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O 0pOOKOAIKOG KAPKIVOG TTPOCPEPETAI YIA TTPOANYN

MpoUmoBeoelc:

1. ZInpavtikq Ovnrotnta kot voonpotnta

(2" awtia Bavatou amo kapkivo, 3% 0Awv Twv Bavatwv)

2. 2UXVO VOONOL KOl LLE LOLKPOXPOVLO OLCUMMTWHATLKO 0TASL0
(10-15 €tn anmd adEvwpa o€ KOPKLvo)

3. Ynapktn Oepaneia

(adaipeon mpwipou kapkivou >90% erniBiwon)



H avtipetwrion tov Kapkivou to 2015

* Eykploelc amno FDA 2002-2014:

-72 pappaka, 52 otoxeUUEVEC Bepareieg

-23 pappaka povo PFS, oxL cuvoAlkn emiBiwon
-n€on BeAtiwon otnv enBiwon: 2.1 pAvec!
-0X€0N KOOTOUC QTMOTEAECHATIKOTNTOGC;
-SUOPBACTAKTO KOOTOC OO TOL CUCTAMATA LYELOG
-eTIBAANOVTOL VEEC TIPOCEYYLOELC KOL OTPATNYLKEC

-TPOANYN;

Fojo, Nat Rev Clin Oncol 2014



H 10aviki dokipyaoia TTpoAnyng

AkpiBela

EvawoOnoia: Betikd og mapoucia vooou

EldlkotnTa: apvnTIKO O€ amouoia vOoou

TEKUNPLWHUEVN ATIOTEAECHOATIKOTNTO
AmtAoTtnTa o€ Xpnon Kot edpoappoyn, arnodoxn
AlaBeopotnta

XapunAo KOoTOC



Screening TTPIV ATTO TO screening!

e EkTipnon kivdouvou yia KINE
1. lotopikO KI'1E 1 adevwpaTtwdoug TTOAUTTO0q;

2. loTopikd IONE, akTivoBoAiag oTnv KolAIoKA xwpa yia Ca oTnV
TTaIdIKA NAIKIQ;
3. Oikoyevelako 101opIko KINE i adevwuatwdoug TToAUTTodq;

(BaBuocg ouyyévelag, nAikia diayvwong)

« Mé£oou KIvOUVOoU: apVvNTIKN ATTAVTNOT O€ OAEG TIC EPWTNOEIG
* YynAouU Kivduvou: kKoAovookdTtrnon

FAP: ETAOIA OIYMOEIOOOKOTTNON OTT0 10-12 £TWV
HNPCC: KOAOVOOKOTTNON KAOE 1-2 £€TN META Ta 20-25 £€TN

MNovidiak6g ‘EAeyyog!




Aokipaoiec NMpoAnwng otov Kapkivo lNayxEog
EvTépou

* Avixvevouv KapKivo Kot ToAUTtodeC (doMKE(C)

AlaBaon ue Baptio kat StmAn oklaypaeikn avtideon

Aéovikn KoAovoypapio

JlyuoeldooKomnnon

KoAovookortnon

Evbookormikn Kayoulda MNoayeog Evtepou

* AviXvelouv KapkKivo (kompavwv)

Aokiuaoio kompavwy ylo Aavdavouoa atuoppoayio LUE YOUOLAKN
g-FOBT

AOKLUOOIO KOTTIPOVWV UE AVOOOLOTOXNUELQ yla alpuoo@alpivn
Aokiuooiec DNA korpavwv



guaiac-Fecal Occult Blood Test (FOBT)

e Alpo ota KOTIpava

* 3 SLaOOYLKEC KEVWOELC, OO 2
delyparta

 OQappoaka, drattntikol
nepLopLopol (KOKKLVO KpEag,
Vit C), evudatwon




G=FOBT: TEKMNPIWMEVN ATTOTEAECHATIKOTNTA

MEiwon BvnToTNTOG

KGOe 2 €Tn ETACIO OUUUETOXN OTNV
TPOANYN

Minnesota 21% 33% @
47,000/18 £Tn

Funen 18% -
140,000/13 £Tn

Nottingham 13% -
153,000/11 £T1n

Burgundy 16% -
91,000/11 £Tn

Goteburg 16% -

34,144/19 £€Tn



Fecal Immunohistochemistry Test (FIT)

