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MEME KANSERI TARAMAS|

e Bati’da basladi

* 1960’larin sonlarindan itibaren

* Randomize kontrollt 8 calisma

* > 40 yas kadinlarda meme kanserinden 6lim orani dustu



MEME KANSERINDE ERKEN TANI

 Amag¢: Tumoru klinik olarak semptom vermeden 6nce tespit etmek




TARAMA SIKLIG

* Sojourn suresi

v'Kanserin dogusundan klinik olarak saptanabilir olana kadar gecen siire icinde,

radyolojik olarak saptanabildigi zaman araligi

v'Ideal olan tarama sikliginin Sojourn siiresinin yarisindan kisa olmasi

Qocult Mammographically detectable

Clinically evident

$

| Sojourn Time >




TARAMA MAMOGRAFIS| 4

» Hasta secimi / Endikasyon

\/Tarama mamografisi 40 yas ve Uzeri asemptomatik olgular

v'Ancak yuksek risk grubunda daha erken

Elwood JM, Cox B, Richardson AK. The effectiveness of breast cancer screening by mammography in younger women. Online
J Curr Clin Trials. 1993;32. (PMID:8305999)

Hendrick RE, Smith RA, Rutledge JH 3rd, Smart CR. Benefit of screening mammography in women aged 40-49: a new meta-
analysis of randomized controlled trials. J Natl Cancer Inst Monogr 1997;22:87- 92. (PMID: 9709282



TARAMA MAMOGRAFISi - 4

* Baslangic yasi 40
e Bati'da --- 40-49 yas grubunda etkili olduguna dair gli¢lii kanit???

* Isvec calismalari ---- Yararl

 Turkiye’de meme kanserinin %50’si < 50 yas

Tabar L, Faberberg G, Day NE, Holmberg L. What is the optimum interval between mammographic screening examinations?
An analysis based on the latest results of the Swedish two-county breast cancer screening trial. Br J Cancer. 1987;55:547-51.
(PMID:3606947)

Ozmen V. Breast cancer in the world and Turkey. Meme Sagligi Dergisi, 2008;4:2-5.



MEME KANSERI TARAMASI

 Mamografik taramayi durdurma zamani

v'Beklenen yasam siiresi < 5 yil ise birakilmali
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MEME KANSERI TARAMASI he

 Ultrasonografi (US)

v'Meme kanserinde taramada mortaliteye katkisini gbsteren calisma yok

v’ Mamografik olarak yoéun meme dokusu olan kadinlarda US’nin mamografiye ek
olarak meme kanserini saptayabildigini gosteren, yapilmis bircok calisma var.

v'Bu calismalarda US’nin MG ile saptanamayan lezyonlari gosterebildigi bulundu.

Lee CH, Dershaw DD, Kopans D, Evans P, Monsees B, Monticciolo D, Brenner RJ, Bassett L, Berg W, Feig S, Hendrick E, Mendelson E,
D’Orsi C, Sickles E, Burhenne LW. Breast Cancer Screening With Imaging: Recommendations From the Society of Breast Imaging and
the ACR on the Use of Mammography, Breast MRI, Breast Ultrasound, and Other Technologies for the Detection of Clinically Occult

Breast Cancer. J Am Coll Radiol 2010;7:18-27 (PMID: 20129267)

Nothacker M, Duda V, Hahn M, Warm M, Degenhardt F, Madjar H, Weinbrenner S, Albert US. Early detection of breast cancer:
benefits and risks of supplemental breast ultrasound in asymptomatic women with mammographically dense breast tissue. A

systematic review. BMC Cancer. 2009 Sep 20;9:335. (PMID: 19765317)
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YUKSEK RISKLJGRUPTA MEME KANSERI TARAMASI:,;

v'1. derece akrabasinda meme kanseri olanlar
v'BRCA mutasyon tasiyicilari

v'Cocuk yaslarda gogiis bolgesine radyoterapi almis olanlar



YUKSEK RIiSKLi GRUPTA MEME KANSERI TARAMASK” 9

* Yuksek riskli hastada meme kanseri taramasi

v' Yuksek riskli poptilasyonda MG + US s MG + MRG

v En duyarh ve 6zgil yontem MRG
v’ Duyarhlik... MRG: % 77-100, MG: %13-40... US: %13-33

v’ Yuksek riskli hasta grubunda yapilan tarama calismalarinda... US’nin diagnostik kazanci MRG’ye

gore dusuk

* Warner E, Messersmith H, Causer P, Eisen A, Shumak R, Plewes D. Systematic review: using magnetic resonance
imaging to screen women at high risk for breast cancer. Ann Intern Med. 2008 May 6;148:671-9. (PMID: 18458280)

e Aisenberg AC, Finkelstein DM, Doppke KP, Koerner FC, Boiv in JF, Willett CG. High risk of breast carcinoma after
irradiation of young women with Hodgkin’s disease. Cancer 1997; 79:1203-1210. (PMID: 9070499)
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YUKSEK RISKLI GRUPTA MEME KANSERI TARAMASI:")

