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« ME7E (Poorly differentiated)
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%% 1 Completion of thyroidectomy is not required for incidental small volume pathologic N1A metastases (<5 involved nodes with no metastasis >2 mm in largest

dimension).

%t 2 Formerly called encapsulated follicular variant of PTC, noninvasive follicular thyroid neoplasm with papillary-like nuclear features (NIFTP) has been

reclassified and only lobectomy is needed. Ongoing surveillance is recommended.

YR

TMU Taipei Cancer Center

2R GIRR 1l
SEHR A VA 1l

2= FRBR GIRR
or BRI % & A IR B R G &=
B LURFE TSH (KBEH {JBE':
Pkl % & . IR B R G "g
FELURFE TSH KBk IE 1
]




( ERARARTEE (BEEI#MARERARERE Medullary Thyroid Cancer]) )

E2IRIEE| X -7)

Al BT 27 o £ 6 H
el

(B E AR E R
% Medullary
Thyroid Cancer)

+ Basal serum calcitonin level E K > 1.0cm B¢
« CEA SRR
» Pheochromocytoma screening
 Serum calcium
 Consider genetic counseling
* Consider screen for germline

RET proto-oncogene

mutationsc (exons 10, 11, % <1.0 cm Fl

13-16) B 1 R
. SEEHEE

. AT R

. R -

> SESANHE

= EFE S B R

o FRBRZ GIBRAT + SEHISE o bk ARG BRI (VIAR)

o EERPRBICHUT B2 1 W38 A5 A7 1 1] (R0 S5 58 1R 3 e 2 Sk
EEEM (v #&)

o 5 i TR 1A O D460 2 R SR ECLAS R 175 0 LA RS
SSE A AR B R

o HPEUI# (R1 or R2) IR » GBI HRIGE

« TSH firf& R 72 FRRR 6 TSH [EH b

2 FRRR G RR 1l 5 RE SRSk LB (VIR )

EeEHY SRR )

(s

DS

uu




( ERRERIE (188 L RmiRsRIR DL RUERIRAE [Differentiated Thyroid Cancer; DTC]) ESTRIEBI3EME -8 )  §/=HEEDI

TMU Taipei Cancer Center

IVEREF TcoomO4 XM -131 171 /+ IRENES)
BEAIK/D (D) AJCCAMM o (k9 B 131 ihE AR
S Sl » ISR 2 Bkt (o) St 1 ok 131 R ST

T = 2cm Tl, NO/NX, MO/Mx {ﬁ (mpTl) s fﬁﬁﬁ?ﬁﬁ”?}%ﬁﬂ"} Tg <1 ng/mL &@UZ:EIJ antl-Tg ﬁﬁg ’g;é;g%érformance ﬂﬁﬁﬁ\@@@
not routine : RAI maybe considered for /& 75 A ML A FILIFERE /K / =H=
2SS GEm NI T fEs B ME SO AR 30 m Ci/100-150 mCi
5 B AR AR R B > 75 IV stk A8 54
T> dom 3. NO/Nx. MO/Mx (5 A% =AU B microscopic extranodal extension ~ firf& KR HEHFFRE / & / (EHZ

HJ Tg>5-10 ng/mL, > Macroscopic multifocality (one focus 100-150 mCi/30 mCi
>lem) > BCEEIEH (555 %)

{Ffa] T1-3 T3, NO/Nx, MO/Mx (2= Gross Extension to strap muscles e W=t |5y
o DL 5 SR RSB RS (3 3) o PR RS AR W] DLE

[ERTIS TLANIGEES), Momx  fgmp BRUEECRber EREGH - GURE S smo D LN wan s wame

[

DS

4 >55 1% o
fEf] T1-3 T1-3, N1b, MO/Mx {2 {HISEIEIREX retropharygeal Ik A5 RS Ve Y= Wi =],
PRI T4, any N, any M = Egg WIR A B A RTHFRIRIMEIL - B SR i iR 2 ) SRR = 150 mCi
AN Miany TanyN B R Tes S0t HE / EHIE 2 150mCi

Ft (3E 1), BR KB HERAL P R BY Te>10ng/mL B34 LA B4R E (& PET) R, % B> 100mCil-131 R RER % 2 4 F#
(352). PREHMEEY <5 FH <02 om LEH L AMT A&
(3£3). FREMEER >S5 FH = 0.2 cm (3 4): #hEEH 8T F 44X (microscopic extranodal extension)



( EFRIRE (@8 R MmIEsRRD L BERIRARES [Differentiated Thyroid Cancer; DTC)) B2IRIG S| L5E -9 )
S iEREEE

