1. itiraz

62. Melanoma tanili ve klinik olarak N+ bir hastada nodal bolgelere gore yiiksek yineleme
riski agagidakilerden hangisinde dogru verilmistir?

A) Aksiller >2 LN metastazi
B) Supraklavikuler >1 LN metastazi
C) Servikal >1 LN metastazi
D) inguinal >2 LN metastazi
E) Femoral >2 LN metastazi

Yanit:

Yazim yanlisi nedeni ile itiraz kabul edilmistir.
2. itiraz

42. Karaciger metastazi nedeni ile 3 fraksiyon SBRT
planlanan hastada radyasyonla induklenmis karaciger
hastaliginin (RILD) gelismemesi igin énerilen volim-

esik doz nedir?

A) 500 ml <10 Gy
B) 500 ml <15 Gy
C) 700 ml <10 Gy
D) 700 ml <15 Gy
E) 1000 ml <15 Gy

Yanit:

Yanlis sik sehven dogru yanitlanmigtir. Dogru sik itirazlardaki gibi D sikki olarak
diizeltilmistir.

3. itiraz

7. Hepatoseluler karsinomlarda lokal ablatif tedavinin
karatif olmasi igin maksimum timaor boyutu kag cm
olmalidir?

>

nogecze:z
I I ST OO

m QO

Yanit:
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PRINCIPLES OF LOCOREGIONAL THERAPY

L_General Principles
. AII patl-nu wnh HCC should be evaluated for p. ial ive th cti and for small lesi blati
th y should be d In who arc not candldahs for surgical curative matmonu. orasa pm of a strategy to bridgo
pltlonh for other cunﬂvo therapies. These m dly g d into ablation, arterially di d ap and radi py. Multidisciplinary review is
recommended.

IL. Treatment Information

A. Ablation (microwave/radiofrequency, surgical, or percutaneous ethanol injection):
«All should be ble to abl; such that the tumor and, in the case of thermal ablation, a margin of normal tissue is treated.
A margin is not d following p hanol injecti
* Tumors should be in a i ! fof.... Nap. hes for
« Caution should be exercised when ablati near major 1 mdor blo duds. diaphragm, and other intra-abdominal organs.
+ Ablation alone may be curative in treating tumors less than or equal to 3 cm. In well-selected patients with small properly located tumon, ablation should
bo considered as definitive tment in the of a muiti 'y review. Lesions 3 to 5 cm may be treated to prolong survival mlng arterially
d th or with bi of an arterially directed therapy and ablation as long as tumor | ion is ible for abl:
U ble/inoperabl i greater than 5 cm should be considered for treatment using arterially dii d therapy, sy

or RTA®

PY

B. Arterially Directed Therapies:

«All ir tive of | ion may be ble to arterially directed therapies provided that the arterial blood supply to the tumor may be isolated
without oxmﬂvo non-target treatment.

+ Arterially directed therapies include bland transarterial emb (TAE),*578 ch b (transarterial chemoembolization [TACE]® and TACE
with drug-eluting beads [DEB-TACE]),*1° and radioembolization (RE) with yttrium-90 (Y-90) microspheres. .

+ All arterially di d pies are rel dinp with blllrubln greater than 3 mg/dL unless segmental mmm can be performed. b
RE with Y-90 p has an i od risk of rad liver d in pati with bilirubin greater than 2 mg/dL."?
» With RE, delivery of 205 Gy or more to the tumor may be associated with increased overall survival.'
» A dose of greater than 400 Gy to 25% of the liver or less in patients wnh Child-Pugh A liver function is ded.'58 For ically limited

g y with Y90 or ablative dose ic body radiation therapy (SBRT) should be considered. "

* Arterially dii d therapies in hlghly il d pati have been shown to be safe in tho presence of limited tumor invasion of the portal vein.
» Randomized controlled trials have shown um Y-90 is not superior to for d HCC. RE may be appropriate in some patients with

advanced HCC, 2021 gpacifically patients with segmental or lobar portal vein, rather than main portal vein thrombosis.?

*8S py may be Pprop g arterially directed in with q liver fi ion once bilirubin returns to baseline if

tMn is evid of resid rent tumor not ble to addmoml local therapies.

Klinik sorularda kaynagimiz NCCN olarak belirtilmistir. Sorunun cevabi NCCN’de yukarida sari
ile isaretlenmistir. itiraz reddedilmistir.

