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Ders Plani

d Kanserde tarama yontemlerini neden kullaniriz

O  Tarama yontemleri nelerdir

d  Tarama yontemlerin kazanclari

d Tarama yontemleri handikaplari ve olasi zararli sonuglari

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



Kanserde Tarama Yontemleri
Amac

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

d Temel amac, erken tani koymak

O Erken evrede yakalayarak kiir elde edilebilirligi artirmak

d Tarama yontemi ile erken teshis konarak, kansere bagli 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 bagl 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 turlerinde erken teshisi yasam kalitesini ve sagkalimi artirmaz



Erken Teshis ile Sagkalimi Uzatan Tarama
Yontemleri

J Bagirsak kanseri; Kolonoskopi, sigmoidoskopi,
gaita gizli kan testleri

J Akciger kanseri; Dustk doz helikal bilgisayarli tomografi
(J Meme kanseri; Mamografi

J Rahim agzi1 kanseri; Pap smear ve HPV testi



Kolonoskopi, sigmoidoskopi,
Gaita gizli kan testleri

J Bu testler kolorektal kansere bagli 6limleri azaltir

J 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 amach onerilir.



Kolorektal Kanser Tarama

1 U.S.Preventive Services Task Force(UPSTF) kolorektal kanser
icin tarama genel populasyon icin 50 yasinda onermektedir

 Fakat, ailesel kanser ve polip dykiisu olan, Inflamatuar
bagirsak hastaligi olanlarda, 45 yas ve sonrasi icin tarama
onerir.

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 bagli 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 Grlnleri )
yalanci pozitiflige sebep olabilir.

Fekal immnohistokimyasal yéntem, insan hemoglobinine karsi gelistirilmis antikor kullanilarak
yapilir, diyet kisitlamasi yoktur(IFOBT)

Gaitada ylksek sensitif gizli kan tarama testleri 1 ve 2 yilda bir 45-80 yaslari arasinda onerilir.
Bu testlerle kolorektal kanserlere bagh mortalite %15-33 oraninda azaltilir.

UPSTF, Gaitada yliksek sensitif gizli kan arama testleri kolorektal kanser taramasinda kullanilan
tek test ise yilda bir tekrarlamasini dnerir.




Kolorektal Kanserler Tarama
Sigmoidoskopi

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

1 Sigmoidoskopi ile rektum ve asagi kolon goriintiilenebilir

(d UPSTF her bes yilda bir Sigmoidoskopi ile birlikte 3 yilda bir Gaitada yiiksek

sensitif gizli kan tarama testleri ile tarama testi onerir.




Kolorektal Kanserler Tarama
Kolonoskopi

d Rektum ve tiim kolon bu yontem ile incelenebilir.

J Kolonoskopi ile yapilan tarama ile Kolorektal kanserlere bagli
mortalite %60-70 oraninda azaltilabilir.

(J UPSTF, 45 yas sonrasi her 10 yilda bir Kolonoskopi ile tarama
onerir.




Kolorektal Kanserler Tarama
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RISK ASSESSMENT FOR COLORECTAL CANCER

Average risk:

» Age 245 years?

« No personal history of adenoma or sessile serrated polyp/sessile serrated lesion (SSP/SSL)P or CRC

* No personal history of inflammatory bowel disease (IBD)

* No personal history of high-risk CRC genetic syndromes

* No personal history of cystic fibrosis

* No personal history of childhood cancer

» Negative family history for confirmed advanced adenoma (ie, high-grade dysplasm, 21 cm, villous or
tubulovillous histology) or an advanced SSP/SSLP¢ (1 cm, any dysplasia) in first-degree relatives.d

» Negative family history for CRC in first-, second-, or third-degree relatives®

Increased risk:

P I hi
ersona’ istory Follow-up of Clinical Findings:

Average-Risk Screening and
Evaluation (CSCR-3)

b 3
> Adenoma or SSP/SSL "~ Polyp Found at Colonoscopy (CSCR-4)
» CRC » Diagnosis of Colorectal Cancer (CSCR-7)
3 i S = o Increased Risk Screening Based on Personal History of
» IBD (ulcerative colitis, Crohn’s colitis) > |nflammatory Bowel Disease (CSCR-8)
» Cystic fibrosis » Increased Risk Based on Personal History of Cystic Fibrosis (CSCR-11)
« Positive family history » Increased Risk Based on Positive Family History (CSCR-12)

» Personal history of childhood, adolescent,
and young adult cancer (including

Increased Risk Based on Personal History of Childhood,

individuals who meet criteria for therapy-

Adolescent and Young Adult Cancer (CSCR-13)

associated polyposis)



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 gosteren(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 dneriliyor.

