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2005 ve 2030'da KANSER

11 milyon Yeni Vaka 27 milyon TIARC

7 milyon Olim 17 milyon
25 milyon Yasayan Kanser Hastasi 75 milyon
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Turkiye’de Kanser Kayit Merkezleri
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Insidans (100.000'de)

Tiirkiye de Kadin ve Erkek Kanserinsidans Degerleri (2000-2006)
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2008-2012 Yillari Arasi Turkiye’deki
Kanser Insidansi
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Cinsiyete Gore Turkiye’'de
En Sik Gorulen Kanserler
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DUNYA KANSER ISTATISTIKLERINDE TURKIYE’NIN DURUMU

Erkek* Kadin*
Diinya 205.4 165.3
TARC’a iiye 24 iilke 236.4 192.5
AB (28 iilke) 314.9 2432
ABD 347.0 297.4
Tirkiye** 250.3 170,6

*Yasa gore standardize edilmis luz 100.000 kiside ** Tiirkiye Birlesik Veri Tabam. 2012
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Globocan 2012’ye gore

Kadinlarda En Sik Gériilen I1k Bes Kanserlerin Dagilim (15)

Tiirkiye* Diinya IARC’a iiye 24 AB (28 iilke) ABD
1 Meme Meme Meme Meme Meme
2 Tirod Kolorektal Kolorektal Kolorektal Akciger
3  Kolorektal Uterus serviksi Akciger Akciger Kolorektal
4  Uterus korpusu  Akciger Uterus serviksi Uterus korpusu ~ Tiroid
5  Akciger Uterus korpusu Uterus korpusu Uterus serviksi  Uterus
* Tirkiye Birlesik Veri Tabam, 2012
Erkeklerde En Sik Gériilen 1k Bes Kanser Tiiriiniin Dagilimi (15)
Tiirkiye* Diinya TARC’a iiye 24 AB (28 iilke) ABD
1 Akciger Akciger Prostat Prostat Prostat
2 Prostat Prostat Akciger Akciger Akciger
3  Kolorektal Kolorektal Kolorektal Kolorektal Kolorektal
4  Mesane Mide Mide Mesane Mesane
5 Mide Karaciger Mesane Bobrek Bobrek
¥

Tiwkiye Birlesik Veri Tabam, 2012



Olumin en sik nedenleri

ABD’de Tiim Oliimlerin %’si
Kalp Hastaliklan
Kanser
Serebrovaskuler Hast
KOAH
Kazalar
Pndémoni & influenza
Diabetes Mellitus
intihar

Cinayet

HIV infeksiyonlari




Kanserden Korunma

e Birincil Korunma = Onleme
— Temel amag: Kanser gelisimini 6nleme

— Tatdn kontrold, obesite, fiziksel aktivite, glinesten korunma,
asilar (HPV, hepatit), kemoprevansiyon (tamoksifen,
raloksifen, aspirin)

* |kincil Korunma = Tarama ve erken tani
— Sikayeti olmayan kisiyi tarama ile erken evrede tanimak
— Meme kanseri — mamografi
— Serviks kanseri — PAP smear
— Kolon kanseri — kolonoskopi
— Prostat kanseri — prostat spesifik antijen (PSA)
— Malin melanom — cilt muayenesi

* Uclincul Korunma
— Kanserli hastanin yasam siiresini ve kalitesini arttirmak amac



"National Cancer Institute" tahmini:
Kanser mortalitesini azaltmak mimkun

Eriskinlerde sigara kullanimini %15 azaltabilirsek: %8-16

Beslenme aliskanliklarinda degisiklik yaparak (orn.
Diyetteki yag oranini %25’in altina indirmek, lifli gidalari
arttirmak) ile: %8

Tarama ve erken taniyla: %3

Ozel tedavilerle: %10-26 kanserin mortalitesi azalabilir



Temel Kavramlar

* insidans: Belirli bir donem icinde (6rn. 1 yil) gelisen yeni vaka
sayisl / risk altindaki toplum

* Prevelans: Belirli bir donemde var olan toplam vaka sayisi / risk
altindaki toplum

Prevalans = Eski vakalar + Yeni gelisen vakalar — iyilesenler — 6lenler

« HT ve DM’de prevalans insidansin onlarca kati

* Metastatik akciger kanserinde prevalans ve insidans ¢cok yakin
degerler (clinkl sagkalim 1 yil icinde)



