
Q.
& Study arm
+ . 366'5’ © Control
0 ++ B8 O +_Intervention
T T T T T T T T T
0 2 6 7 8 9 10 11 12 13
Study Year of Death
Cumulative deaths - | 3 6 12 16 26 36 51 &1 80 98 118 140 158 |
Cumulative PY -1| 38217 | 76112 |113629 (150725 |187382 223541 (259118 |294052 (328048 359768 |387164 |409535 (426977 |*
Cumulative deaths - C 1 4 11 18 23 33 44 59 €9 85 108 133 145 |
Cumulative Py - C| 38223 FB132 113635 |150689 (187278 223329 |258811 (2536371 |327455 (358904 (386109 (408262 |425439 |

Figure 3. Cumulative deaths from prostate cancer in the intervention and control arms from year 1 to year 13. C = control arm; | = intervention arm;

PY = person-years.
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Ann Intern Med. 2012 Jul 17;157(2):120-34. doi: 10.7328/0003-4818-157-2-201207170-00435.

Screening for prostate cancer: U.S. Preventive Services Task Force recommendation statement.
Moyer vA: U.S. Preventive Services Task Force.

+ Collaborators (18)

Abstract
DESCRIPTION: Update of the 2008 U5, Preventive Services Task Force (USP3TF) recommendation statement on screening for prostate cancer.

METHODS: The USPSTF reviewed new evidence on the benefits and harms of prostate-specific antigen (PSA)-based screening for prostate cancer,
as well as the benefits and harms of treatment of localized prostate cancer.

RECOMMENDATION: The USPSTF recommends against PSA-based screening for prostate cancer (grade D recommendation). This recommendation
applies to men in the general U.S. population, regardless of age. This recommendation does not include the use of the PSA test for surveillance after
diagnosis or treatment of prostate cancer; the use of the PSA test for this indication is outside the scope of the USPSTF.

Comment in

Words of wisdom: Re: Screening for prostate cancer: US Preventive Services Task Force recommendation statement. [Eur Urol. 2013]
Prostate cancer: New PSA screening guideline faces widespread opposition. [Nat Rev Urol. 2012]

Re: Screening for prostate cancer: U.S. Preventive Services Task Force recommendation statement. [J Urol. 2012]

Summary for patients in
Summaries for patients. Screening for prostate cancer: U.S. Preventive Services Task Force recommendation statement. [Ann Intern Med. 2012]

PMID: 22501674 [PubMed - indexed for MEDLIME]
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U.S. Preventive Services
TASK FORCE

=
Anh Of m' Mwlcl“e www. S PreventiveServicesTaskForce.org

SCREENING FOR PROSTATE CANCER

CLINICAL SUMAAR PR b

Population Adult Males

Recommendation Do not use prostate-specific antigen (PSA)-based screening for prostate cancer.

Grade: D

Contemporary recommendations for prostate cancer screening all incorporate the measurement of serum PSA levels; other
methods of detection, such as digital rectal examination or ultrasonography, may be included.

There is convincing evidence that PSA-based screening programs result in the detection of many cases of asymptomatic
prostate cancer, and that a substantial percentage of men who have asymptomatic cancer detected by PSA screening have a
tumor that either will not progress or will progress so slowly that it would have remained asymptomatic for the man's
lifetime (i.e., PSA-based screening results in considerable overdiagnosis).

Screening Tests

Interventions Management strategies for localized prostate cancer include watchful waiting, active surveillance, surgery, and radiation
therapy. There is no consensus regarding optimal treatment.

Balance of Harms and Benefits The reduction in prostate cancer mortality 10 to 14 years after PSA-based screening is, at most, very small, even for men in
the optimal age range of 55 to 69 years.
The harms of screening include pain, fever, bleeding, infection, and transient urinary difficulties associated with prostate
biopsy, psychological harm of false-positive test results, and overdiagnosis.
Harms of treatment include erectile dysfunction, urinary incontinence, bowel dysfunction, and a small risk for premature
death. Because of the current inability to reliably distinguish tumors that will remain indolent from those destined to be
lethal, many men are being subjected to the harms of treatment for prostate cancer that will never become symptomatic.