FDA onayi var, fakat UPSTF tarama metodu olarak henuz kabul etmedi.




Kolorektal Kanserler Diger Tarama Yontemleri

[ Sanal Kolonoskopi: Kolon temizligi ve BT dncesi karbondioksit
pompalayarak bagirsaklarda ki goérunti kalitesi artirilir

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

Fakat polip ve anormal goriinti durumunda kolonoskopi ile biyopsi gerekir

Sanal Kolonoskopi ile yapilan tarama ile sagkalimin artip artmadigi
bilinmemektedir

UFST ve diger bazi saglik sigortalarin 6deme kapsamina girmez
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SCREENING MODALITY AND SCHEDULE

sensitivity FIT)

however, every 3 Xears
is suggested

Screening Test* Recommended Testing Sensitivity Specificity
Interval™1:23.4 Colorectal Cancer | Advanced Adenoma
74
Colonoscopy Every 10 years 95%8 879;@:_998;{;0(%)160:"'?) 90%2
Flexible 9 9 8
s_ig moidoscopy*** Every 5-10 years 58%~75% 72%~86% 92%
67%~94% (210 mm)’ | 86%-98% (210 mm)’
CT colonography Every 5 years 96%°% 7340/0-984;0(:26 "T:) 8042-93{2((26 n‘:‘mm))’
High-sensitivity 7 o/ 10 o o7
guaiac-based test Annually 62%~79% 7% 87%~96%
FIT Annually 76%~95%" 27%=47%" 89%—-96%
Stool DNA test Interval uncertain;
(includes high- 92%5 42%5 87%5

*A blood test that detects circulating methylated SEPT9 DNA has been FDA-approved for CRC screening for those who refuse other

screening modalities. It is not recommended for routine screening. The interval for repeating testing is unknown.

** Frequency based upon normal (negative) results.
***Data for the sensitivity and specificity of flexible sigmoidoscopy are for the entire colon and are based on the completion of colonoscopy
for those found to have a distal colon lesion on flexible sigmoidoscopy.
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INCREASED RISK BASED ON POSITIVE FAMILY HISTORY

(Not meeting criteria for consideration of a hereditary cancer syndrome or appropriate testing for a hereditary cancer syndrome non-

diagnostic or not done)?bb

FAMILY HISTORY CRITERIA

21 first-degree relative with CRC atanyage ————

Second- and third-degree relatives with CRC
at any age

First-degree relative with confirmed advanced
adenoma(s) (ie, high-grade dysplasia, 21 cm,
villous or tubulovillous histology, TSA), or
advanced SSPs/SSLs (21 cm, any dysplasia)
at any ageddd.hhh.iii

bbb |f 3 patient meets the criteria for an inherited colorectal syndrome, see
Assessment for Hereditary CRC Syndrome (HRS-1) in the NCCN Guidelines for
Genetic/Familial High-Risk Assessment: Colorectal.

©c¢ While current risk estimates for a family history of CRC in only second- and
third-degree relatives may not be sufficiently elevated to recommend increased
screening (Taylor DP, et al. Gastroenterology 2010;138:877-885; Taylor DP,
et al. Genet Med 2011;13:385-391; Samadder NJ, et al. Gastroenterology
2014;147:814-821; Tian Y, et al. BMJ 2019;364:1803), there are some data
showing that having a second- and, to a lesser degﬁ'ee, a third-degree relative
with early-onset (<50 years old) CRC increases risk of both CRC and early-onset
CRC (Ochs-Balcom HM. Cancer Epidemiol 2021;73:101973). Some combinations
of affected first-, second-, and third-degree relatives may increase risk sufficiently
to alter screening guidelines. If there are multiple distant relatives affected,
consider evaluation for an inherited colorectal syndrome in the family.