1. derece akrabasinda meme kanseri olanlar

BRCA mutasyon tasiyicilan
Cocuk yaslarda gogiis bolgesine radyoterapi almis olanlar

 Tarama ne zaman baslamali?

v Cesitli calismalar var.
v'Onerilen: < 40 yas (30 yas)

v'En blyik alt grup: 1. derece akrabasinda meme kanseri bulunanlar...

1. derece akrabada meme kanserinin tanimlandigi yastan 10 yil

once

Dershaw DD. Mammographic screening of the high-risk woman. Am J Surg 2000; 180:288-289. (PMID: 11113437 )



 BRCA1 ve BRCA2 geninde mutasyon tasiyiciligi
v' BRCA (-) --- kadinlarda < 30 yas meme kanseri yok/dusuk
v’ BRCA pozitif degilse --- Meme kanseri taramasinin alt limiti 30 yas

v/ BRCA1 tasiyicilari arasinda 20’li yaslardaki meme kanseri gelisme riski, aile hikayesi olmayanlarda 40’ yaslardaki

kadinlarin tasidigi riskten daha fazladir.

* National Comprehensive Cancer Network (NCCN) rehberi

* BRCA1 icin tarama yasi 25

 BRCA-2 i¢cin tarama yasi 25-30

National Comprehensive Cancer Network. National clinical practice guidelines in oncology: breast cancer screening and diagnosis. Version 1.2008. Published April 15, 2008

Saslow D, Boetes C, Burke W, Harms S, Leach MO, Lehman CD, Morris E, Pisano E, Schnall M, Sener S, Smith RA, Warner E, Yaffe M, Andrews KS, Russell CA, on behalf of for the American Cancer
Society Breast Cancer Advisory Group. American Cancer Society Guidelines for Breast Screening with MRI as an Adjunct to Mammography. CA Cancer J Clin 2007; 57:75-89. (PMID:17392385)



YUKSEK RISKLI GRUPTA MEME KANSERI TARAMASIx )

1. derece akrabasinda meme kanseri olanlar

* Bunlarda RT'yi izleyen 8. yilda meme ca goriilebilir ve 15. yilda meme ca riski en yliksek orana ulasir.

« Cocuklukta gogiis/mediastene > 20 Gy’den radyasyon alanlardd RT’yi takip eden 8. yil / 25 ya$’ta

(hangisi daha sonra ise) yillik mamografi ve MRG taramanin baslatilmasini 6nerilmistir.

Aisenberg AC, Finkelstein DM, Doppke KP, Koerner FC, Boiv in JF, Willett CG. High risk of breast carcinoma after irradiation of young
women with Hodgkin’s disease. Cancer 1997; 79:1203-1210. (PMID: 9070499)

Landier W, Bhatia S, Eshelman DA, Forte KJ, Sweeney T, Hester AL, Darling J, Armstrong FD, Blatt J, Constine LS, Freeman CR, Friedman DL,
Green DM, Marina N, Meadows AT, Neglia JP, Oeffinger KC, Robison LL, Ruccione KS, Sklar CA, Hudson MM. Development of risk-based
guidelines for pediatric cancer survivors: the Children’s Oncology Group Long-Term Follow-Up Guidelines from the Children’s Oncology
Group Late Effects Committee and Nursing Discipline. J Clin Oncol 2004; 22:4979-4990. (PMID: 15576413)
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TARAMA NE ZAMAN BITIRILMELI? :’ >

 Mamografik taramanin mortaliteye faydasi baslangictan 5-7 yil sonra goriliir. Bundan dolayi yillik

mamografik tarama yasam beklentisinin 5 yildan fazla oldugu siirece devam ettirilmelidir.

e Tarama programlari Amerika ve ingiltere’de 64 yasta, isve¢’te ise 59 yasta biter.