AvBpwriivn odatpivn

Eva delypo Kompavwy

KaAUtepo amno FOBT (evawoBnoia,
CUHHOPdwWON)

[TOLOTLKA-TIOCOTLKA

Mo akplpo

Mopapevel n xapunAn evawcdnoio yla
npoxwpnuevo adevwpua (<50%)

FoOB



2UYKpIon iFOBT vs. gFOBT

gFOBT iFOBT
2 UUMETOXN 46,9% 56,6%
QETIKEC DOKINATIES 2,4% 5,5%
Kapkivol 11 (0,1%) 24 (0,2%)
[Mpoxwpnuévo AdEvwpua 48 (0,5%) 121 (1,2%)
EidikoTnTO 99,0% 97,8%
KoAovooKoTtrnon JETA BETIKA doKINaoia88,0% 82,6%

Van Rossum, Gastroenterology 2008



lovidia mov EUMAEKOVTOL GTOV KOPKLVO TIAXEOC EVTEPOU

Adenome = camcer

(CiN and MEI in Lynch syndrame)
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‘ OdovTWTA 000G KapKIVOoyEvEONS TTIBavVA UTTEUBUVN Yia TO 20-30%



Aokipacia eAéyxou DNA kompavwv

Plasma Markers (vascular invasion)

Cologuard (FDA 2014):
-Avixveuon
METAAAGCEWY,
ueBUAiwoncg kai Hb
OTa KOTTPAvVA
-EvaioBnoia
QveCAPTNTN OTTO
oTadI0 ka1 B€on Ca

Large

-K6oT0C Pra-cancar cancer
-DNA a110 TTAGOMa (TO
LUEAAOV)



EYKPITIKA HEAETN: DNA KOTTPAVWYV

A B MT-sDNA FIT
100%
N: 9989 90% 90% 90%  93%
EvaiocOnoia otn didyvwon: 76% 73%  75% 75%
DNA vs FIT 66%
Ca:92,3% vs 73,8%
HGD: 69,2% vs 46,2%
Stage | Stage ll Stage lll Stage -1l Stage IV
(23) (21) (10) (60) (4)
B
65% 68%

39% e 2N
30%
] ] 21%
A. Euaiobnoia otn didyvwon Ca =
B. EuaioBnaoia otn didyvwon
TTOAUTTOOWV 0-9 mm 10-19 mm 20-29 mm >30 mm
(66) (574) (79) (38)

Imperiale et al. N Engl ] Med 2014



ZLYMLOELOOOKOTINON

e Q¢ tn omAnVIKN Kaumn, > 40 ek.
* OxLPAaBec oto beél evtepo! Mooooto;

e AmAN mpoestolpacia, oyl EELOLKEVLEVO TIPOOWTILKO, OXL
KOTOLOTOAN

e KaAd TEKUNPLWUEVN OTTOTEAECUATIKOTNTA
(netavaAvon 5 peAstwy, 410,000 atopwv)
-0€ €TinMTWon 32% (RR:0,81) (CI:0.75-0.81)
-o€ Ovnowotnta 50% (RR:0.72) (Cl:0.65-0.80)
Holme, Cochrane Database Syst Rev 2013
* OAwn KoAovookornon av adevwua >1 k. (0.5;)
* Juvbuaopoc pue FOBT kaAUtepog;



2IYMOEIOOOKOTTNON: TUXAIOTTOINMEVESG MEAETEG

Telemark : 400
(Thiis-Evensen et al. 1999)

NORCCAP : 13.823
(Hoff et al. 2009)

UK FS: 57.237
(Atkin et al. 2010)

Outcome Telemark, Norway NORCCAP, Norway UK FS trial, UK
Intention-to-treat analysis

CRC incidence 80% reduction* No difference 23% reduction*
CRC mortality 50% reduction 27% reduction 31% reduction*
Overall mortality 57% increase* No difference Mo difference

Per-protocol analysis

CRC incidence - - 33% reduction*
CRC mortality - 59% reduction® 43% reduction*

* significant - not reported



Double Contrast Barium Enema

Mpostolpacio, KabBetripag oto opB0 yia BapLo, OXL KATALOTOAN
Avixvevel mepinovu to 50% adevwpatwy > 1 K.