¢dd |t is important for endoscopists to add specific recommendations to endoscopy
reports for first-degree relatives (ie, siblings, parents, children) or alternatively
generate a letter meant to be shared with first-degree relatives to increase
adherence when this applies. Examples of patient letters can be found at National
Colorectal Cancer Roundtable. Cottet V. et al. Gastroenterology 2007:133:1086-
1092; Ng S. et al. Gastroenterology 2016:150:608-616.

Colonoscopy beginning at age 40 y or
10 y before earliest diagnosis of CRC

—— Colonoscopy beginning at age 45 y®¢¢

Colonoscopy beginning at age 40 y or
—— > |at age of onset of adenoma in relative,
whichever is first

SCREENING®ee

Repeat every 5 yc¢cc.eeefff.gag
or if positive, repeat per
colonoscopy findings

Repeat every 10 y
or if positive, repeat per
colonoscopy findings

Repeat every 5-10 y®eefff
or if positive, repeat per
colonoscopy findings

}_,

ee€ Colonoscopy intervals may be further modified based on personal and family
history as well as on individual preferences. Factors that modify age to begin
screening and colonoscopy intervals include: age of individual undergoing
screening; specifics of the family history, including number and age of onset of
all affected relatives. whether relatives had an inciting cause such as IBD; size
of family; completeness of the family history; participation in screening; and
colonoscopy findings in family members. See Discussion.

ff Multiple (2 or more) ne?ative colonoscopies may support stepwise lengthening in
the colonoscopy interval.

999 Samadder NJ, et al. Am J Gastroenterol 2017;112:1439-1447.

hhh Advanced SSPs/SSLs are generally considered to have a comparable
cancer risk and are managed similarly to advanced adenomas. While there
are limited data concemning the specific risk of CRC in first-degree relatives
of individuals with advanced serrated polyps, it is reasonable to follow the
same recommendations used for first-degree relatives of those with advanced
adenomas. Cottet V, et al. Gastroenterology 2007;133:1086-1092; Ng S, et al.

_Gastroenterology 2016;150:608-616.

i Cottet V, et al. astroenterolo%)_/ 2007;133:1086-1092; Ng SC, et al.
Gastroenterology 2016:150:608-616.
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INCREASED RISK BASED ON PERSONAL HISTORY OF CHILDHOOD, ADOLESCENT, AND YOUNG ADULT CANCER
SURVEILLANCE MODALITY AND SCHEDULE

RISK
STATUS

Personal history of childhood, adolescent,

or young adult cance|

« Individual meets the following criteria for Therapy-

Associated Polyposis"™

» Cumulative incidence of 210 Gl polyps of any type
(adenoma, SSLs, hamartomas), inclusive of the
entire Gl tract

» History of systemic therapy and/or radiotherapy
for a childhood or young adult cancer, specifically
abdominopelvic radiotherapy and/or alkylating
chemotherapy

» Multi-gene panel testing for hereditary polyposis
and colorectal cancer genes without an identified
pathogenic variant

A\

History of chemotherapy (without

radiation therapy)
History of radiation therapy
involving abdominopelvic
field, ie, abdomen, pelvis,
—

spine (lumbar, sacral, whole)

or total body irradiation (TBI),
regardless of dose (with or without
chemotherapy)

No history of chemotherapy
or radiation therapy involving| ———
abdominopelvic field

Colonoscopy starting at

35 or 10 years after age of
chemotheraw, whichever
occurs first, IMand continue
every 5 years™mm

Colonoscopy starting at age
30 or 5 years after treatment
(whichever occurs last) and
continue every 5 years™mm

Average-risk screening
guidelines starting at age
45 and continue every 10
years.MMM Seg CSCR-3

« Consider baseline upper
endoscopy if colonic
polyposis identified

» See Colonic Adenomatous
Polyposis of Unknown
Etiology in the NCCN_
Guidelines for Genetic/
Familial High-Risk
Assessment: Colorectal

(CPUE-1)

lii The adolescent and young adult (AYA) oncology patient is defined as an individual aged 15-39 years of age at the time of initial cancer diagnosis. This definition is based on the National Cancer Institute (NCI)
Progress Review Group recommendations for a national agenda to advance AYA oncology. See NCCN Guidelines for Adolescent and Young Adult (AYA) Oncology.

kick Multi-gene testing should include all polyposis and colorectal cancer genes (Stanich P, et al. Clin Gastroenterol Hepatol 2019;17:2008-2015). Pathogenic variants associated with adenomatous polyposis
include, but are not limited to monoallelic pathogenic variants in APC. GREM1, POLE. POLD1, and AXIN2, and biallelic pathogenic variants in MUTYH, NTHL1, and MSH3.