4. itiraz

6. Anal kanalda skuaméz hucreli karsinom tanisi ile
definitif kemoradyoterapi uygulanan hastalarda tedavi
bitimi sonrasi ilk yanit dederlendirmesi en erken kaginci
haftada olmalidir?

A) 4
B) 8
C) 12
D) 16
E) 20

Yanit:

Klinik sorularda kaynak olarak NCCN gosterildigi ve soruda en erken kaginci haftada
degerlendirilmesi soruldugu icin itiraz reddedilmistir.

5. itiraz



8. Kolonoskopide rektum 10. cm’de derin infiltratif adeno
karsinom saptanan olguda evreleme igin rutinde
asagidakilerden hangisi(leri) onerilir?
|. FDG-PET/BT
. EUS

Ill. Alt abdomen MRG

IV. Toraks/abdomen BT

A) Sadece |

B) -

C) Il

Dy -1V

E) lI-l-IV
Yanit:

Klinik sorularda kaynak olarak NCCN gosterilmistir. Soru 10. cm de yerlesik bir tiimoérde rutin
evrelemeyi sordugu icin itiraz reddedilmistir.

6. itiraz

38. Meme kanseri slphesi olan bir hastada asagida

sayilan kosullardan hangisinin varhginda mutlaka

meme MRG g¢ekilmesi onerilir?

A) 40 yasindan geng olmak

B) Biyopside invaziv lobuler kanser varhidi

C) Dens meme yapisi

D) Biyopside lobuler karsinoma in situ varhg

E) Mamografide kitle saptanmayan meme basinin
Paget hastalig

Yanit:

Soru kokiinde tanida kime MR istendigi sorulmustur. Bir diger endikasyon aksiller LAP olan
okkilt meme kanseridir. Diger siklarda verilen dens meme ve geng yas ise meme kanseri
tanisi olan hastalarin takibinde 6nerilmektedir. NCCN’de asagida kirmizi ile isaretlenmistir.

itiraz reddedilmistir.



Invasive Breast Cancer

Workup for Non-metastatic (M0) Invasive Breast Cancer

The recommended workup of localized invasive breast cancer (listed on
BINV-1 in the algorithm) includes a history and physical examination.
Complete blood count (CBC) and liver function tests (LFTs) have no
added benefit in the detection of underlying metastatic disease in patients
with asymptomatic early-stage breast cancers.* In addition, monitoring of
disease relapse with any tumor markers is not recommended.

Imaging: Imaging with bilateral diagnostic mammography is
breast is only if necessary.

The use of MRI in the workup remains controversial. Breast MRI
advocates note its high sensitivity for evaluation of extent of disease,
particularly for invasive cancer and in dense breasts where
mammographically occult disease is more likely to elude preoperative
detection. MRI detractors note that MRI has a high percentage of
false-positive findings, resulting in further diagnostic workup—including
MRI-guided biopsy—in many circumstances.®>” MRl findings tend to
overestimate extent of disease, resulting in increased frequency of
mastectomies.**7

MR findings alone are not sufficient to determine whether BCT is optimal,
as additional tissue sampling is needed to verify true malignant disease
warranting excision. MRI use may increase mastectomy rates by

i areas of occult disease that may have been
adequately treated with radiation after BCS had the disease remained
undiscovered without MRI.”

Two studies have the utility of
preoperative MRI in determining disease extent, and neither demonstrated
improvement in rates of re-excision after initial BCS.”>’* Retrospective

review of the utility of MRI showed conflicting outcome results— one with
benefit’s and another without.”® One systematic review®” documented that
breast MRI staging altered surgical treatment in 7.8% to 33.3% of
patients;®” however, no differences in local recurrence or survival have
been demonstrated. In addition, there is no evidence that use of breast
MRLi rates of margin-negat ion. 778

Breast MRI may assist with identification and management of clinically
occult primary tumors presenting with axillary nodal metastases.” In
patients with Paget disease not identifiable on mammography, breast MRI
may help determine the extent of disease.***' Breast MR also has utility
in screening patients with higher than average risk based on family
history.?

If breast MRI imaging is performed, a dedicated breast coil, an imaging
team experienced with reading breast MRI and performing MRI-guided
biopsy, and multidisciplinary management are the standard of care.