XaveL to 15-22% twv Kapkivwv

Mo evaicOntn amo FOBT, eppeoca amoteAeoUATIKA OTNV
TpoAnYN

H xprion tTnG LELWVETAL CUVEXWG



Computed Tomographic Colonography

Mpostolpocio pe KaABaPTIKA (CAUOVON KOTIpAVWVY;)

Yuykplowun evaoBnoia (90%) pe koAovookomnon yia BAABEC
>10 mm

OxL peAETEC ATTOOELKTLKEC

MBava kaAUTepn amodoxn amnd KOAOVOoKOTINON
Entimedec BAAPec; Mikpeg BAAPEG;

AktwvoPoAia; (5 €tn)

E€weviepka eupnpata (HELOVEKTNUOL,)

OxL KoAn) oXEoN KOOTOUC OTTOTEAECUATIKOTNTOLG



Computed Tomographic Colonography

rectal mass with central depression

ACOVIKOC TOUOYPAPOC (TTOAUTOUIKOC, AETTTEC TOMEC, 2-3D
£ce1dikeuon)



EvOoOKOTTNON NE ACUPMATH KAWOUAQ

« XaunAn evaioBnaoia
« [lpocTolyaoia pe KABAPTIKA

e 2014 (FDA): 2UOTAVETAI O€ N
OAOKANPwWGON KOAOOKOTTNONG



EvOOoOKOTTIKN KAWOUAQ

NMpooT1rTiki peEAETN, 320 acH.

Variable Colonoscopy* Capsule Endoscopyy
Prevalence Sensitivity Specificity
no. of patients (%) % (95% Cl)
Polyp
Any size 212 (66.2) 72 (68-75) 78 (71-84)
<6 mm 188 (58.8) 61 (57-64) 82 (76-87)
=6 mm 87 (27.2) 64 (59-72) 84 (81-87)
=10 mm 50 (15.6) 60 (51-66) 98 (96-99)
Adenoma
=6 mm 71 (22.2) 68 (58—76) 82 (79-84)
=10 mm 45 (14.1) 64 (54-72) 97 (96-99)
Advanced adenomai
Any size 52 (16.2) 85 (73-93) 50 (48-51)§
=6 mm 49 (15.3) 73 (61-83) 79 (77-81)
=10 mm 45 (14.1) 64 (54-72) 97 (96-99)
Colorectal cancer| 19 (5.9) 74 (52-88) 74 (72-75)

Van Gossum, N Engl J Med 2009




H koAovookomnnon




KoAovookonnon

H o evaiocOntn uébodoc ouvoAika (gold standard;;;)
Xavel moAUmodec kat kapkivoug (6e€La;)
Mpoetolpaoia, KATAOTOAR, EMUTAOKEG, EVOOOKOTIOC
Avvatotnta adaipeonc moAumodwyv kat flodiag

To TeAKO BApa og BeTIKO screening!



National Polyp Study (NPS) — OvntéTnTa

16-

1.4

Expected from general
population (SEER9)

1.24
1.0-
o

Observed NPS
adenoma cohort

0.6

0.4+

Observed MPS

0.2 nonadenoma cohort

Cumulative Colorectal-Cancer Mortality (94)
=
i

0.0

| | | | | | 1
0 2 4 & 8 0 12 14 1le 18 20

Years Followed

MNo. at Risk
Adenoma 2602 2358 2100 1308 1246 4561
Monadenoma 773 733 &TE B3z 420 164

= H moAutrekTOouN eAATTWOE TOUG BavaTtoug atrd KIE katda 53%

Zauber, N Engl ] Med 2012



KoAovookonnon: TUXOLOTIOLNMEVEC LEAETEC OTO HEAAOV...