Il Biller L, et al. Cancer Prev Res 2020;13:291-298

mmMm Children’s Oncology Group Long-Term Follow-up Guidelines for survivors of childhood, adolescent, and young adult cancers — Version 5.0-October 2018.
nnN Therapy-associated polyposis is an acquired phenotype that presents years after exposure to chemotherapy and/or radiotherapy.




Akciger Kanserine Yonelik Tarama Testi
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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 dusuk doz helikal tomografi ile semptom , bulgu ve akciger kanseri tanisi
olmayan bireylerde tarama ile akciger kanserine bagli 6l1im %15-20 oraninda daha az
gorulmektedir.

Disuk 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 kiicik hicreli akciger kanseri
erken evre tespit edilme orani ¢ok diistik oranda saptanmis.

Disik doz helikal tomografi ile 1000 kisiye uygulanan tarama ile 3 kansere bagli 6lim




Akciger Kanserine Yonelik Tarama Testi
Handikaplari

 Yillik akciger kanseri taramasi yapilan bireylerde

 Dustk doz helical BT %39.1

J PA akciger kolunda %16 stipheli bulgu saptanmis

 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 (PLCO) 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
51n 1,000 fewer died from all causes 70 In 1,000 versus 751In 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 — 7 in 1.000
21in 1,000 more had a major complication from 3in 1,000 versus 1in 1,000
Invaslve procedures




Akciger Kanserine Yonelik Tarama Testi
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USPSTF yillik dusik doz helikal thoraks BT asagidaki bireylere 6nerir
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 saglk problemi olmayan,

Kdratif akciger kanseri cerrahisine uygun ve istekli bireylere 6nerir

Oneri derecesi: Grade B, orta diizeyde yarar
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RISK ASSESSMENT2.bc RISK STATUS SCREENING
« Cigarette smoking history® : In candidates for
» Radon exposure® . High riski:lm screening, shared
* Occupational exposure * Age 250 y (category 1) patient/provider
. Canger h.istOryg ) and decision-making | t‘.:.wl'_d;gg n See :
« Family history of lung cancer in first-degree « 220 pack-year history is recommended, ( )1 S_cregnmg
relatives of smoking cigarettes | |including a (category 1)|  |Findings (LCS-2)
» Disease history (chronic obstructive pulmonary (category 1) discussion of
disease [COPD] or pulmonal;ly fibrosis) benefits/risks®)

« Cigarette smoking exposure
smoke)

« Risk calculator to enhance determination of risk
status"!

(second-hand

Patients not eligible for lung cancer screening:

« Symptoms of lung cancer (see NCCN Guidelines
for Non-Small Cell Lung Cancer)

« Previous lung cancer (see Surveillance in the
NCCN Guidelines for Non-Small Cell Lung Cancer)

* Functional status and/or comorbidity that would
prohibit curative intent treatment® (see Principles
of Surgery in the NCCN Guidelines for Non-Small

Cell Lung Cancer)

Low risk

» Age <50 y and/or

» <20 pack-year history
of smoking cigarettes

Lung cancer

*|screening not
recommended




Meme Kanseri Tarama Yontemleri
Mamografi

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

3 Ozelikle 50 yas sonrasi bu yarar daha belirgin

40 yas oncesi 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
Yalanc pozitiflige bagh ek test

Hasta uizerinde olusturdugu stres

o O O O O 0O DO

Armis maliyet



Meme Kanseri Tarama Yontemleri
Mamografi

Overdiagnosis — Overtreatment

 Ductal carcinoma in situ gibi invazif olmayan kanserlerin mamografide
saptanmasi

1 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

J Meme kanserine bagli 6lime neden olmayacak indolent erken
kanserlerin saptanmasi buna bagli ek tani ve tedaviler