The benefits of PSA-based screening for prostate cancer do not outweigh the harms.

Recommendations on screening for other types of cancer can be found at www.uspreventiveservicestaskforce.org.

Other Relevant USPSTF
Recommendations

For a summary of the evidence systematically reviewed in making this recommendation, the full recommendation statement, and supporting documents, please

go to www.uspreventiveservicestaskforce.org.
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Figure 2. Relative risk of prostate cancer death for men screened with PSA versus control participants, by country.

Country Screened Control Risk Ratio Risk Ratio
Deaths Total Deaths Total (95% Cl) (95% CI)
PLCO trial
United States 158 38 340 145 38 345 1.09 (0.87-1.36) — il
ERSPC trial
Sweden 39 5901 70 5951 0.56 (0.38-0.83) ——
Belgium 22 4307 25 4255 0.86 (0.48-1.52) &
Netherlands 69 17 443 97 17 390 0.71 (0.52-0.96) ——
ltaly 19 7266 22 7251 0.86 (0.46-1.58) =
Finland 139 31970 237 48 409 0.89(0.72-1.09) —-
Spain 2 1056 1 1141 2.15(0.20-23.77) = = >
Switzerland 9 4948 10 4955 0.89 (0.36-2.20) -
| T T 1
0.2 0.5 1.0 2.0 5.0
Favors Screening Favors Control

ERSPC = European Randomized Study of Screening for Prostate Cancer; PLCO = Prostate, Lung, Colorectal, and Ovarian Cancer Screening Trial;
PSA = prostate-specific antigen.



BENEFITS AND HARMS OF PSA SCREENING FOR PROSTAT

PSA—Handikaplari

ENLARGE U

1,000 men ages 55-69 screened every 1-4 years for 10 years with a PSA test

-------------------------

ooooooooooooooooooooooooo

OOOOOOOOOOOOOOO

1 ,000 men screened.

Of these:

100-120
get false-positive results that
may cause anxiety and lead to

biopsy
(Possible side effects of

biopsies include serious
infections, pain, and bleeding)

110

get a prostate cancer
diagnosis, and of these men:

* at least 50

will have treatment
complications, such as
infections, sexual
dysfunction,or bladder or
bowel control problems

45

die from prostate cancer
(5 die among men who do
not get screened)

=041

death from prostate cancer
is avoided
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CriNicAL GUIDELINE Screening for Prostate Cancer: USPSTF Recommendation Statement

Table 1. What the USPSTF Grades Mean and Suggestions for Practice

Grade Definltion Suggestlons for Practice

A The USPSTF recommends the service. There is high certainty that Offer/provide this service.
the net benefit is substantial.

B The USPSTF recommends the service. There is high certainty that Offer/provide this service.

the net benefit is moderate or there is moderate certainty that
the net benefit is moderate to substantial.

C WNote: The following statement is undergoing revision. Offer/provide this service only if other considerations
Clinicians may provide this service to selected patients support offering or providing the service in an
depending on individual circumstances. However, for most individual patient.

persons without signs or symptoms there is likely to be only a

The USPSTF recommends against the service. There is moderate Discourage the use of this service.

or high certalnty that the servlce has no net benefit or that the

| statement The USPSTF cuncludes that the current evidence is insufficient to Read the clinical considerations section of the USPSTF
assess the balance of benefits and harms of the service. Recommendation Statement. If the service is
Evidence is lacking, of poor quality, or conflicting, and the offered, patients should understand the uncertainty

balance of benefits and harms cannot be determined. about the balance of benefits and harms.
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(1 American Urological Association (AUA)
(1 American Cancer Society (ACS)

50-70 Yaslari arasinda bireylerin fayda ve zararlari konusunda
bilgilendirilmesi ve hasta onay verirse yapilmasi

1 ESMO, rutinde 6nermez, yiiksek riskli bireylerde onerilebilir
(1 American College of Physicians (ACP)

] Canadian Task Force on Preventive Health Care

PSA rutin taramada kullanimi 6nermez




Prostat Kanseri Yuksek Risk Grubu

Aile birinci derece akrabalarda 60 yas oncesi prostat ca
oykusu, 2-2.5 x

BRCA1, BRCA2 mutasyou 2-6x

Lynch sendromu 2-5x

BRCA mutasyonu olanlarda tarama yasi 40
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National