Started 2012

Started 2009

Started 2009

Started 2014

[ Randomization

Hand-:-mlzatmn

Randomization

F{andc-mlzatmn
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= FIT

= FIT

i r Fr
10 year 15 year 10 year 15 year

Colorectal Cancer Colorectal Cancer Colorectal Cancer Colorectal Cancer
Meortality Meortality Meortality Meortality




Evidence of efficacy of colonoscopy

/ N\

Year Outcome Left side /!ight side
2010 Mortality 053 ! 095

2009 Mortality 033 099

2009 Egzﬂisai 0.33 ‘ 1.02 |
2008 Incidence 0.21 \varied by year '
2005 Incidence 0.68 \ 1.02 /

Singh el al. Gasfroenterology 2010,139:1128-1137

Baxter et al. Ann Intern Med_ 2009;150:1-8.

Brenner et al. JNCI. 2010:102(2): 89-95.

Lakoff et al. Clin Gastroenterol Hepatol. 2008 Oct:6(10).1117-21
Cotterchio et al. Cancer Causes Control. 2005 Sep;16(7).865-75.



OdovTWwTN 000G KAPKIVOYEVEO NG

Mormal mucosa:

» BRAF
mutation
« CIMP

Sessile serrated
adenoma/polyp

« BRAF
mutation
« CIMP
Microsatellite
instability
Sessile serrated
adenoma/polyp
with cytological
‘ dysplasia

MLHT methylation

Rate of progression uncertain

Carcinoma

Potential for rapid rate of progression similar

to that seen in Lynch syndrome polyps

Figure 4. A schematic representation of the putative development of CpG island methylator phenotype (CIMP)-high colorectal cancers with microsatellite
instability through a serrated pathway via methylation of the MLH 1 gene.




Odoviwtol moAUTodEeC:
Avayvwpilovtal Ko adatpouvtal o dUcKoAa
(interval cancers;)




O evd0OKOTOC £XEL onMacia

Table 1 Lewels of colonoscopy competence according to
European guidelines (modified).””

Level 0 Does not remove lesions

Level 1 Removes lesions <10 mm

Level 2 Removes sessile and stalked lesions <25 mm, providing there is
good access

Level 3 Removes flat lesions <20 mm, providing there is good access and

all sessilefstalked
Level 4 Removes all types of lesions suitable for endoscopic removal




Quality asurance item
Consent and withdr zwal of consent

Experienceof the screening
colonosoopist

Bowel cleansing

Sedation, analgesia, and comfort

Unadjusted o=cal intubation rate
Adenoma and cancer detection
rates

Colonos cope withdrawal time
Polyp retrieval rate

Significant interval kesons

Spe cialist re e mal for remaval of
largerpalyps

Oeaning and disinfection
Tattaaing sitesoflarger polyps and
(=]

Umichedul &d readmissions

Perforation rate

Blesding rate

[MOIOTIKOG EAEYXOC KOAOVOOKOTTNONG

Proposed standard

Auditthe number of patients who dedinecolone copy on theday of the procedure and the number of
intraproce dural withd rasa s of consent.

Propased standard : fewer than 5 X of cases to withdraw consenton the day of the procedure and fewerthan 1 Zduring
the procedure

We recommend that a minimum lfetim & mlonoes copy experie noe together with a minimum number of annual

sone ening colonoscopies shoulkd be agreed.

Propased standard: tobe agreed by soreening boards

The state of boweldeansing should be audited.

Proposed standard: at beast 90 % of exa minations should be rated as “adequate”™ bowel deansing or better
Auditofsedation practices, incduding average doses used of medication together with mmiort scores.

Proposed standard: nomaone than 1 of patients should beoame hypoxic (saturation below 853 formone than 30
seconds) orforother resxsomn require administration of areversal agent

Audit the completion rate for all colonosoopies.

Proposed standand: unodjius fed cecalimtubation rate of at kast 90 %

The numberof detected adenomas and cancers should be audited.

Proposed standard: tobe agreed by soreening boards

Awerage withdrasal times should be audited.

Proposed standard: a minimum of & minutes inat beast 90 % of purely diagnos ticexaminations

Sgreening programes anticipate that all resected polyps are retrie ved for his tlogical analysie.