 Rutin taramalara bagh 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 et al, 19858 — 0.78 (0.55-1.08) 54/13,740 82/132,740
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) 105/25,214 108/25,216
Malmé/Nystrém et al, 2002 — . 0.72 (0.51-1.04) 53/13,568  66/12,279
Stockholm/Nystrém et al, 2002 —— 1.47 (0.77-2.78) 34(14,303 13/8021
Ostergiitland® (Nystrim et al, 2002 — 1.05 (0.64-1.73) 31/10,285  30/10,459
Gothenberg/Bjurstam et al, 2003 — . 0.70 (0.46-1.06) 34(11,724 59/(14,217
AgefMoss et al, 2006 = 0.83 (0.56-1,04) 105/53,884 231/106,956
Total & 0.85 (0.75-0.96) 448(152,300 625/195,919
I 1 | 1
0.2 0.3 1 2 3
Fawors screening Favors control

CMBSS-1: Canadian MNational 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 K, Naik A, Bougatsos B, Chan BK, Humphrey L.
Screening for Breast Cancer: An Updatg fgr the US Preventive Services Task Force, AHRQ Pubfjcation

- MIAMOGRAFEILE YAPILAN TARAMA HE
39-49 YASLARI ARASINDA MEME KANSERINE BAGLI

OLUMLER %15 AZALTIR



Meme Kanseri Tarama Yontemleri

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% Crl)
0. 85 (0.75-0.96) 1904 (929-6378)
6069y 2% 0.68 (0.54-0.87) 377 (230-1050)
70-74y 18 1.12 (0.73-1.72) Not 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), Malmé (26),

Swedish Two-County trial (2 rials) (26, 31), and Gothenburg trial (30).

+ Malmé (26) and Swedish Two-County trial (Ostergétland) (26).
39&49¥ASLARBARASINBAMEMEMA|\FSERINE BAGLI 1 OLUMU

AZALTMAK iCIN 1904 TARAMA YAPMAK JLAZIM ..



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
Mammogram frequency Starting age Ending age Lives saved, number Life-yrs gained, number mam?ii;ﬁzit:?mher Unnece:i:::riopsies,

Annual

40 69 8.3 164 2250 158

50 69 7.3 132 1350 a5

40 74 10.5 188 2470 173

50 74 9.5 156 1570 110
Biennial

40 69 6.1 120 1250 88

50 69 5.4 Q9 780 55

40 74 8.2 142 1410 i)

50 74 7.5 121 940 66

Adapted and calculated from: Mandelbiatt 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 Yillk Mamografiye gére Meme kanserine bagl 6liimu bir miktar
azaltiyor. Fakat bunu artmis yanlis pozitif ve artmis gereksiz girisim ile saghyor



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.
Kerikowske K, Zhu W, Hubbard RA, Geller B, Dittus K, Braithwaite D, Wemli KJ, Miglioretti DL, O'Meara ES, Breast Cancer Surveillance Consortium
JAMA Intem Med. 2013;173(9):307.

IMPORTANCE 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
harmes of screening mammaography frequencies according to age, breast density, and postmenopausal hormone therapy (HT) use. DESIGN Prospective cohort. SETTING Data collected January 1994 to Decembser 2008 from
mammeography facilities in community practice that participate in the Breast Cancer Surveillance Consortium {BCSC) mammography registries. PARTICIFANTS 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 OUTCOMES AND MEASURES We usead logistic regression to calculate the odds of advanced stage (b, 1ll, or V) and
large tumors (&qgt;20 mm in diameter) and 10-year cumulative probability of a false-positive mammography result by screening frequency, age, breast density, and HT use. The main predictor was screening mammography interval.
RESULTS Mammography biennially vs annually for women aged 50 to 74 years does not increase risk of tumaors with advanced stage or large size regardiess of women's breast density or HT use. Among women aged 40 to 49 years
with extremely dense breasts, biennial mammography 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 mammography result was high among women undergoing annual mammaography with extremely dense breasts who were either aged 40 to 49 years (§5.5%) or used estrogen plus progestogen (65.8%) and
was lower among women aged 50 to 74 years who underwent biennial or triennial 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 mammography have similar risk of advanced-stage disease and lower cumulative risk of
false-positive results than those who undergo annual mammography. When deciding whether to underge mammography, women aged 40 to 49 years who have extremely dense breasts should be informed that annual mammaography
may minimize their risk of advanced-stage disease but the cumulative nsk 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

Mamo

SCREENING OR SYMPTOM CATEGORY

Asymptomatic

and - Asseds

Negative riskP
physical exam

History and
physical
examination?