According to the NCCN Panel, the use of MRI is optional and is not
universally recommended by experts in the field. Breast MRI may be used
for staging evaluation to define extent of cancer, in the adjuvant or
neoadjuvant setting, to detect the of if or

silater a contralataral b

cancer at time of initial diagnosis. Additional indications for breast MRIY

disease of the nipple with breast primary not identified by other breast
lities or physical ination; follow-up ing of

imaging
patients with prior mammographically undetected breast cancers; and
__those whose lifetime risk of

i

Pathology A central of the of breast
cancer is full knowledge of extent of disease and biologic features. Full
MS-10

e,

7. itiraz

3. Alterne elektrik alan tedavisi icin agsagidakilerden

hangisi dogrudur?

A)
B)

Yalnizca rekurren hastalikta kullanilir

Es zamanli temozolamid kullaniimaz

C) Gros total rezeksiyon uygulanan hastalarda katkisi

yoktur

D) Yalnizca supratentorial lezyonlar icin uygundur

E) Alterne elektrik akimi apoptozu arttirir

Yanit:



National

Comprehensive NCCN Guidelines Version 3.2024 KR Quideines lodn
h{eley Cancer o Adult Glioma: Glioblastoma Discussion
Network
MGMT PROMOTER L.UP2
PATHOLOGY® STATUS ADJUVANT TREATMENT FOLLOW-UP
See GLIO-11 for H3-mutated Consider clinical trial (preferred for eligible
glioma recommendations or
Standard RT™ + TMZ and TMZ +
Methylated i_. alternating elec(nc field therapy (preferred) (category 1)Maa.bb,cc
or or
indeterminate® Standard RT™ concu TMZ and adj
TMZ (category 1) )
Good PS Standard RT":'* onct and adj I ine and TMZ
(KPS 260) (category 2B)" 00 Brain MRI
Consider clinical trial (preferred for eligible patients) 2-8 wks after
or RT," then
RT™ + TMZ®® + adj T™MZ®® + every 2-4 m Recurrence
alternating electric field therapy (preferred) (category 1)" ananiied [l "9 y, then (GLIO-12)
Unmethylated —|or overy 3—6 o
RT™ + TMZ®® and adjuvant g 5
Ages<70y TMZ (category 1)Maa.bb.ee indefinitely
or
Standard RT alone™
GlioblastomaY Hypt.:v‘lra:tioneted RT™ (preferred) + concurrent or adjuvant
TMZ'
Poor PS or
(KPS <60) ™Z"
or
Age >70 y ——— GLIO-10 Palliative/best supportive care
2 Principles of Brain and Spine Tumor Imaging (BRAIN-A). 23 Combination of modalities may lead to increased toxicity or radiographic
¢ For recommended molecular diagnostics, see Principles of Brain Tumor_ changes.
Pathology (BRAIN-E) bb There are no clear dala |hal trealmenl with TMZ beyond 6 months is beneficial,
h Systemic Therapy Options (GLIO-A). ev c ™
™ Principles of Radiation Therapy for Brain and Spinal Cord (BRAIN C) CCAllernanng electnc ﬁeld therapy is only an optlon for patients with supratentorial
" Within the first 3 months after 1 of RT and cor i disease.
of ce can be hable from di gression on i i
¥ This pathway also includes gliosarcoma. for thls reglmen |s no( yet fully deﬁned
Z Consider pyrosequencing if not done (Mansouri A, et al. Neuro Oncol €€ Clinical benefit from TMZ is likely to be lower in patients whose tumors lack
2019;21:167-178). MGMT promoter methylation.

Klinik sorularda kaynagimiz NCCN olarak belirtilmistir. Sorunun cevabi NCCN de yukarida
kirmizi ile isaretlenmistir. NCCN de mezotelyoma ve pancreas icin onerilerde yer
almamaktadir.

Itiraz reddedilmistir.

8. itiraz

59. Yiksek dereceli kondrosarkoma tanisi ile preoperatif
radyoterapi uygulanan hastaya R2 rezeksiyon
uygulanabilmigtir. Postoperatif radyoterapi planlanan
hastanin preoperatif dozu da géz éniine alinarak
toplam doz onerisi kag Gy'dir?

A) 60-64
B) 64-68
C) 68-72
D) 72-78
E) 78-82

Yanit:

Yanhs sik sehven dogru yanitlanmistir. Dogru sik itirazlardaki gibi D sikki olarak
dizeltilmistir.

Itiraz kabul edilmistir.



