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J/rJJrJ calcEY (DTC) IS
clifzl0)le af calflcars,

micrometastases (diameters
smaller) Is 5% toe 36 i)
adults.

Al
«The management of BTC IS
the more debated topics i clinica
medicine.
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patlﬁnt with; DTC,
Lemaln controversial.
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EXIENCINSUTEEY

HE PRI/ INOEENCINUIETEIDN:
with DiC:

fierrneec
rure I

Total thyreidectomy:should 19e
] o)
Fextensien o

J
it the primary/ tt 'prf JJ _I Cl

lobectomy and |sthmectomy,a-r
appropriate.
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Radioliodine has: St maintincicauonsin

the posteperative management 0)f
patlents With thyreld cancCerE aplaition

ﬂthyroid cancer.
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o’ destroy’ any: microScopICHOCINOIEIS
remaining after the suraeRy:
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To destroy any remaining normail thyrele iSSHELOE

(a) Improve the value of serum Tg| as a o)
marker.

(b) IncﬁP ase the specificit v of 1-137 oF
dete tion of recurrent o tastatic diseas
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Can RANEstirmiewWerRecUiiEnece
[ALES aNENIBSSIIyAIOVEC OVE
SURVIVZY

Published data enrthals
retrospective and noet
remams consideralle cJ
about the role ofi I-134" ablal
es,\ge,clally N patients; wiith —[SI
disease (i.e., no soft tissue in asionTand
no distant metastases).

SSUerane

-
<




N

Comiair J rla el
retrospe 2 St
after RAI may: be re
as 50%, and! decrea:
pDeen demonstrated in severaltlarge
retrospective studies among patents
whose primary tumors Wereratleasii
to_ 1.5 cm in diameter or we ETE]
muticentric, or who had soft tissue

Invasion at diagnesis.
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At the Mayoer Clinic; RAINdIdNIoL
Impreve: mortality eI FECUIERCE
rates In patients WithroWsisik
papili\ary thyroidl cancer Whe iiad
undergone complete tumol exeIsion:
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RAINSHECOMINMERCEECNINS
RAVidtaiRWith e calciRomea> 1 LoNNS

O1f Ny SIZENWILNGIVIGUSH Vi
node Involvemeni:

7 Ex\tr\athyroidal extension

3. Mlﬂtiéentricity
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4. Patient 40 to 45 years or oelder
diagnosis
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N0 cUOSHCRESUIENOIREISEE!
CUIMENCE MOST ommorJI/ Ipleltie

Dfagnostlc radioiodine whele=

scanning is depende
_—ability to concentrater
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2. rh»fI'SH Wwas comparai
terms of senS|t|V|t
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5 raten el RIS HNS L
[ tRENPOSLOPEALINE
VIOIUECLO m/ zip)e]

B5S) ana g
mea‘surements are ag ouomaze fo)f



ce, oW Sk WoUleNIENa)
patient demoenstirating e ReEmeiNVISES
and a serum hgrievel o 28a/iE ol
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1. The use of FlSH 1R DT C 1S FPA-
d | ' G LESTLING OMING

\\

In/eérly 2005, the Euncpean

r/Commlssmn approved: the use o
rhTSH for therapeutic radieiedine
preparation.
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NONIGNEVEISHS

Ne limitatien IRRILENPI: J
terte remr 2 0\ clpitl=le]

the potenuaiNeri;
auto AtiPedIes:

25% ofi patients with DIC Rnaveranii=ig
auteantiboedies ahtelF thelmpiteiSSUREERy2

The clinical significal w/;rrrr ESE
antlbodles IS unclear, theilFpersist
for’more than 1 year aftertn /fJ
;;/and RAI probably indicates
- of residual thyroid tissue and c FSSJ'OJ\/ i)
Increased risk ofi recurrence.
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+ I general; therSEnSItVity of FEEECING "r'r/rJ]rJ
f

carcinomea oy meds UrEMmEREOIFSERUINICRAIeE)
discontinuation: e thyrexinE tiERAPYAISNE 5080
95%, Uit may/ e astiow: as SO duineREIE oy

+ The results are most lIkely/ terericlSElNnEgaVveE
during thyrexine therapy i patentSAvItIrsH
nodal metastases of papiliar y' Calcinemez ana
those y\vith tumor dedifferentiation.
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+ AN undetectable serum I'g during thyrexine
therapy can be misleading in a large proportion
of patients with residual DTC and thereferera
TSH-stimulated serum Tig level sho 0J
obtained In the follow-up of patients wiith DiIC:



Ifhe use: of =St 2ie e MhigNeSHiebek
a diagnesiic scaNNeWERISKe AN ERISAVIHINDINE

+« Who have Undergener ezl eIt ectongy
and RAI at leasi 6 e 128 meRths 20ek

+ \Who have no clinical evidence: ol thino:

+ \Who have undetectable serumiligrevels
during\thyrexine therapys; the majert/ will
have had tumors smaller than 4" e, Nel
of a virulent subtype, wWhich were
completely resected with or wWitheuisnedail
metastases, but witheut distani
metastases.