FREERGEMRERN 1 B2 E2 B30 WARNMEAFFRE  FRERE Y > FRIERE MR 3. S MBNEFHBE 4. 37T 208 A FHR B % 5
L131 & 57 (1) BB AR - Q) ZHH AR BB E - 3) MBS BREOR T A T E ¥ R4 Loy FRIESRE & s TR ISR B BB iR

SE— MR ERR i1 / 5 131 )8E# 6-12 @8

THBEHE (it 6)

Wik Tg=thyroglobulin (ng/ml)

i TR BRCR BT - BRI (R TER)

TRAUSREE : HUKIR# (L-thyroxin) #lFE / MRITE R
(IiEh TSH B TU/L 734G ; 2% 0.5-5 TU/L)

TSH 0.5-5.0 ( &£ 7);

fE: %i iﬁgﬁgﬁﬂﬂﬁ% e RASRIBA Tg FEE +TgAb- SR PR IRER & (1 ; SRS I
e AL BRSSO AN TE A SR R 353 ATA 2015( 2 6)
S R TR AT SEESHEE < R TEE) TSH 0.5-2.0 ( £ 7);
fEx %@ iggg Efif gﬁg Eifl' %f;p ARACRIBH Tg <2+ TgAb- RACRINAT FRIRRRER R B SEEEE S
e e (A ¢ o A TR e e B3 ATA 2015 6)
BRI RAT - SEESHE I *( R FED) TSH 0.5-2.0 ( £ 7);
s et e e AR Tg < 1, FIREH Tg <2 ARASRIAT R IRARER B T
rh & éf@?ﬁg@?wk%ﬁ% + TgAb-, FIBLHIRL -131 fHflIEH SEFSRE I 5 HIEIIRL 131 AHh
5 - S g P TSH < 0.1(undetectable) or 0.1-0.5 ( AEALRR )
ZERNIRL 131 745 i*t; t?i%%ﬁx&%Tm%JZﬂﬁ(fuﬂé PSR RSS2 46 SETUHES rhTSH i 131 FH
(£6) 1-131 FA B8 1-131 avid FRAEIE T 1-131 1608
TERAUR BAT « SEESBE I *( A TEE),
R — o AR Tg undetectable(< 0.1 5% <0.2), TSH 0.1-0.5( ££ 7) ; ARACHE FHARIEERE
o, RO TINRRE o, e -131 fHEr 4 JCTMRIPET
" aw S E“ VESEDIGIRE(IF et 4 o 2 g Fi# TSH < 0.1(undetectable) ( £ 7);
it 3), HIVRAIHL -131 f7Hf i;tgi%*%ixﬂ'%méaz,n\&aﬂé SRR IRIAZE 4-6 SHSLHES rTSH i 1-131 F94

HoCHEAMEER LY BRI R/ RMERELY

1. The risk and benefit of TSH suppression must be balanced for each individual. Patients whose serum TSH levels are chronically suppressed: daily intake of
calcium (1200 mg/d) and Vit. D.

2. ¥RM#RE @ (Thyroglobulin, Tg) B HETIAE 131 & & 744 2 M s

1-131 #FEB A 1-131 avid JREEFEEML 1-131 1655

AE
52
&
|

uu




€ FIRBRTE (88 CRHmREsRIE DL BUERARERAE [Differentiated Thyroid Cancer; DTC]) §2

B RIE AR

RSy d kP VR E G
1-10 ng/ml % A T F- 45 41 PR 64
RE gk -131 A7 44 Z A B

E2IRIEE| XA -10 )

‘

Mgy f kP TR E G
>10 ng/ml X 4% 4 £, F1%
Fohn BRIV R

(4 PET)

\ 4

AR R KA & B4 TSH

V

4 40 T RoR] goe FARIR IR R & R

| F g 131

| ARG ) 3 A T AR E A s

# 100-150 mCi B 36 9% 14 3%

Tl (2 A Eokak 131 R R )

WA KB B IR L 4R

| EHle

FilF B/ Sk 131 6 R (120 JA & Bt 4131

&, F

HEVEY BOEY TXEa &3 V-5 30

#%4e EBRT, IMRT,RFA

A 131 A HEIR AL -131 5498 3 B 4 TR

&, W H R A, wh o131 IR

HEET 3T L UEY TS DY

EBRT * IMRT * RFA

ISR DI

TMU Taipei Cancer Center

(S B Nrmar i e i 5 1)

Bl

DS

L




N

¢ EEDIMEEY (Kinase inhibitor; Kl) AEE5| 15 -11 )