Symptomatic

Age 225 but <40y

Clinical breast exam?

Average
risk

Agez40y

» (every 1-3 y
* Breast awareness?

* Annual clinical breast
exam?

* Annual screening
mammogram“ (category 1)
* Breast awareness?

Tncreased risk:

« Prior history of breast cancer®

+ 5-year risk of invasive breast cancer 21.7% in women
235 y9 (per Gail Model)

» Women who have a lifetime risk >20% as defined by models that

are largely dependent on family history®

» Women who have a lifetime risk >20% based on history of LCIS or

ADH/ALH

* Prior thoracic RT for patients younger than 30 y (eg, mantle

irradiation)

* Pedigree suggestive of or known genetic predisposition
» Referral to genetic counselor, if not already done

e,f

SCREENING/FOLLOW-UP® _

Increased Risk
— |Screening Follow-up

(See BSCR-2)

(See NCCN Guidelines for
—» |Genetic/Familial High-Risk

Assessment)

Presenting Signs/

or
Positive physical exam

" Symptoms (See BSCR-3)




Meme Kanseri Tarama Yontemleri
Dijital—Mamografi

O Dijital mamografi; bilgilerin saklanmasi, eski ile karsilastirma olanaginin
olmasi ve konsultasyon amach elektronik posta ile yollanmasi gibi
avantajlar var

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

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



Meme Kanseri Tarama Yontemleri
3D—Mamografi

Three —dimensional(3D) mamografi

@ Uc boyutlu mamografi X isinlarina maruziyet daha fazladir

@ Uc boyutlu mamografinin standart(iki boyutlu) mamografiden Ustiin
oldugunu gosteren karsilastirmali calisma yoktur

O Standart mamografiye gore arti ve eksileri bilinmemektedir.



Meme Kanseri Tarama Yontemleri

Yuksek Risk Gruplarinda

BREAST SCREENING CONSIDERATIONS
RECOMMENDATIONS FOR BREAST MRI SCREENING AS AN ADJUNCT TO MAMMOGRAPHY?4
(FOR AGE TO BEGIN SCREENING EXCEPT WHERE NOTED BELOW: SEE BSCR-2)

Recommend Annual MRI Screening (Based on E\.'idem:ne]:5

commence at age 25 y
+ Lifetime risk 20% or greater, as defned by models that are largely dependent on family hlstnry

Recommend Annual MRI Screening (Based on Expert Consensus C)|:|inic>n]:ir
* Radiation to chest between age 10 and 30 years
+ Li-Fraumeni syndromeT and first-degree relatives

» Cowden and Bannayan-Riley-Ruvalcaba S)J'm'.:lre:-mes8

and first-degree relatives
« Consider MRI screening for LCIS and ALH/ADH based on emerging evidence

Insufficient Evidence to Recommend for or Against MRI S'::.relalning:g

+ Lifetime risk 15%—-20%, as defined by models that are largely dependent on family histnryf’

« Heterogeneously or extremely dense breast on mammography

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

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



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, immun supresyon olan, dietilsitilbestrol maruziyeti, serviks pre-kanser ya da
kanser oykusu olanlarda 65 yas sonrasi taramaya devam edilmesi dnerilir.

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

HPV asisi yapilanlar tarama programina dahil edilmelidir.



Serviks Kanserine Yonelik Tarama Testi

(d Pap smear testinin yaninda neden HPV-DNA Onerilir

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

(J 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 521-622 No screening HPV testing should not be used
for screening or management
of ASC-US in this age group
Aged 21-29 y 522523 Cytology alone HPV-positive ASC-US* or cytology of LSIL or more HPV testing should not be used
every 3y severe: Refer to ASCCP guidelines? for screening in this age group
Cytology negative or HPV-negative ASC-UST:
Rescreen with cytology in 3y
Aged 30-65y 523-529 HPV and cytology HPV-positive ASC-US or cytology of LSIL or more Screening by HPV testing alone
“cotesting” every severe: Refer to ASCCP guidelines? is not 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
o [f HPV16 or HPV16/18 positive: refer to colposcopy
¢ |[f HPV16 or HPV16/18 negative: 12-mo follow-up
with cotesting
Cotest negative or HPV-negative ASC-US: Rescreen
with cotestingin 5y
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-UST:
Rescreen with cytology in 3y