* 69 yastan sonrajrutin taramanin sikliginin azaltilabilecegi belirtiimekte, 69 yasin ustiinde tarama

N baska bir es zamanli hastaligi oimadigi hallerde 1-2 yilda bir tavsiye edilmektedir Yuksek

riskli hasta grubu i¢in de bu genel prensipler gecerlidir.

 KMD yiuksek olanlarda taramaya devam edilebilir.



1.

OZET

Yilhk mamografik tarama baslangic yasi 40.

2. Yusek riskli grup:

3.

a)
b)
c)
d)
e)
f)

g)

1.9 akrabada meme ca tanisi konulan yastan 10 énce! 30’dan 6nce baslanmaz! istisna BRCA tasiyiciligi
Meme ca tanisindan sonra hangi yasta olursa olsun tarama baslanir!

MKC yapilan olgularda RT’den 6 ay sonra! ilk 2 yil boyunca istenirse 6 ayda bir. Sonra yillik.

Meme biyopsi sonucu lobuler intraepitelyal neoplazi veya atipik duktal hiperplazi gelenler

BRCA2 gen mutasyonu --- 25-30 arasinda baslanir.

BRCA1 gen mutasyonu --- Genellikle 25te baslanir.

GOgus / mediastene RT --- 8. yil veya 25 yasla birlikte (hangisi gec ise) tarama baslanir.

Mamografik taramayi birakma yasi 69



GENETIK MUTASYON TEST ENDIKASYONLARI

e 50’den dnce teshis edilmis meme kanseri

e Bilateral meme kanseri

* Meme ve over kanseri

* Erkek meme kanseri

* Ailede meme veya over kanseri olan iki veya daha fazla kisi
 Meme kanserli yakin erkek akraba

* 50°den 6nce meme veya over kanserli veya BRCA mutasyonlu yakin akraba



*Taramaya karsi argumanlar
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Journal of the Royal Society of Medicine; 2015, Vol. 108(9) 341-345
DCI: 10.1177/0141076815602452

Mammography screening is harmful and should
be abandoned

Peter C Ggtzsche
Nordic Cochrane Centre, Rigshospitalet, Dept 781 |, Denmark
Corresponding author: Peter C. Gotzsche. Email: pcg@cochrane.dk
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Journal of the Royal Saciety of Medicine; 2015, Vol. 108(9) 341-345
DOL: 10.1177/0141076815602452

Mammography screening is harmful and should
be abandoned

Peter C Ggtzsche
Nordic Cochrane Centre, Rigshospitalet, Dept 781 |, Denmark
Corresponding author: Peter C. Getzsche. Email: pcg@cochrane.dk

Mammography screening is controversial and system-
atic reviews conducted by organisations with no con-
flicts of interest, such as the Nordic Cochrane Centre,
the US and the Canadian Task Forces, the Independent
UK Panel and the Swiss Medical Board have found
substantial problems with the randomised trials.! ~ It
is therefore difficult to know what the true effect is.

An additional problem is that trials are old. All but
one started between 1963 and 1982,1 and back then,
women did not receive much adjuvant therapy such as
anti-hormonal treatment and chemotherapy.’ The
introduction of effective drugs has reduced substan-
tially the potential for screening to work. Screening
can have no effect for women who, thanks to
improved therapy, now live so much longer that
they die of a heart attack before their breast cancer
becomes life-threatening. Furthermore, as the effect of
adjuvant therapy 1s largely independent of nodal
status and other tumour f.tha,ra,cl:cris.ti«:s.,ﬁ it works
whether or not the cancer 1s detected ‘early’.
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Journal of the Rayal Society of Medicine; 2015, Vol. 108(9) 341-345
DOL: 10.1177/0141076815602452

Mammography screening is harmful and should
be abandoned

Peter C Gatzsche
Nordic Cochrane Centre, Rigshospitalet, Dept 7811, Denmark
Corresponding author: Peter C. Gozsche. Email: pcg@cochrane.dk

The effect of screening today

A carefully conducted systematic review and other
observational studies have found that screening
does not decrease the incidence of advanced can-
cers, whether defined as those larger than 20mm'
or belonging to higher stages.“ One study reported
an 8% decline in late-stage cancer over 30 years,'”
but that could easily have been caused by greater
breast cancer awareness. In Denmark, for example,
the average tumour size decreased by 9mm i just
10 years, which was before screening was
introduced.®
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Journal of the Royal Society of Medicine; 2015, Vol. 108(%) 341-345

DOI: 10.1177/0141076815602452

Mammography screening is harmful and should
be abandoned

Peter C Gotzsche

Nordic Cochrane Centre, Rigshospitalet, Dept 781 |, Denmark
Corresponding author: Peter C. Gotzsche. Email: pcg@cochrane.dk

There i1s so much overdiagnosis that the best thing a
women can do to lower her risk of becoming a breast
cancer patient is to avoid going to screening, which
will lower her risk by one-third.'* We have written an
information leaflet that exists in 16 languages on
www.cochrane.dk, which we hope will make it
easier for a woman to make an informed decision
about whether or not to go to screening.