Temel Kavramlar

* Duyarlilik (sensitivite): Hasta kisilerde yapilan testin
hastaligi saptama olasiligl

 Ozgilliik (spesifite): Saglikl kisilerde testin dogru
(negatif) cikma olasilig

Ozgulluk= 1 — yanlis pozitifler



Tarama Programlari

Toplum Taramasi Yuksek Riskli Grup Taramasi
e Dusuk riskli bireyler * Genellikle hasta yakinlari

* Herkez dahil edilir * Test cok glivenilir olmali ve

e Test ucuz, yapilmasi kolay, ¢ok pahali olmamall

glvenilir olmali



Taramanin Olasi Risk ve Zararlari

Yanlis negatifler = Yanlis saglkli olma duygusu ve given
sarsintisi

Yanlis pozitifler = Ek gereksiz tetkikler ve psikolojik sarsinti
Erken tani / Etiketleme
Tanisal islemin riskleri, maliyeti

Tedavi riskleri, maliyeti



Erken tani her zaman hayat kurtarir mi?

Length bias

Hizli progresyon gosteren
hastalik (& olgu)
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Yavas progresyon gosteren
hastalik (6 olgu)
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Test ZAMAN  —
) = Hastalifiin baglangic:
[Cx = Hastaligin semptomatik hale gelerek tan almas:

v’ Daha yavas seyirli hastaliklar tarama sirasinda sik yakalanr,
bunlarin prognozlari daha iyi olabilir



Ornek hasta: Lead-time bias

Senaryo 1: Senaryo 2:
Hasta Ocak 2009'da = Hasta tarama
hemoptizi ile basvurur. programindadir.

« Ayni ay icinde akciger ca « Eylil 2008'de cekilen toraks
tanisi konulur, tedavi CT'de bir kitle ve LN'lari
baslanir. saptanir.

Hasta Ocak 2010'da « Ayni ay iginde tani konulur

kaybedilir. ve tedavi baslanir.

Sagkalim = 12 ay « Hasta Ocak 2010'da
kaybedilir.

« Sagkallm =16 a
SONUC: g Y

“Tarama programlan sagkalimi uzatir.”
Ama hasta iki durumda da Ocak 2010'da olmustur. => 7777

v Hastaligin seyri degismeyecek ise erken taninin faydasi yoktur.

v" Erken tani sonucu kansere bagh élimlerin azalmasi gerekir.



Ornek hasta: Over-diagnosis bias

Senaryo 1: Senaryo 2:

78 yasinda erkek hasta » Hasta tarama

Bilinen HT ve kalp programindadir.

yetmezligi var. » 79 yasinda PSA ylksek

82 yasinda SVO gegirir ve bulunur.

kaybedilir. « Prostata radyoterapi
uygulanir.

PSA normal sinirlara doner,
kir elde edilir.

Hasta 82 yasinda SVO

SONUC: gecirir ve kaybedilir.

“Tarama programlanyla tumeorler erken yakalanabilir.”
Ama hasta iki durumda da 82 yasinda olmustur. => 7777

v’ Ozellikle ¢ok ileri yastaki hastalarda yavas seyirli kanserler

icin gegerli
v’ Hastayi 6ldiirmeyecek kanser tanisi tarama programinda
konur. Tetkikler ve tedaviler yapilir



Akciger Kanserinde Tarama

Sigara kullanimi

Taramada balgam sitolojisi ve akciger grafisi basarisiz
DlUsuk doz spiral BT basarili

Amerika ve Avrupa datasi

M 11 Histolojik Tip (n=10214) Yiizde
H IStO I OJ I k ta n I fa rkI I AKCIGER ((:34_(;35) 97.1

Kiiciik Hiicreli Dis1 80.7
Y ass1 Hiicreli 392
Adenokarsinom 37.9
Biiyiik Hiicreli 1.8
NOs 21.1

Kiiciik Hiicreli 16.4

Diger= 2.9

MEZOTELYOMA (C45) 2.9

Toplam 100.0  100.0 100.0

Turkiye'de daha ('5nerilm.iy'(‘).r“

Turkiye birlesik veri tabani 2012



Akciger Grafisi ve Sitoloji ile Tarama
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Reduced Lung-Cancer Mortality with Low-Dose
Computed Tomographic Screening

The National Lung Screening Trial Research Team™
METHODS

From August 2002 through April 2004, we enrolled 53,454 persons at high risk for
lung cancer at 33 U.S. medical centers. Participants were randomly assigned to un-
dergo three annual screenings with either low-dose CT (26,722 participants) or sin-
gle-view posteroanterior chest radiography (26,732). Data were collected on cases of
lung cancer and deaths from lung cancer that occurred through December 31, 2009.