Propased standand:z 90 % of resscted polyps should be retrieved for histologicalanal ysi

Wie recomimend that sonsening programs maniborsize, appearance, lcation, and histology of all pokyps larger than
Tom and caneers found betwee n screening examinations as well a5 aft er the patient has been dscharged from a
SO e in g [prog ram.

Propased standard: tobe agreed by soreening boards

Wi an ticipatethat the remowvaloflarger polyps will be defered toa dedicated dinical session, perhaps ata separate
tert iary referra lce ntre. Soreening programs should record how larger palyps detect ed at soreening are managed,
toget her with details of outcomes.

Propsed standard: tobe agreed by soreening boards

Adoption of manufactuners’, national, and European s tandards for disinfection.

Proposed standard: rout ine microbiological testing at interva ks not enceeding 3 months

We recammeend that soreening programes set standards regarding which polyp sites should be tattooed.

Propased standard: the placement of ta thoos ollowing the remaoval of all polyps 2om or larger autside of fed mlo-
nic kandmark s such as the cecumand nectum

Wie recomimend that soresning programs recond details of all emergency admis sions within 30 days of the soresning
CORON OSCOY.

Propased standard: tobe agreed by screening boards

We recommend that details should be recorded of allper forati ons complicating diagnostic and the rapeutic
procedunes, that require sungical repair and that oaur up to 2 wesks after endos copy.

Propased standard: femer than 1: 1000 diagnastic or ther apeu tic e xamin ations should resultin a perforation
nequiining sungical repair

Al cxses of immediabe and | ate bl seding following poly pe ctomy should be recorded.

Proposed standard: fewer than 1:20 cases of blee ding should ul timarte by re quine surgical inbervention




MeTA TNV apXIK KOAOVOOKOTTNON

 Metd 10 £Tn 0€ QUOIOAOYIKA EUpUATA:
-KABOAOU TTOAUTTODEG

-UTTEPTTAACTIKOI TTOAUTTO0EC 0PBOU OIYHOEIDOUC < 0.5 €K.
-XOMNAOU KIVOUVOU adEVWHA (1-2 HIKpG owAnvwon)
e  MeTa TUNUATIKA EKTOMN

-2.€ 2-6 UNVEC

e 2&AlyoTEPO ATTO 3 £TN

->10 adevwuaTa

e 2€3€TnN 0€ uPnAou KIvOUVOU adevwuaTa:
-ANaXVWTO

-> 1¢€K.

-3-10

-000VTWTOI TTOAUTTOOEC > 1€K. 1) UE OUCTTAQCIO



OpyoavwHEVA TTPOYPOAUHATO TIPOANTITIKOU EAEYXOU

| : X - n-:;{;.’! =
e e,

European guidelines for quality assurance in colorectal

cancer screening and diagnosis First Edition

European Commission




[MoIoTIKEG TTPOdIaAYPAPES: EU

Table1

Summary Table of performance standards in colorectal cancer screening

Indicator!

= B L B

oo =Jd

10

11

12

13

Invitation coueragekecz. 7: Sect3.3.1
UPtBkE ratefecd.s;Sect3.3.1

Rate of inadequate FOBTRec3-% 4.21:Sect3.3.2:4.3.4

Maximum time between test and receipt of result should be 15 daysRec315:5ect3.3.4
Rate of referral to follow-up colonoscopy after positive testRec 210:5ect 3.3.2.3.3.3

Maximum time between referral after positive screening (any modality) and follow-up

colonoscopy should be 31 days®ec? 16319 Sect 334,5.3.3

Compliance with follow-up colonoscopy after any positive screening testfe 1% sect3.3.2.3.33
Rate of complete colonoscopies. Follow-up and screening colonoscopies to be recorded
Separatelyieclll; Rec5.47,%ct33.2,33.3 545.1

Time interval between positive colonoscopy/ FS and definitive management should be
within 31 dayshcll?,ﬂ.i; Sect3.34,8.2

Endoscopists participating in a CRC screening programme should perform a minimum
no. of procedures per yearfec >-38:sect3.4.5.1

Biopsies and lesionsidentified in the screening programme and the subsequent resection
specimen should be reported on a proformafec7-11:5ect 7.65.2.7.8

Rate of high-grade neoplasia reported by pathologists in a colonoscopy screening
Prngrammeﬂec?.ll:Sa:t?.?