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

atleast 20y

After hysterectomy 531 No screening Applies to women without a cervix

and without a history of CIN2 or
a more severe diagnosis in the
past 20 y or cervical cancer ever
HPV vaccinated 531-533 Follow age-specific
recommendations (same
as unvaccinated women)

ASCCP. American Society for Colposcopy and Cervical Pathology; ASC-US. atypical squamous cells of undetermined significance; CIN2, cervical intraepithelial 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 baglh olayor

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




Prostat Kanseri
Tarama amacli PSA

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

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

J PSA semptomu olan hastalarda problemin kaynagini anlamada
yardimci olabilir

[ Bening prostat hipertrofisi, prostatit durumunda artabilir.




Prostat Kanseri
Tarama amacl PSA

Yakin zamana kadar 50 yas sonrasi yilik PSA dizeyi 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 kuliclik 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 yuksek olanlarin %25 prostat ca tanisi aliyor

Yanlis negatif PSA normal aralikta olmasina ragmen prostat ca olabilir

Iki blyik calisma %17-50 oraninda Overdiagnosis saptanmis



Prostat Kanseri PSA Tarama

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.

Schréder FH, Hugosson .J, Roobol MJ, Tammela TL, Ciatto S, Nelen ', 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 162,358 men 55 to 69

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; 35% confidence interval [C1], 0.65 to 0.91; P=0.001), and 23% after adjustment for noncompliance. The absoclute
reduction in mortality in the screening group was 0.10 deaths per 1000 person-years or 1.07 deaths per 1000 men who underwent randomization. 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 cne death from
prostate cancer at 11 years of follow-up, 1055 men would need to be invited for screening and 37 cancers would need fo be detected. There was no
significant between-group difference in all-cause mortality.

CONCLUSIONS: Analyses after 2 additional years of follow-up consolidated our previous finding that PSA-based screening significantly reduced
mortality from prostate cancer but did not affect all-cause mortality. (Current Controlled Trials number, ISRCTN49127736.).



Prostat Kanseri PSA Tarama: ERSPC Calismasi
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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.



Prostat Kanseri
PSA Tarama—Handikaplari

Bir Kirlangi¢ ile bahar gelmez Bir tesadiif, iki bahar geliyor




Prostat Kanseri

PLCO Calismasi

Abstract « Send to: -

J Matl Cancer Inst. 2012 Jan 15;104(2):125-32. doi: 10.1093/jncirdjr200. 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 JD, Rathmell JM, Riley TL, Hsing AW, lzmirlian G, Pinsky PF, Kramer BS, Miller AB, Gohagan JEK, Prorok PC; PLCO Project Team.

# Collaborators (18)

+ Author information

Abstract

BACKGROUND: The prostate component of the Prostate, Lung, Celorectal, and Ovanian (PLCOQ) 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 76685 men, aged 55-74 years, were enrolled at 10 screening centers between November 1993 and July 2001 and randomly
assigned to the intervention (organized screening of annual PSA testing for § 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 ochserved 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 pretnal 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
diagnesed 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 interventicn arm
{RR=1.12, 95% CI = 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% CI = 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 comoerbidity (P{interaction) = 68).

CONCLUSIONS: After 13 years of follow-up, there was no evidence of a mortality benefit for organized annual screening in the PLCO 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.



Prostat Kanseri

PSA Tarama-PLCO Calismasi
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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.
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PSA Tarama-PLCO Cali
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PSA—Handikaplari

N

U.S. Preventive Services
TASK FORCE

- =
Annab Of Inten‘al MEdchne www.USPreventiveServicesTaskForce.org

Population

Adult Males

Recommendation

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

Grade: D

Screening Tests

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).

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.

Other Relevant USPSTF
Recommendations

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

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.




Prostat Kanseri

PSA Tarama—Handikaplari

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% CI) (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) —a—
Italy 19 7266 22 7251 0.86 (0.46-1.58) =
Finland 139 31970 237 48 409 0.89 (0.72-1.09) —f
Spain 2 1056 1 1141 2.15(0.20-23.77) < - >
Switzerland 9 4948 10 4955 0.89 (0.36-2.20) -
T T T 1
0.2 05 1.0 20 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.
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ENLARGE (

BENEFITS AND HARMS OF PSA SCREENING FOR PROSTAT

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

-------------------------
ooooooooooooooooooooooooo
-------------------------
-------------------------
--------------------
.......................
.........................
........................
OOOOO

..................