RESULTS

The rate of adherence to screening was more than 90%. The rate of positive screen-
ing tests was 24.2% with low-dose CT and 6.9% with radiography over all three
rounds. A total of 96.4% of the positive screening results in the low-dose CT group
and 94.5% in the radiography group were false positive results. The incidence of
lung cancer was 645 cases per 100,000 person-years (1060 cancers) in the low-dose
CT group, as compared with 572 cases per 100,000 person-years (941 cancers) in
the radiography group (rate ratio, 1.13; 95% confidence interval [CI], 1.03 to 1.23).
There were 247 deaths from lung cancer per 100,000 person-years in the low-dose
CT group and 309 deaths per 100,000 person-years in the radiography group,
representing a relative reduction in mortality from lung cancer with low-dose CT
screening of 20.0% (95% CI, 6.8 to 26.7; P=0.004). The rate of death from any cause
was reduced in the low-dose CT group, as compared with the radiography group,
by 6.7% (95% CI, 1.2 to 13.6; P=0.02).

CONCLUSIONS

Screening with the use of low-dose CT reduces mortality from lung cancer. (Funded
by the National Cancer Institute; National Lung Screening Trial ClinicalTrials.gov

number, NCT00047385.) N Engl | Med 2011
ng e -



Akciger Kanseri Tanisi Alanlar

A Lung Cancer
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Akciger Kanserinden Olenler

B Death from Lung Cancer
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RISK ASSESSMENT®P

* Smoking history®
» Present or past

+ Radon exposure?

* Occupational exposure®

« Cancer historyf

* Family history of lung cancer

¢ 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)

NCCN 2015

RISK STATUS

High risk:

* 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)

For patients eligible for
screening, shared patient/
—» | physician decision making
is required, including a
discussion of benefits/risks

Moderate risk:

* Age 250 y and

* 220 pack-year history of smoking
or second-hand smoke exposure9

* No additional risk factors

Low risk:

Routine lung cancer
screening not recommended

Routine lung cancer

* Age <50 y and/or > screening not recommended

* <20 pack-year history of smoking

See Screening and

Findings (LCS-2)




NCCN 2015
Akciger Kanserinde Taramanin Risk ve Katkilari

Riskler Katkilar
* indolan veya kUgUk tumorlerin ° AkC|éer kanser mortahteS'
saptanmasinin verdigi tedirginlik .
. . duser
* Yasam kalitesi: anksiyete o
« Tanisal siirecte olusabilecek * Yasam kalitesi

fiziksel komplikasyonlar —
Yanlis pozitiflik
Yanlis negatiflik —

Gereksiz ek testlerin ve
girisimlerin yapilmasi

Radyasyon maruziyeti
Maliyet
insidental bulgular

Hastaliga bagh mortalitenin
dismesi

Tedavinin morbiditesinde
azalma

Saglikl yasam stiline gecis

Anksiyete ve psikososyal
yukten kurtulma



Tutunle lliskili Kanserlerin Insidansi

insidans
100,0
80,0 86,6 — Ak ciger kanseri erkek
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kanserler erkek
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. PGS 8,0
0,0
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Turkiye birlesik veri tabani 2012



Akciger Kanser1 Evrelerinin Yiizde Dagilimlar: (Tiirkiye Birlesik Ver: Tabani, 2012)

B Lokalize
B Bilgesel

B Uzak metastaz




Tarama Programi Onerilen Kanserler

* Meme
* Serviks
* Kolorektal
* Melanom
* Prostat



Meme Kanserl

* Risk faktorleri: Erken menars, ge¢ menapoz,
gec dogum, cocuk sahibi olmamak, hormon

replasman, obesite, alkol, sigara, OKS

* Tarama
— Kendi kendini meme muayenesi (aylik)
— Doktor tarafindan meme muayenesi

— Mamografi






Mamografi Taramasi

3 randomize kontrolli calisma
Meta-analiz

Meme Ca’dan olimlerde %15-20 azalma

50 yasin Ustunde yilik mammografiyle:
— mortalitede mutlak azalma binde 0.3-3.2
— Binde 70-100 biyopsi
— Binde 3-14 kadinda gereksiz ameliyat, tedavi
40-49 yas arasi yillik mammografiyle:
— mortalitede mutlak azalma binde 0.1-1.6
— sensitivite ve spesifite daha dusuk