Rate of high-grade neoplasia reported by pathologists in a FOBT screening
Prngrammeﬂec?}l:Sa:t?.?

Acceptable |evel

95%
>45%
<3%
>90%
90%
>90%

85%
>90%

>05%
300
>00%
<5%

<10%

Desirable level

>95%
>65%
<1%

>05%
>095%

>90%
>95%

>300



MNocooto NMAnBucpoL ou £xeL uoBANOei os
NPOANTTIKA SOKLpaoiol aViXVEVONG KAPKIVOU TTAXEOC
evtépou, H.M.A. 2012

Colorectal Cancer Screening® Prevalence (3:) among Adults Age 50 Years and Older by State, 2012

*gthar a focal pooult blood tost within the past yooar or a sigmoidoscopy or oolonosoopy within the past 10 years (ndudes dagnostic oxams)
Sowrce: Bohowioral Rk Factor Survellancs System Public Uso Data Tapes 2012, Matioral Center jor Chronlc Dissasa Frevention and Health Promotion,
Centers for Dissase Control and Provention.



YnepBoAikn xprion KoAovookonnong o€ StkatouXoug
tou Medicare otic H.IN.A.

% Repeated

colonoscopy
O <5
514
= 1518
I 20-29
I 30-39
I =40

MocooTtd acaAiopévwy Medicare TTou uTTEBARBNOCAV o€ TTPOWEN
ETTAVAANTITIKY) KOAOVOOKOTINGN XWPIG oaPn EVOEIEN avA UYEIOVOMIKI) TTEPIOXT).
OAol gixav uttoBAnBei o€ TTpoAnTITIKA KOAOVOoOoKOTINoNn 2001-2003.

Arch Intern Med 2011



EvaioBnoia dokKipaoiwy yia pia gopd

Table 2. Sensitivity of One-Time Colorectal-Cancer Screening Tests.

Test Sensitivity References
Cancer Advanced Adenomas®
percent

Stool-based tests

Standard guaiac fecal occult-blood test 33-50 11 Mandel et al.,'* Hardcastle et al.,**

(three stool samples) Kronborg et al.,** Imperiale et al.,'®
Ahlquist et al.*?

Sensitive guaiac fecal occult-blood test 50-75 20-25 Levin et al.,* Whitlock et al.,* Ahlquist
(three stool samples) etal.,'” Allison et al.*®

Immunochemical fecal occult-blood 6085 20-50 Levin et al.,® Whitlock et al.*
test (one—three stool samples)

Old stool DNA test (one stool sample) 51 18 Imperiale et al.*®

New stool DNA test (one stool sample) =80 40 Allison et al.,*® Itzkowitz et al.'®

Structural examinations of the colon

CT colonography Uncertain; probably =90 90 (if =10 mm in diameter) Johnson et al.*®
Sigmoidoscopy =85 (in the distal colon) 707 Selby et al.,** Lieberman et al.??
Colonoscopy =95 88-98 Lieberman et al.,*? Imperiale et al.,*?

Schoenfeld et al.,?* Lieberman et al,,**
Pickhardt et al.,*® Cotton et al.,?’
Rockey et al *#

* Advanced adenoma is defined as a tubular adenoma that is 10 mm or larger in diameter or an adenoma with villous histologic features or
high-grade dysplasia.

1 If an adenoma is detected in the distal colon, the patient would undergo complete colonoscopy, which would result in the detection of
some proximal advanced adenomas.




MpoAnyn kapkivou Moxeog Evtépou

Meta ta 50 €tn, uEcou KvdUVOU:

KoAovookomnnon kaBe 10 £tn

2Llyposltbookomnnon kabe 5 €tn

A¢oviki KoAovoypadia kaBe 5 £tn

AwaBoaon pe Bapio AutAn Zkiaypadikn avtiBeon kabe 5 €tn
FIT A FOBT kB¢ 1 £t0¢

Aokipacia DNA konpavwyv kaBe 3 €tn



EvaloOnoia SoKLaoLWV GUYKPLTLKAL

e [ va aviyveuBei 1 kapkivoc:
-208 va uttoBfAnBouv o€ FIT
-166 va urmtoBAnBouv oe DNA kompavwy