I believe that if screening had been a drug, it would
have been withdrawn from the market long ago.
Many drugs are withdrawn although they benefit
many patients, when serious harms are reported in
rather few patients. The situation with mammo-
graphy screening is the opposite: Very few, if any,
will benefit, whereas many will be harmed. I therefore



Nordic Cochrane Centre
Rigshospitalet, Dept. 7811
Blegdamsvej 9

Trusted evidence. Informed decisions. Better health. 2100 Copenhagen @, Denmark
Tel: +45354571 12
Cochrane Fax: +45 35 45 70 07
. E-mail: general@cochrane.dk
Nordic

Screening found many small tumours that would never have come to the women’s attention without screening in their remaining

lifetime. This is called overdiagnosis. This well-known harm of cancer screening is the main reason why we do not screen for prostate
cancer. The main findings from the study are that:

e  Screening did not reduce the number of late stage tumours (those bigger than 2 cm), which means that breast screening is
unlikely to reduce breast cancer mortality or lead to less invasive treatment.

e 1in 3 breast cancers detected in women offered screening are likely overdiagnosed.



Cevaplar



Benefits of Screening Mammography

Wendie A. Berg, MD, PhD
American Radiology Services, Johns Hopkins Green Spring, Lutherville, MD 21093; phone
410-583-2703; fax 410-583-2797

Wendie A. Berg: wendieberg@aomail.com

RCTs underestimate the true benefits of mammographic screening?. RCTs assess mortality
reduction among women randomized to the group invited to be screened rather than those
who actually participated in screening. In an RCT, an invited woman who never has a
mammogram and dies of breast cancer 1s counted as having been screened, just as a woman
in the control group who decides to have a mammogram outside the trial 1s counted as
having not been screened. In several RCTs, mammographic quality was quite poor or only a
single mammographic view was obtained, both of which reduce cancer detection.

A few indolent cancers that would not spread during the lifetime of the woman may be
detected on the first mammogram, and can result in potentially unnecessary treatment. Such
overdiagnosis 1s likely uncommon (estimated at 4% of ductal carcinoma in situ) among new
or enlarging findings on subsequent annual screens as the lesion has shown 1tself to be
growing.’
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Country and organisation

Age to start
screening, y

Age to stop
screening, y

Frequency of
assessment

Comments

United States

United States Preventive Services Task
Force

American Cancer Society
American Society of Breast Surgeons
American Society of Surgical Oncology

American College of Obstetricians and
Gynecologists

American College of Radiology/
Society of Breast Imaging

National Comprehensive Cancer
Network

Canada

Canadian Task Force on Preventive
Health Care

Sweden
Socialstyrelsen
United Kingdom

National Health Service

The Netherlands
National Breast Screening Programme

Australia

Royal Australian College of General

50

45

40; no later
than 50 (if
does not start
at 40)

40

40

74

As appropriate based
on life expectancy

As appropriate based
on life expectancy

As appropriate based
on life expectancy

Stopping age
depends on co-

74

Every 2 y (for women
at average-risk of
breast cancer)

Annually then
biennially at age 55 y
and older

Every 1-2 y

Annually

Annually

Every2-3y

Every 18-24 mo

Triennially

Biennially

Biennially

Screening for women aged 40-49 y is
a “Grade C" recommendation (offer or
provide this service for selected patients
depending on individual circumstances)

Recommend continuing screening as
long as the individual is in good health

and has a life expectancy exceeding 10y

(1) Emphasise shared decision-making

with discussion of benefits and harms of

screening; incorporate patient’s values
and preferences;

(2) Suggest discussing cessation of
screening with physician starting at age
75y

Suggest continue screening as long as
life expectancy exceeds 5-7 y

Not applicable

Not applicable

Expanding the age range of invited
women to 47-73 y is being considered

Not applicable

Not applicable




TURKIYEDE DURUM NEDIR?