NGO Cancer

Network®

Comprehensive

NCCN Guidelines Version 2.2015
Prostate Cancer Early Detection

PSA Tarama

NCCN Guidelines Index

Prostate Early Detection TOC

Discussion

BASELINE EVALUATION

* History and physical

(H&P) including:

» Family history

» Medications

» History of prostate
disease and
screening, including
prior PSA and/or
isoforms, exams,
and biopsies

» Race

RISK ASSESSMENT

Start risk and benefit

discussion about

offering prostate

screening:

» Baseline PSA?

* Consider baseline
digital rectal
examination (DRE)?

EARLY DETECTION EVALUATION

DRE normal Repeat testing at
(if done), 1-2 year intervals
PSA 21 ng/mL¢®
Age 45-75y
DRE normal .
. Repeat testing at
(if done), —_— .
PSA <1 ng/mL 2-4 year intervals
DRE normal
Age =75y, in (if done),
select patients PSA <3 ng/mL Repeat testing at
(category 2B}|':l and no other 1-2 year intervals

indications for
biopsy

See Indications

— | for Biopsy
(PROSD-3)



Diger Tarama Testler

AFP/ Karaciger USG

1 Yiksek riskli hastalarda Hepatoseliler kanser erken teshisinde
katkida bulunabilir

1 Yanlis pozitiflik ve buna baglh komplikasyonlar

Yanlis negatiflik ve buna bagli gec tani handikaplaridir




Over kanseri erken teshisi icin asagida yapilan
tarama testlerin hangisi onerilir

A-Yillik pelvik muyene

B-Yillik CA125 diizeyi bakmak

C-CA125 ve Transvaginal USG

D-Hepsi

E-Hicbiri




Rastgele timor markiri istemek, Hirosimaya atom bombasi atan
pilotun yaptigi is kadar basit ama sonuclari bir o kadar yikici olabilir



Over, Fallop tupleri, Primer periton
kanserlerinde Erken Tani- Tarama

 Pelvik Muayane
 Transvaginal USG

 Ca 125

National Cancer Institute calismasi, bu testlerin semptomsuz
kadinlarda kombine olarak kullanilmasinin sagkalim Gzerinde
olumlu bir etkisi saptamamis.

J Rutin tarama amacli 6nerilmez




Kadinlar icin 6nerilen ve yasami uzattigi gésterilmis tarama testleri

d

d

Kolonoskopi, sigmoidoskopi, Gaita gizli kan testleri, 50—70 yaslari arasinda

Pap smear testinin 21-29 yasinda 3 yilda bir yapilmasi. 30—65 yaslari
arasinda Pap smear ve HPV DNA 5 yilda bir bakilmasi ya da 3 yilda bir Pap
smear bakilmasi énerilir.

25-40 yaslari arasinda 1-3 yilda meme muayenesi, 40 yas ve sonrasi yillik
mamografi ya da 2 yilda bir mamografi

55-74 Yaslari arasinda, 30 yil/paket sigara icen bireylere diistik doz helikal
tomografi




Erkekle icin 6nerilen ve yasami uzattigi gosterilmis tarama testleri

[ Kolonoskopi, sigmoidoskopi, Gaita gizli kan testleri, 50—70 yaslari
arasinda

1 55-74 Yaslari arasinda, 30 yil/paket sigara icen bireylere disik doz helikal
tomografi

O PSA istenmesi konusunda fikir birligi yoktur. Yiksek riskli olmayan
bireylere yaygin goris PSA ile taramama yonundedir. PSA istenecekse
mutlaka fayda ve zararlari konusunda bilgilendirme yapilmalidir.




Asagidakilerden hangisi prostat kanseri erken teshis
ve taramasi i¢in dogrudur?

A-PSA dlizeyi yas ile degismez

B-Prostat kanseri irksal farklilik gostermez

C-Yilhk PSA testi tarama amaclh 55-74 yas gurubu erkekte istenir

D-PSA duzeyi bening prostat hastaliklarindan etkilenmez

E-PSA dulzeyi yuksek olanlarda test tekrarlanmalidir