9. itiraz

46. Brakiterapide klinik kullanimda olan
radyoizotoplardan hangisi beta emisyona sahiptir?

A) lyot-125

B) Palladyum-103
C) Sezyum-137
D) Iridyum-192
E) Stronsiyum-80

Yanit:

TABLE 20.1 Radioisotopes in Common
Clinical Use With T Relevant Physical

Properties and Radium-226 for Comparison

Mean Half Value

Half- Emission Therapeutic Layer mm
Isotope Life Type Energy of Lead
Radium-226 1626y  Alpha, beta, 830 keV 16

and gamma
lodine-125 596d Gamma 28 keV 0.025
Palladium-103  17d Gamma 21 keV 0.013
Cesium-131 96d Gamma 29 keV 0.030
Cesium-137 30yr Gamma 662 keV 328
Iridium-192 742d  Gamma 380 keV 6
Strontium-90/ 288y/ Beta 227 MeV <l.
Yttrium-90 27d

Ruthenium-106 373d  Beta 354 MeV <1

Cesium-137 ve Iridium-192, sinavin referans kaynagl olan Gunderson’in Brakiterapi
bolimindeki “Brakiterapide kullanilan izotoplarin fiziksel 6zellikleri” ile ilgili tabloda
(Gunderson 2021, Chapter 20 Brachytherapy, Sayfa 326, Tablo 20.1), Gunderson’in
“izotoplarin Ozellikleri ve Uygulamalari” baslhkh tablosunda (Gunderson 2021, Section |,
Sayfa 140, Tablo 6.14) ve diger bircok kaynakta “gamma emitter” olarak gegcmektedir. Her
ikisi de bozunma (rind olarak agirhkli gamma yaydiklari icin bu iki izotopun brakiterapideki
kullanim tipini gamma emisyonu belirlemektedir. Oysa Stronsiyum-90 saf “beta emitter”
olup bozunma Urini de beta olarak ge¢mektedir. Cesium-137 ve Iridium-192’nin
brakiterapide klinik kullanimda yararlanilan 6zelligi de dozun beta emisyonuna gore daha
derine penetre oldugu gamma emisyonuna iliskin endikasyonlardir. Ote yandan Stronsiyum-
90 saf beta emisyonu nedeniyle dozun daha ylizeyel penetrasyonunun tercih edildigi okiler
melanomun plak brakiterapisi (eye-plaque brachytherapy) ile tedavisinde kullaniimaktadir.

Soruda, yukaridaki tabloda da gosterildigi gibi, izotoplarin brakiterapide klinik kullanimda
yararlanilan yonuyle bagdastirilarak emisyon tipi sorulmaktadir.

Sonuc olarak itiraz reddedilmistir.



10. itiraz

76. Elektron ile madde etkilesimlerinden hangisinde
karakteristik X 1sin1 olusur?

A) Uyarma

B) Ig yoriinge elektron etkilegimi
C) Dis yoriinge elektron etkilegimi
D) Bremsstrahlung Uretimi

E) Fotoelektrik olay

Yanit:

Fotoelektrik olayl foton-madde etkilesiminin sonucunda gorilen bir olaydir. Soruda foton-
madde etkilesimi degil elektron-madde etkilesimi sorulmaktadir. Sorunun cevabi ‘Gunderson
and Tepper Clinical Radiation Oncology’de sayfa 110’da figlire 6-20’de gosterildigi gibidir.
Asagidaki sekilde oldugu gibi i¢ yoriinge elektron etkilesiminde karakteristik X 1sin1 olusuyor.

110 PART B « Physics

A. Excitation B. lonization of C. lonization of D. Bremsstrahlung
outer shell inner shell production
¢
D
¢ Characteristic “~, Bremsstrahlung
xray ( xray
%

@, = Incident electron | |

e, = Excited electron | i

@, = Scattered electron 4 A f

e; = lonized electron | € | (A e, e,
Figure 6-20 Electron interactions. A, Excitation. B, lonization of outer sheil. C, lonization of inner shell. D, Bremsstrahlung production
Adapted from Johns HE, Cunningham JR: The Physics of Radiology, ed 3, Springfield, Iil, 1978, Charfes C Thomas.

Sonug olarak itiraz reddedilmistir.

11. itiraz

73. Yiksek veya cift enerji lireten linak cihazlarinda,
mikrodalga kaynag igin agagidakilerden hangisi yer
almahdir?

A) Klystron

B) Magnetron

C) Flattening filter (Diizlestirici filtre)
D) Scattering foil (sagici folyo)

E) Bending magnet (bikme miknatisi)



Yanit:

Bu soruda klystron’un mikrodalga kaynagi olmadigini Khan Fizik kitabi kaynak gosterilerek
itiraz edilmis. Ancak sinavin kaynak kitabi ‘Gunderson and Tepper Clinical Radiation
Oncology’ olup sayfa 99 (e-kitapta sayfa 100), tablo 6.5 ve satir 3’de bu bilgiye ulasabilirler.