Avrupa ulkelerinden farkh olarak niifusun geng¢ oldugu ve meme kanserli olgularin
yaklasik yarisinin 50 yas altinda ve premenopozal déonemde oldugu bilinmektedir. Bu
nedenle 2014 yilinda Saghk Bakanhgi Halk Saghgi Kurumu tarafindan toplum tabanl
meme kanseri tarama programi ¢alismalari sirasinda uyulmasi gereken standartlar
yeniden belirlenmistir. "Meme Kanseri Tarama Programi Ulusal Standartlari’na" gore
yuksek risk grubunda olmayan kadinlarda taramaya 40 yasinda baslanmasi ve taramanin

40-69 yas arasinda ve 2 yilda bir yapilmasi dnerilmektedir



A A
MEME KANSERI TARAMASI "’

* Sonug

* Ulusal meme kanseri 2010 konsensus toplantisi

* 40 yastan sonra her yil en az 70 yasina kadar tarama mamografisi yapilmasi

karari verildi.
* Onerilen siklik 2 yilda bir

* Mammografi + Fizik Muayene



MEME KANSERI TAKIP

* Kim takip etsin?
v'"Medikal onkolog?
v'Radyasyon onkologu
v'Cerrah?

v'Pratisyen hekim?

v'Aile hekimi?




MEME KANSERI TAKIP

 Hikaye ve fizik muayene (farkl oneriler var)

* 5 yil boyunca 6 ayda bir; daha sonra senede bir

v’ Yeni kitle (koltukalti, boyun)

v’ Meme ve gogiis duvarinda dokiintd, ciltte renk degisikligi
v GOgus agrisi

v'Meme sekil ve boyut degisikligi

v’ Kol ¢evresinde artis



MEME KANSERI TAKIP

 Mamografi
v'Yilda bir
v"MKC yapilmis ise RT sonrasi 6-12 ayda bir

* Diger goriintiileme yontemleri (BT, MRI, PET, vs.)
v'Rutin kullanimin sagkalimi artirmada yarari yok
v'Niiks veya metastaz suphesi varsa!

 Tumor belirtegleri (tartismal)
v'CEA, Ca 15.3, Ca 27.29, vs.



MEME KANSERI TAKIP

* Jinekolojik muayene

v'Tamoksifen alan kadinlar yilda bir

* Kemik mineral dansitometrisi (bazal ve periyodik)

v'Aromataz inhibitori alan kadinlar



MEME KANSERI TAKIP ¢

* Yasam tarzi degisikliklerine iliskin motivasyon

v'VKi: 20-25 arasinda tutulmali

v'Fiziksel aktivite: Haftada en az 150 dakika orta derecede veya 75 dakika gicli

aerobik egzersiz.



Kolon Kanseri



KOLON KANSERI TARAMA

Amac
1. Polip
2. Kanser



KOLON KANSERI TARAMA

Risk gruplari

* Normal risk gurubu

* Herhangi bir sikayeti olmayan 50 yas Ustu eriskinler

e Artmis risk grubu
 Onceki kolonoskopide polip saptanan hastalar
* Kolorektal kanser tanisi almis ve tedavi edilmis hastalar

* Aile oykusu olan hastalar

* Yuksek risk grubu
* FAP (familial adenomat6z polipozis koli)

 HNPCC (herediter nonpolipozis kolorektal kanser)



Gaitada gizli kan

Sigmoidoskopi

Kolonoskopi

Cift kontrast
baryumlu grafi

BT kolonografi
(sanal
kolonoskopi)

KOLON KANSERI TARAMA

Kolay, ucuz. Sik yapilirsa sensitivitesi iyi

Sol kolon polipleri igin ¢ok duyarli .

Hazirlik gerektirmez (sadece lavman)

Bitun kolonu inceler
Cok duyarli ve 6zgil
Terapotiktir

Bltun kolonu inceler ¢ok hassas >1 cm polip

Tum kolonu inceler. Non - invaziv

Duyarlilhgi kolonoskopiye yakindir

Bircok polipi atlayabilir. Spesifitesi diistik.

Pozitif sonug KOLONOSKOPI ister
invazif
Proksimal lezyonlari atlayabilir.

Polip varsa KOLONOSKOP' igerekir

invazif
Sedasyon gerektirir
Bagirsak hazirligi gerektirir. Pahalidir

Bagirsak hazirhgi gerektirir.