JAMA 2014



Serviks Kanseri

e HPV 16 ve 18 kanser icin 6nemli

* Riskler: Erken yasta cinsel iliski, multipl
oartner, sigara, cok dogum, OKS (>5 yil)

* Tarama
— GYN muayenesi
— PAP smear



Serviks Kanseri Tarama Onerileri

Ik cinsel deneyimden 3 yil sonra veya 21 yasindan
itibaren Pap smear

Yilda bir Pap smear veya 2 yilda bir sivi bazli test

30 yastan sonra Ust Uste 3 test normal ise test
araliklari 2-3 yilda bire cikabilir

70 yas ustl, ust Uste 3 testi negatif olan ve son 10
yildir anormal testi olmayan kadinlarda tarama
sonlandirilabilir

As! yaptiranlarda da ayni tarama dnerilir

Am J Clin Pathol 2012;



Kolorektal Kanser

e Risk faktorleri
— Ailesel (HNPCC; FAP)
— Obesite

— Az lifli, kirmizi etten zengin beslenme
— Alkol

* Kemoprevensiyon: Aspirin, NSAID, statin
* Egzersiz



Kolon Kanseri Tarama Onerileri

* 50 yasin Ustunde
— Yilda bir diskida gizli kan

— Ve asagidakilerden biri
* 10 yilda bir kolonoskopi
* 5 yilda bir fleksibl sigmoidoskopi
* 5 vyilda bir ¢ift kontrasth kolon grafisi
* 5 vyilda bir sanal kolonoskopi



RISK
STATUS

Average risk:

*Age 250 y

* No history of
adenoma or
sessile

serrated polyp | |

or CRC
* No history of
inflammatory
bowel disease
* Negative family
history for CRC

NCCN 2014

EVALUATION OF
SCREENING FINDINGS

Rescreen with any

No polyps = 1 odality in 10 y©
Colonoscopyf
Polyp(s) —* Polypectomy <

SCREENING MODALITY
AND SCHEDULESd9-e

Hyperplastic, non-
SSP, and <1 cm

or

Rescreen with
any modality

in 10 y°

See Follow-up of
Clinical Findings:

_ Adenoma/SSPi
Sto_ol-based_.f’ _ Negative Rescreen with any
* High-sensitivity stool test modality in 1 y©
guaiac-based or
immunochemical- Positive
based testing” v f
g stool test Colonoscopy’ — Follow pathway above

or Adenomal/ SSPI — Colonoscopy’ —>
Flexible sigmoidoscopy Polyp(s) > Biopsy or
t interval stool-based polypectomy i .
testing at year 3 Hyperplastic, non- Rescreen with any
. SSP, and <1 cm modality in 5 y°
Negative
stool test/|— Rescreen with any modality in 5 y¢

No polyps

Adenoma/SSP
(CSCR-3)

See Follow-up of
Clinical Findings:

Adenoma/SSP
(CSCR-3)



NCCN 2014

INCREASED RISK BASED ON PERSONAL HISTORY OF ADENOMATOUS POLYP OR SESSILE SERRATED POLYPI

RISK CLINICAL FINDINGS FOLLOW-UP OF CLINICAL FINDINGS®
STATUS
. i Repeat colonosco
Low-risk adenomatous polyps:! Repeat :ig:;:;zl evtleory 10 y™ >
o<
s2 polyps — | colonoscopy
. ;l;l:‘l‘ar within 5 ym
Positive/
Advanced or multiple Polyp
adenomatous polyps:l’k
¥ * High-grade dysplasia Repeat
. «>
Increased-risk -1||°m o » [ colonoscopy
patients: . ¥' :)us (;)Any vitlous within 3 y™
i eatures .
Personal history « Botwean 3 and 10 Negative/ Rq_ap(_aat colonoscopy
of adenomatous vosik No polyp within 5 y™
polyp(s) or adenomatous polyps
SSPs! found at

colonoscopy

More than 10 cumulative
adenomatous polypsl’k

Incomplete or piecemeal

polypectomyI or polypectomy

of large sessile polyps’

.
-

—_

Malignant adenomatous polypl ———

* Individual management
* Consider a polyposis
syndrome

See NCCN Guidelines for Genetic/Familial
High-Risk Assessment: Colorectal

—

Repeat colonoscopy within 2-6 mo™
(timing depends on endoscopic and pathologic findings)