Trererreeee T Y

1,000 men screened.

Of these:

100-120

get false-positive resuits that
may cause anxiety and lead to
biopsy

(Possible side effects of
biopsies include senous
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

«4-5

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

.01

death from prostate cancer
is avoded
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PSA—Handikaplari

CriNicAL GUIDELINE Screening for Prostate Cancer: USPSTF Recommendation Statement

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

Grade Definition 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.

@ Note: 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 certainty that the service has no net benefit or that the

narme it N he hen

| statement The USPSTF concludes 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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PSA Tarama

( American Urological Association (AUA)
( American Cancer Society (ACS)

45-75 Yaslari arasinda bireylerin fayda ve zararlari konusunda
bilgilendirilmesi ve hasta onay verirse yapilmasi

J ESMO, rutinde dnermez, yiksek riskli bireylerde 6nerilebilir
(d 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

(J BRCA1, BRCA2 mutasyou 2-6x
 Lynch sendromu 2-5x

(J BRCA mutasyonu olanlarda tarama yasi 40
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o ensive NCCN Guidelines Version 2.2023
DRy Cancer Prostate Cancer Early Detection

NCCN Guidelines Index
Table of Contents
Discussion

Network®

BASELINE EVALUATION

* History and physical (H&P)

including:

» Family cancer history®P:¢

» Family or personal history
of high-risk germline
mutations?P:¢

» History of prostate disease
and cancer early detection,
including prior prostate-
specific antigen (PSA) and/
or isoforms, exams, and
biopsies

» Black/African American
identityd

» Medications®

» Environmental exposuref

RISK ASSESSMENT

Start risk and benefit
discussion about
offering prostate
cancer early detection:
» Baseline PSAY
* Consider baseline

digital rectal
examination (DRE)?

EARLY DETECTION EVALUATION

Age 45-75 y for patients
with average risk

or

Age 40-75 y for patients

with high risk:

« Black/African American
individuals?

* Those with germline
mutations that increase
the risk for prostate
cancer®b:¢

* Those with suspicious

family history3:¢

Age >75y, in select
patients (category 2B)"

Patients with average risk
and PSA <1 ng/mL®, DRE
normal (if done)

Patients with high risk
and PSA <3 ng/mL®, DRE
normal (if done)

And

Patients with average
risk and PSA 1-3 ng/mL,!
DRE normal (if done)

PSA >3 ng/mL®i
and/or very
suspicious DRE

PSA <4 ng/mL®,

DRE normal (if done),
and no other
indications for biopsy

PSA 24 ng/mL® or
very suspicious DRE

at 2- to 4-year

” Repeat testing
intervals/

Repeat testing
™ at1-to 2-year
intervals

See Further
Evaluation and
Indications for

Not screened!

Biopsy (PROSD-3)

Repeat testing at 1-
to 2-year intervals!

See Further
Evaluation and
Indications for
Biopsy (PROSD-3



Diger Tarama Testler

AFP/ Karaciger USG

 Yiksek riskli hastalarda Hepatoseliiler kanser erken teshisinde
katkida bulunabilir

 Yanlis pozitiflik ve buna bagli komplikasyonlar
Yanlis negatiflik ve buna bagli gec tani handikaplaridir



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

 Pelvik Muayane
 Transvaginal USG

J Ca 125

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

d Rutin tarama amacli 6nerilmez



SONUC

Kadinlar icin 6nerilen ve yasami uzattigi gosterilmis tarama testleri

1 Kolonoskopi, sigmoidoskopi, Gaita gizli kan testleri, 45—70 yaslari arasinda

d 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 6nerilir.

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

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



SONUC

Erkekle icin Onerilen ve yasami uzattigi gosterilmis tarama testleri

[ Kolonoskopi, sigmoidoskopi, Gaita gizli kan testleri, 45—70 yaslari
arasinda

d 55-74 Yaslari arasinda, 30 yil/paket sigara icen bireylere taramaya yonelik
tomografi

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