1 cm’den kiigiik polipleri atlayabilir Sigmoiddeki lezyonlari
atlayabilir

Pozitif sonuglar KOLONOS KOP' gerektirir.

Bagirsak hazirligi gerektirir Kiiglik polipleri
atlayabilir

Henliz veriler ve tecriibeler yetersizdir

+ sonuglar kolonoskopi gerektirir. Pahalidir.




KOLON KANSERI TARAMA

Yeni Testler

Fekal immiinohistokimyasal test villik Test pozitifse artmis kanser riski s6z konusudur, KOLONOSKOPI
vapilmalidir. Test negatifse yillik kontrol yapilr.

Gaita ornegi 6zel bir sivi icinde laboratuvara tasinir. Pahalidir. Test

Fekal DNA (stool DNA, sDNA) testi  Belirsiz pozitifse KOLONOSKOPI gerekir. Test negatifse tekrar zaman
belirsizdir.



KOLON KANSERI TARAMA

Poplilasyon Baslangic Yasi Onerilen tarama testi

Yilhik GGK veya
Fleksibl sigmoidoskopi 5 yilda bir veya
Ortalama risk Yilhik GGK + 5 yilda bir fleksibl sigmoidoskopi veya

Cift kontrast baryumlu kolon grafisi 5 yilda bir veya
KOLONOSKOPI 10 yilda bir

Adenomatéz 50 yas ilk tespitte kolonoskopi, 3 yil sonra kolonoskopi.

polipler Baska polip yoksa 5 yilda bir kolonoskopi
Polip varsa 3 yilda bir kolonoskopi
> 5 adenom varsa yillik kolonoskopi

Kolorektal kanser  Tanianinda Ameliyattan 6nce kolonoskopi, ameliyattan 6-12 ay sonra kolonoskopi;
yeni lezyon yoksa 3 yil sonra kolonoskopi; yeni lezyon yoksa 5 yilda bir
kolonoskopi

Ulseratif kolit Tani aninda, daha sonrasinda

/ Crohn koliti pankolit varsa 8, sol kolit varsa Her 1-2 yilda bir kolonoskopi ve multipl biyopsiler

15 yil sonra



KOLON KANSERI TARAMA

FAP 10-12 yas Yillik fleksibl sigmoidoskopi
Polipler goriildiikten sonra 1-3 yilda bir iist GiS endoskopi

Ateniiye FAP Yillik fleksibl sigmoidoskopi
20 yas Polipler goriildiikten sonra 1-3 yilda bir list GiS endoskopi

KOLONOSKOPI 1-2 yilda bir
Endometriyum ca i¢in 25-35 yasindan itibaren pelvik
muayene, transvajinal USG, endometrial aspirasyon
HNPKK 20-25 yas biyopsisi 1-2 yilda bir
idrar yollari kanseri i¢in 30-35 yasindan itibaren ultrasonografi

ve tam idrar tahlili 1-2 yilda bir
Ailesel kolorektal kanser 40 yasinda veya en geng Kolonoskopi 5 yilda bir

1. derece akrabada kanserli akrabanin yasindan 10 Eger birden fazla kolon kanserli akraba varsa (6zellikle 50
once asindan genc) daha sik kolonoskopi




KOLON KANSERI TARAMA

* Hedef Populasyon ve Tarama Sikhgi

* Tum erkek ve kadinlarda 50 yasinda baslayan ve 70 yasinda biten toplum tabanli
tarama (50 ve 70 yas dahil)

Taranacak populasyon, aile hekimlerine kayith bireyler esas alinarak tanimlanmali

Gaitada gizli kan testi gelistirilecek davet yontemleriyle her iki yilda bir

Kolonoskopi her 10 yilda bir tekrarlanir.

Son iki Gaitada Gizli Kan testi negatif olan 70 yasindaki kadin ve erkeklerde tarama

kesilmelidir.



KOLON KANSERI TAKIP

e ilk 2 yil
* CEA, CA 19.9 (6 aylik aralarla)
e BT (yillik)

e Kolonoskopi (1 yil sonra, adenom varsa her yil, yoksa 3 yilda bir)
e 2 yil-5 yil

e CEA, CA 19.9 (yillik)

* BT (yillik)



SONUC



MEME KANSERI TARAMA

» Tartismalar olsa da tarama mamografisi tek care




KOLON KANSERI TARAMA

 Kolonda her yol kOlOnOSkOpiye cikar.




Esas dram olmek
degil dogmaktir.




Madem dogduk, eglenelim!