Sinavin kaynak kitabina gore sorunun cevabi dogru olup itiraz reddedilmistir.

TABLE 6-5

Component’

Purpose

Electron gun

Source of electrons to be accelerated

Pulse-forming network
Transmission waveguide
Injector

Accelerating waveguide

Bending magnet

Target (for x rays)

Scattering foils (for electrons)
Flattening filter (for x rays)
Monitor chambers.

Collimators (secondary)

Accessories and beam
modifierst

Interlockst

Synchronizes electron bunches with microwave phase
Carries microwave power from its source to the accelerating waveguide
Injects pulses of current to the electron gun (i.e., drives electron gun)

Location of electron acceleration through multiple coupled cavities in a linear geometry (i.e., the linear
accelerator)

Used in horizontally oriented accelerating waveguides to redirect the electron beam, for electron energy
selection, and for beam focusing

Placed in electron beam for x ray production on electron impact
Scatter electrons to produce a uniform beam of electrons for treatment
Flattens the highly peaked x-ray beam exiting the target to produce a uniform beam of x rays for treatment

lonization chambers that monitor the amount of radiation in the beam; count dose and turn machine off
when set dose is reached; monitor beam flatness and symmetry

Provide rectangular field shaping for x rays and set field sizes for electrons

Define or modify beam shape or intensity With other control systems, ensure proper operation of linear
accelerator for dose assurance and safety

“Components are shown in Figure 6-5.

tComponents are not shown in Figure 6-5.

12. itiraz

83. Agagidakilerden hangisi klasik follikiiler lenfomada
kullanilan FLIPI-1 olumsuz prognostik faktérlerinden

biridir?

A) Yas > 50

B) Ann-Arbor evresinin >l olmasi
C) Hemoglobin <13 g/dL

D) Serum albiimin >2 x normal diizey

E) Tutulu nodal yerlesim sayisi >3

Yanit:



FLIPI - 1 CRITERIA®Sd

Age 260y
Ann Arbor Stage n-iv
Hemoglobin level €12 g/dL
Serum LDH level >ULN (upper limit of normal)
Number of nodal sites® 25

Risk group according to FLIPI chart

Number of factors

Low 01

Intermediate 2

High 23

itirazda “FLIPI-1 kriterlerine gére yas>50; yas>60’1I da kapsamaktadir. Hemoglobin>13
hemoglobin>12"yi de kapsamaktadir. Tutulu nodal yerlesim sayisi>3 tutulu yerlesim sayisi>5’i
de kapsamaktadir. Aradaki degerleri de kapsadigi icin sorunun tekrar degerlendirilmesini rica
ederim.” denilmektedir.

Yukaridaki tablo 1si1ginda 6rnegin evre Il klasik folikiiler lenfoma tanili 55 yasinda, Hb 12.5
g/dL, LDH degeri normal ve tutulu yerlesim sayisi 4 olan bir hastanin FLIPI-1 kriterlerine gore
gercekte hicbir olumsuz faktori olmadigi icin diistk risk grubuna girmesi gerekir.

Ancak;

itiraz eden adayin iddiasina gére “yas>50; yas>60’1 da kapsamaktadir” ve bu hastada 55 yas
olumsuz prognostik faktordir. Oysa gercekte 60 ve Usti yas prognozu olumsuz hale getirir.
Bu nedenle FLIPI-1 kriterlerine gore bu ¢cikarim yanlistir.

Yine itiraz eden adayin iddiasina gére “Hemoglobin>13 hemoglobin>12"yi de
kapsamaktadir.” ve bu hastada Hb’in 12.5 g/dL olmasi olumsuz prognostik faktérdiir. Oysa
gercekte Hb’in 12 g/dL altindaki duzeyi prognozu olumsuz hale getirir. Bu nedenle FLIPI-1
kriterlerine gore bu cikarim yanlistir.