-154 va utoAnBouv og KoAovookomnon
Imperiale NEJM 2014



Mpotipnon aa.cBevwv

* H teAlkn amoteAeopatikotnta tng doklpaoiac e€aptatal amo
TN CUMMETOXN

* FIT>CTC>KoAovookomnnon

(OxL tavta, OXL o€ OAEC TLC LEAETEC)

e EfatoulkeUMEVN N €TILAOYN TEALKA

-ApXLKN 1 ETLTNPNON

-NMapayovtec Kivduvou

-Ala@eopotnta

-E€ebikevon



Kootoc dokipaolwv

* BpaxumpoBeopo apyLko Vs HoKpoTipoBeoo
(emavaAnyn dokipaolwy, teAlkd KoAovookomnon)
e Kapkivoc oto teAko otadlo akpoc!
e AmodektoO KOOoTOC Yo KABe {wr) mou owletal: 50,0005 USA
e Kapwa dokpaoio > 15,0005 USA
Zauber, Gastrointest Clin N Am 2010



TL Aéve oL KatevuBuvtNPLEG 0ONYLEC

 Multi-Society Task force (ACS-MSTF) 2008-2014
-[lpotiua TEOT TOU AVIXVEUOUV TTOAUTTOOEC

* United States Preventive Services Task Force 2008
-anattel SoKIUAO(EC UE UYNAN Tekunpiwaon
-ipotelveL dtakomn screening o€ akpaiec nAtkiec (75-85)
 American College of Gastroenterology 2008
-tpwtn €rttAoyn n koAovookortnon (2" FIT)

* National Comprehensive Cancer Network 2012
-TIPOTIUNON OE KOAOVOOKOMNON

* Council of the European Union

-FOBT povo arno ta 50-75



NPOAHYH EAFEINOY TOF NAXEDTE EMTEPCY

[mpikmn Ee s Byrwrdors Dol ooparerse Bres, Meecpsiss e ety s
Miasia Tooofals, Marpasiss 0 M drrnr

i

Do o e




«...0a BéAaue TEAOC euQATIKA va ToVIOOUUE OTI TA TTPOYPAUUATA ETTITNPNONG
TOU TTAnBUCUOU TTPETTEI va evappovidovral UE TIC KOIVWVIKES KAl OIKOVOUIKES
OUVBNKEC TTOU ETTIKPATOUV O€ KABE xwpa Kai Uutt’ autn Tnv évvoia Ba
e€eIdIkeUBoUV yia Tnv EAAGOa. 'ETal n KOAOVOOKOTTNON TTOU ATTOTEAEI THV
mAéov aélOTTIOTH Kal TauToxpova ac@aln uébodo emrnpnong, otnv EAAGda
givar Bnvn Kai eUKOAd TTpooLAaaiIun o€ oxéan UE TIC XWPES TS BopEiou
Eupwrrn¢ kai Auepikng. H aéovikn KOAOvookOTTnOn TN XWea uag ivai
akpiIfn Kai SUCKOAQ TTpooBACIUN EVW ETTITTAEOV EXEI TA UEIOVEKTHUATA THC
loviCouoag akTIvoBoAia Kal TNG aduvauiac va EKTEAECTOUV ETTEUPATIKES
mpaéeic. EmimmAéov, o uéoo¢ EAAnvacg o¢v givai e€oIKEIWuEVOS UE TN Xpovia
xpnon eravaiauBavousvwy diayvwaoTIKWV OOKIUATIWY OTTWCS TNS
avixveuonc< ainooeaipivnc ara KOTTpava, VW ol YEVETIKEC OOKIUATIEC gival
akpIBES, Oev KaAuTTrovral ao@aAioTIKG Kai gival OUOKOAQ TTpo0BACIUES OTO
VEVIKO TTANOUGOUO. 2UVETTWCS KATA TN YVWUN JAS, OTN Xwpa uac Ba mmpérrel va
EXOUE OTOXO va aTnpiéouuE Ta TTPOYPAUMATA ETTITNENONS UE TTANPN
KOAovookorrnan...»