. EIE

(1) #2# (recurrent) K445 (persistent) &7 , /B 3k & 21298 (locally advanced), #4445 (metastatic) °© IS » 3R 06 04 o
A RAF TR (4o T AESE 82 R LT R)
(2) HA5 M TR MEBE H R 18 A1 Bk SN I iR

CEEATA R ER

(1) KI AR 32 22 4036 75 7T RE AR e g% R it R B2 86
Q) KI ARty b TR G I8 M ELESH Al ER
(3) ML RIFREEE B e m A2 AR 5 ke - TR &M A B4R %

R ERFRERFE G em BRI A AR T 0 KT R By BAL
CRERIFRESIER LAY (RE > SR FRE ) AARRGMEIER
CARABAA R AR A R0

(=B mar i S Sty

Bl

DS

uu




( BB MEI#RAE (EBRTIMRT) E2BI85 115 12 ) N EtEiEDI
L FHTEA 8 KRR 16 T~ HAH A IR S B ICR IR ©

2. faiR AR T AT R MR ey B SR AL IR R 0 shom S Rk 0 AR R R H IR -
3. R 0 M A 0 de BT AT DL R P ARAR AR o
4, SRR ey B A 0 BT 8 R ER B R SRR B AT -

5. kAL P ARAE SR

BY SN AT 06 9% 3 JEIE *
— o o ALR R (FLRA I8 A« Hurthle 4o it F KA )
L B3R/ B R4 Rk A (R R IGaRE A4S ) o AR S T
o BIKFHWBRRFAESTFHZIAA
o FilAEL 131 BFRZRMA (B 131 R AR 2wt )
o Fgm BAL
2. H F R A AT R 4 B A 8 R
« R1 F#imk
« R2 FHrimik

(O3 B e B S SR )

Bl

= BB )l P IR
1. &k Fir o p X dE A F T mA
2. By BRE SR A% ]

DS

L

= o RAF AR +

1. RO/R1 F#5bn PR 4% 7T % J8. 30 Bh A 506

2.R2 FHitnrk » ik FHIR R @S FHZHA
3. SH 8By SR Ak A ) 2 42 A At i R

*, RV RBTY B AR A > (%R R RIS BUR 6 R IMRT LUK 6B B o ¥ DU R E )RR 0 0 Fi6F - w5 A% | 6% IMPT -
+, ¥t Bk F AT R R F AT IR R R A M AL RA WA AR RS -



( BIRIGE (/88 iSRS LA ERIRISAE [Differentiated Thyroid Cancer; DTC]) ESBIES| 1L - £ 1)

(2015ATA) Stratification of Sonographic Findings According to Probability of malignancy

H

» High suspicion [malignancy risk > 70-90%]: Solid hypoechoic nodule or a solid hypoechoic component in a partially cystic nodule with gj’;}(
one or more of the following features: irregular margins (specifically defined as infiltrative, microlobulated, or spiculated), microcalcifications, b
taller than wide shape, disrupted rim calcifications with small extrusive hypoechoic soft tissue component, or evidence of extrathyroidal g
extension. A nodule demonstrating this ultrasound pattern is highly likely to be a papillary thyroid cancer. E

3|

» Intermediate suspicion [malignancy risk 10-20%]: Hypoechoic solid nodule with a smooth regular margin, without microcalcifications,
extrathyroidal extension, or taller than wide shape

(~PeBs:

» Low suspicion [malignancy risk 5-10%]: Isoechoic or hyperechoic solid nodule, or partially cystic nodule with eccentric uniformly solid
areas without microcalcifications, irregular margin or extrathyroidal extension, or taller than wide hape.

Bl

* Very low suspicion [malignancy risk <3%]: Spongiform or partially cystic nodules without any of the sonographic features described in the
low, intermediate or high suspicion patterns ; A spongiform appearance is defined as the aggregation of multiple microcystic components in
more than 50% of the volume of the nodule
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* Benign [malignancy risk < 1%]: Purely cystic nodules
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ATA Nodule Sonographic Pattern Risk of Malignancy

High
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70-90%
icegular margin
Intermediate
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10-20%

Low
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5-10%

Very low
Suspicion
<3%

artially cystic RORUSpicious partially cystic no s

oatures

Benign
<1%

e =
S

nodule with irfegular margine,” —
suspicious left lateral lymph m«;
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TIRADS (Thyroid imaging reporting and data system ) 222182 FRIRIRB S KRS 7

R

ACR TI-RADS ;vgg

COMPOSITION ECHOGENICITY SHAPE MARGIN ECHOGENIC FOCI ?é\

(Choose 1) (Choose 1) (Choose 1) (Choose 1) (Choose All That Apply) 1?