Son olarak itiraz eden adayin iddiasina gore “Tutulu nodal yerlesim sayisi>3 tutulu yerlesim
sayisi>5’i de kapsamaktadir.” ve bu hastada tutulu yerlesim sayisinin 4 olmasi olumsuz
prognostik faktordir. Oysa gercekte tutulu yerlesim sayisinin 5 ve (istii olmasi prognozu
olumsuz hale getirir. Bu nedenle FLIPI-1 kriterlerine gore bu cikarim yanlistir.

Sonug olarak sorunun yapisi dogru tasarlanmis olup itiraz kabul edilmedi.

13. itiraz



B5. Non-hodgkin lenfomada, Lugano yanit kriterlerine gére
tam metabolik yanit icin PET-BT'de Deauville skoru
kagin altinda olmalidir?

A) 1
B) 2
c) 3
D) 4
E) 5

Yanit:

Q_ complete response
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LUGANO RESPONSE CRITERIA FOR NON-HODGKIN LYMPHOMA
PET should be done with contrast-enhanced diagnostic CT and can be done ly or at separat
Response Site PET-CT (Metabolic response) CT (Radiologi a

All of the following:

Score 15 2, 3* with or without a residual mass on 5-point scale | Target nodes/nodal masses must regress to <1.5 cm in
(5-PS)’ b longest transverse diameter of a lesion (LDi)

No extralymphatic sites of disease

Lymph nodes and
extralymphatic
sites.

Non-measured

Complete | lesion Not applicable Absent
response [oycon -
eniargement Not applicable Regress to normal
New lesions None None
Bone marrow No evidence of FDG-avid disease in marrow Normal by morphology; if indeterminate and flow

cytometry IHC negative
All of the following:

250% decreast in SPD of up to 6 target measureable
nodes and extranodal sites

When a lesion is too small to measure on CT, assign 5
mm x 5§ mm as the default value.

Score 4 or 5 with reduced uptake compared with baseline.
Lymph nodes and | No new progressive lesions.
extralymphatic Atinterim these findings suggest responding disease.

sites At end of treatment these findings may indicate residual fmm X  mm as the default value.
disease. For a node >5 mm x & mm, but smaller than normal, use
actual or i
partial | ommeasured | Not applicable Absentinormal, regressed, but no increase
response -
Organ enlargment | Not applicable Spleen must have regressed by >50% in length beyond
New lesions None None

Residual uptake higher than update in normal marrow but
reduced compared with baseline (diffuse uptake compatible
with reactive changes from chemotherapy allowed). If there
are persistent focal changes in the marrow in the content of
a nodal response, consider further evaluation with biopsy, or
an interval scan.

Bone marrow Not applicable

Reprinted with permission. © 2014 American Society of Clinical Oncology. All rights reserved. Cheson B, Fisher R, Barrington S, et al. Recommendations for initial
evaluation, staging and response assessment of Hodgkin and non-Hodgkin lymphoma: the Lugano classification. J Clin Oncol 2014;32:3059-3088.

Referans kaynak olan NCCN’deki B-cell lymphomas NHODG-C 1 OF 3, Lugano Yanit Kriterleri
Tablosu yukarida yer almaktadir. Burada da ¢ok net gorildiigi tGzere mevcut durumda NHL
icin Lugano Yanit Kriterlerinde “Deauville skoru 1, 2 ve 3 herhangi bir rezidiiel kitle eslik edip
etmedigine bakilmaksizin” TAM YANIT olarak kabul edilmektedir.

Tablonun devamindaki dipnotta itiraz eden adayin da belirttigi Gizere “Score 3 in many
patients indicates a good prognosis with standard treatment, especially if at the time of an
interim scan. However, in trials involving PET where deescalation is investigated, it may be
preferable to consider score 3 as an inadequate response (to avoid under-treatment).”
ifadesi yer almaktadir. Burada kastedilen, yalnizca PET yanitina dayali doz de-



eskalasyonunun arastirildigi klinik calismalarda DS 3’(in yetersiz yanit kabul edilmesinin
tercih edilebilecegidir. Bu 6neri, standart tedavilerin uygulandigi, kemoterapi veya
radyoterapinin dozunun digsirilmeksizin verildigi rutin klinik pratik icin gecerli degildir. S6z
konusu Oneri yalnizca klinik calismalardan doz de-eskalasyonu yapilanlar igin gegerlidir.
Nitekim bu oneri rutin klinik pratikte tiim hastalar igin gegerli olsa yukaridaki tabloda DS 3
TAM YANIT degil PARSIYEL YANIT kategorisinde siniflandiriimis olurdu.

Sonug olarak itiraz kabul edilmedi.