See NCCN Guidelines for Colon Cancer
or
See NCCN Guidelines for Rectal Cancer




NCCN 2014

INCREASED RISK BASED ON PERSONAL HISTORY OF INFLAMMATORY BOWEL DISEASE

RISK
STATUS

Personal history

of inflammatory

bowel diseaseP

* Ulcerative colitis

* Crohn’s disease,
especially if
pancolitis

—>

INITIATION OF
SCREENING

* 8-10 y after onset
of symptoms of
pancolitis®

* 12 y after onset of
left-sided colitis9

—

SCREENING MODALITY
AND SCHEDULE

Colonoscopy every 1-2 'y

* When clinically quiescent,
4 quadrant biopsies every
10 cm with >30 total
samples (preferred)"

* Additional extensive
sampling of strictures and
masses

* Endoscopic polypectomy
when appropriate with
biopsies of surrounding
mucosa for the
assessment of dysplasia

PInformation regarding the value of endoscopic surveillance of long-standing
Crohn’s disease is limited. Surveillance is at the discretion of the physician.

EVALUATION OF POSITIVE
SCREENING FINDINGS

No dysplasia

Flat low-grade dysplasia

—_
High-grade dysplasia
Dysplasia-
associated Polypectomy
lesion or mass with biopsies
(DALM) of adjacent
or adenoma- mucosa
like DALMsS

FOLLOW-UP OF
CLINICAL FINDINGS'Y

. Follow-up
colonoscopy

Surgical
consultation for
resection”

Dysplasia
of adjacent
mucosa

No

dysplasia - Follow-up
adjacent colonoscopy
mucosa



NCCN 2014

INCREASED RISK BASED ON POSITIVE FAMILY HISTORY
FAMILY HISTORY CRITERIA%-*

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

—_—
2 first-degree relatives with CRC at any ageY

First-degree relative with CRC aged 260 y

1 second-degree relative with CRC aged <50 y ————

First-degree relative with advanced adenoma(s) —

SCREENING

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

Colonoscopy beginning at age 50 y or
10 y before earliest diagnosis of CRC

_

e —_—

Colonoscopy beginning atage 50y ———

Colonoscopy beginning at age 50 y
or at age of onset of adenoma in

relative, whichever is first

_

Repeat every 3-5y
depending on individual
family historyY

Repeat every 5 yW:%23@ or if
positive, repeat per
colonoscopy findings

Repeat every 5 yW-%22 or if
positive, repeat per
colonoscopy findings

Repeat every 5 y%2 or if
positive, repeat per
colonoscopy findings



NCCN 2014

SCREENING MODALITY AND SCHEDULE (1 of 4)

* Colon cancer prevention and early detection should be the primary goals of CRC screening.

* Screening of average-risk individuals can reduce CRC mortality by detecting cancer at an early, curable stage and by detecting and
removing polyps. It has also been shown to be cost-effective compared to other screening programs.

* Although patient preferences and availability of resources play an important role in the selection of screening options, tests that are
designed to detect both early cancer and adenomatous polyps should be encouraged.

Screening modalities that detect adenomatous polyps and cancer’-2:3

* Colonoscopy every 10 years,
* Flexible sigmoidoscopy every 5 years,
« CT colonography (CTC) every 5 years?

Screening modalities that primarily detect cancer' 23

* Stool-based screening
» High-sensitivity guaiac-based testing annually,
» Inmunochemical-based testing annually,
» Stool DNA test with high sensitivity (interval for screening is uncertain)®



Malin Melanom

* Risk faktoru: Gunes, acik tenli, acik gozlq,
sarisin, kizil sacli kisi, ozon deligi

* Tarama:
— Kendi kendini muayene
— Supheli benlerin doktor tarafindan goérilmesi