Cystic or aimost 0points Anechoic 0 points Wider-than-tal 0points Smooth 0paints None or large 0points E1
completely cysic Hyperechoic or 1 point Taller-than-wide 3paints H-defined 0paints comel il anfects g

Spongiform 0 points isoechoic Macrocalcificaions 1 paint E-3
Lobuated or 2points 2

-Il::wqﬂc 1 point Hypoechoic 2 points iroguiar Peripheral (fim) 2points 1%%

hypoechoic Extra-thyroidal calclications it

Solid or almost 2ponts L Sece odsodons RES Punctate echogenic 3 paints ,,1

completely solid foci %
2
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Sonographic features and threshold for FNA (NCCN guideline)

Solid nodule
with suspicious features i
without suspicious features

Mixed cystic-solid nodule
with suspicious features
without suspicious features

Sponge form nodule *

Simple cyst

Suspicious cervical lymph node ¢

0 cm

1.
1.5cm

V-1V

(Cyst: correlate ultrasound and aspirate/re-aspirate)
Solid component = 1.0 cm
Solid component = 1.5 cm

= 2.0cm
Not required

FNA node
+ FNA associated suspicious thyroid nodule(s) of any size

# Suspicious feature: hypoechoic, microcalcification, infiltrative margins, tall than wide in transverse plane.
Low suspicious feature: isoechoic or hyperechoic solid, mixed solid-cystic, spongiform nodules.

*  Aggregation of multiple microcystic components in more than 50% volume

$ Tg washout may be helpful in the diagnosis of lymph node metastasis
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Ultrasound features of lymph nodes indicating high specificity (43-100%) of malignant involvement

Lymph node features

Microcalcifications
Cystic aspect
Peripheral vascularity
Hyperechogenicity
Round shape
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An active surveillance management can be considered as an alternative to immediate surgery in:

» Patients with very low risk tumors (e.g. papillary microcarcinomas or follicular variant of papillary carcinoma without clinically evident
metastases or local invasion, with no convincing cytological or molecular (if performed) evidence of aggressive disease, not at a location
adjacent to the trachea or on the dorsal surface of the lobe close to the recurrent laryngeal nerve, and with no signs of progression during
follow-up
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Initial Risk (of persistence/recurrence) Stratification System — 1 (Modified from 2015 ATA Guidelines)

Low Risk
. Papillary Thyroid Cancer with all of the following
(1)No local or distant metastases;
(2)All macroscopic tumor has been resected
(3)No tumor invasion of loco-regional tissues or structures
(4)The tumor does not have aggressive histology (e.g., tall cell, hobnail variant, columnar cell carcinoma, diffuse sclerosing variant)
(5)If I-131 is given, there are no RAI avid metastatic foci outside the thyroid bed on the first post-treatment whole-body RAI scan
(6)No vascular invasion
(7)Clinical NO or < 5 pathologic N1 micrometastases (< 0.5 cm) in largest dimension)*
. Intrathyroidal, well differentiated follicular thyroid cancer with capsular invasion and no or minimal (< 4 foci) vascular invasion*
. Intrathyroidal, papillary microcarcinoma, unifocal or multifocal, including V600OE BRAF mutated (if known)*, without other worrisome
features (e.g., aggressive histology, vascular invasion)
. Intrathyroidal, papillary thyroid cancer, primary tumor 1-4 cm, V600E BRAF wild type, without other worrisome features (e.g., aggressive
histology, vascular invasion)
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Initial Risk (of persistence/recurrence) Stratification System — 2 (Modified from 2015 ATA Guidelines)

Intermediate Risk

. RAI avid metastatic foci in the neck on the first post-treatment whole-body RAI scan

. Aggressive histology (e.g., tall cell, hobnail variant, columnar cell carcinoma, diffuse sclerosing variant)

. Papillary thyroid cancer with vascular invasion

. Clinical N1 or > 5 pathologic N1 with all involved lymph nodes < 3 c¢m in largest dimension*

. Intrathyroid, papillary thyroid cancer, primary tumor 1-4 cm, V600OE BRAF mutated (if known)*

. Multifocal papillary microcarcinoma with extrathyroidal extension and V60OE BRAF mutated (if known)*

High Risk

. Macroscopic invasion of tumor into the perithyroidal soft tissues (gross extrathyroidal extension),
. Incomplete tumor resection

. Distant metastases

. Post-operative serum thyroglobulin suggestive of distant metastases

. Pathologic N1 with any metastatic lymph node > 3 c¢m in largest dimension*

. Follicular thyroid cancer with extensive vascular invasion (> 4 foci of vascular invasion
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