‘ Melanom Belirtileri: ABCDE

| Malign melanom

1. Asimetri (Asymmetry) (Ornek: Benin bir yarisinin
diger yarisindan farkli olmasi)

2. Kenar dizensizligi (Border) (Omek: Kenarlarin esit
olmayip kalkik ya da centikli olmasi)

3. Renkdegisikligi, dlizensizligi (Color) (Ornek: Birden
cok renk icermesi, homojen bir renge sahip
olmamasﬁ

4. Buytklikve gap degisikligi (Diameter) (Ornek:
Capinda ani bir buytime olmast)

5. Kabariklik (Elevation) (Ornek: Benin bir bélgesinin
yukari dogru kabarmasi)




Prostat Kanseri

* |leri yas, kalitsal faktorler

* Tarama:
— PSA
— Rektal tuse (digital prostat muayenesi)
— Transrektal USG



Hate jrer 00,008 i alazios

ABD — Kanser msidans ve mortalitesi

Mlales 1O




ERSSPC — Prostat Ca Tarama

Yilda bir PSA
182000 kisi, 9 yilhk izlem
Tarama kolunda %8.2 Konrtol kolda %4.8 kanser

Tarama kolunda prostat kanserinden 6lme riski %20
azalmis ( mutlak fayda binde 0.71)

Bir 6limu 6nlemek icin 1410 kisi taranir, 48 kisi
tedavi edilir

NEJM 2009



PLCO — US Prostat, Ac, Kolorektal, Over
Tarama Calismasi

* Yilhk PSA ve rektal tuse
e 77000 kisi, 7-10 yil izlem
e Kontrol grubunun yarisi da PSA ve muayene yaptirmis

* Insidans: Tarama kolunda 116, kontrol kolunda 95
(yilda onbin kisi)

 Mortalite: Taramada 2, kontrolde 1.7
* Olimde fark yok

NEJM 2009



Prostat Kanseri Tarama Onerileri

Rutin tarama onerilmez

50 yas ustu, en az 10 yil yasam beklentisi olan
erkeklerle taramanin yarar ve zarari tartisilir

PSA<2.5 ise 2 yilda bir PSA

Ailede prostat Ca dykusu varsa tarama daha erken
baslamali

10 yildan kisa yasam beklentisi varsa tarama
Onerilmez



NCCN 2014

BASELINE EVALUATION RISK ASSESSMENT EARLY DETECTION EVALUATION
DRE normal, Repeat testing at
PSA >1 ng/mL¢ 1-2 year intervals
Age 45-49y
« History and physical (category 2B)
(H&P) including: .
» Family history DRE normal, _  Repeat testing at

e Start risk and PSA <1 ng/mL
benefit discussion

about offering

» Medications age 50
» History of prostate

disease and

o . baseline PSA?2 Age 50-70 y
screening, including « Baseline digital
prior PSA andlor rectal examination DRE normal,
isoforms, exams, a PSA <3 na/mL
nd bi i (DRE) 9 Repeat testing at
a opsies and no other :
C 1-2 year intervals
indications for
Age>70y —— biopsy

(category 2B)P




Kadinda Kanser Taramasi

 20-39 yas

— Her ay kendi kendini meme muayenesi

— Her yil Pap smear, GYN ve tUm cilt muayenesi

— 3 yilda bir klinikte doktor tarafindan meme muayenesi
* 40-49 yas

— Yukaridakilere ek olarak yillik klinik vizit ve mamografi
* 50 vyas ve ustu

— Yukaridakilere ek olarak her yil diskida gizli kan; 5 yilda
bir sigmoidoskopi veya 10 yilda bir kolonoskopi



Erkekte Kanser Taramasi

 20-39 yas
— Her yil tim cilt muayenesi
— 3 yilda bir klinikte doktor muayenesi
* 40-49 yas
— Her yil tim cilt ve klinikte doktor muayenesi
* 50 vyas ve ustu
— Ek olarak prostat ca tarama tartisilir, istenirse rektal
tuse ve PSA
— Diskida gizli kan, tim cilt muayenesi

— 5 yilda bir sigmoidoskopi veya 10 yilda bir kolonoskopi



j-’) I.C. Saglhk Bakanhg

Kanser Erken Teshis, Tarama ve
Egitim Merkezleri (KETEM)
Toplum Saglig1 Merkezleri (TSM)
Aile Saghgi Merkezleri (ASM)

¢ 40-69 yas kadin
¢ 2 yilda bir
e Mamografi cekilmesi

Meme Kanseri
Tarama
Programi

¢ 30-65 yas kadin Rahim Agz:
* 5yilda bir "H"P”;::l:‘a'"‘a

e Smear veya HPV testi

e 50-70 yas kadin, erkek

¢ 2 yilda bir

¢ Gaitada gizli kan testi

e Her 10 yilda bir kolonoskopi

Kolorektal
Kanser Tarama
Programi

9 I.C. Saglhk Bakanhg