(1) 11 serum hgis e Jeze EE_JJE o)f] /fJAer
therapy; fititia
localize the ' res

LrlJ slr Cer (nec}{
ultraseund, ¢ £ Xelicly/5 19eSECRORFLIE
results, eith ISA SCannING/ e ENiiol;

surgery woula 'e S CONSICErEd):

(2) If sértl\m Tg is undetectalble onl thyroxine
therapy 6 to 12 months afiter thyreidectomy,
and RAI, a rhTSH-stimulated Tgf alene
(W|thout a diagnostic |-131 scan)iis
performed.
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Racl]o]oclme WRS)

Classically, IJNOSTIC racdiciocinEWES are PEfoHIEd
periedically (Us NCE; & Y EAHNN LEN JJJ\j\/~|JO OINIALIENTS
with DiC.

WBS are performed after thyrexiniwithdraWalf e aiteistie
administration; off rAISE

Two negative annual successive WES
predictive value.

/
Serum Tg concentrations less, than 2 g/l

nave Very good

~ ;administration were rarely aSSOCI'ant'e‘d .
in one study, suggesting that the

agnoestic
eliminated in this clinical scenario.

However, in a study by Robbins and cewoerkers, 15% of
patients with stimulated serum Tg concentrations less than 2
g/L had evidence of residual thyroid cancer.
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& The consensusHpUpiiSHECNINZ00S5
advoecate tel ferfsiel=sidlppitllciiciel fe)
alene we Lo jollow=Ctig o ey~
Fisk patients Withrnerclin Jcl.J eerJer CEIOl;
disease and SUppPressed gl fej eltiginle)

thyroexine therapy.

Ry \

¢ How;e\/@r this) approachiis not felleyWwedsa)y:
all .physicians and many still-perform
dlagnostlc WBS In conjunction with
stimulated serum; Tg levels.



cqntroversial.

fl Oﬁﬁg\al dose for
untesolved.

2 Optlmal timing
3. Sensitivity
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ans Usilple) Zite) 5 )€1 (74-1E&5
At 245 oIS ene
DUt ot SUPERONF TeroTii=
[C 2d [9OStcidl StIBRNSCARS:

The 1-123 diagnostic scans: provide an
alternative for those Wio want o avoid
the potential for so-called StUnRRIng:=

y

3. Higher doses and longer scan times; have

|
not been sufficiently’ studied ter dirawrany
definite conclusions at this time:
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Althoughi t
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clinical significance: are
definrtive co S €
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4. Further systemic study will"help: clarii

131.
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Umer Dediicreneven

« the DIIC cellsyproliierate yet lose
thelr anility tor e OREERIIR/ANSLOKEY
and metabolize JJrlJre el of 'esumed
mechanismy s an acquikeaptitei
of thg\ sedium-iIedine sy/mpoest

ggng.\

+ These DTC cells, however, still

maintain the ability to synthe
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€1 CAAty OIirtRENPINC CEIISIIO
54l any petentiaiiy/AESECAINE
astatic Iesionr Sotid weErSUgically,
consideration for RAIL A tUmer:
0 I SloKer ESsenitiel
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- UItrasBund scanning| of
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+ Anatomic imaging with Ci|

+ Functional imaging with EDG PET:.



| LeVe\l of TSH stimulation
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noniodine-avid DIiCwas Un
sensitivity of 77 % andia posi
negative predictive value of @ J/ 290x

U1

The sensitivity: off the scan| Increa:s k
Increased; the true-poesitive r 4%\
than 10, 50% with g levels | , ancl
grea’?eht\han 100 g/L.

FDG upta\<e Indicates tumer dedifferentia £J
necessarily indicate a poor pregnosis With i
- "long as the tumor is completely remove

if
Ol

High-dose RAI had no significant therapeui

avid metastases.

ROIEIOINEIDIGERIEN)

The impact of FDG-PE I onithe management
cJ | | *

U Je\ er

, It do€Es not
JJfJ mortalitys as



I the metastatic lesiens are not [ESECTARIE; thENIGNEVEINS
elevated, and th \\ﬁEf J IEGativVe; SOMmE Al eISFECVOCALE
Cl

empiric RAI f 100 to 200, M

Fatourechi and Hay showed that most patientsinrtnel
series.with negative WBS undergoing RAI I did noet:
demonstrate sufficient I-131 uptake errthelr postalslziien
scans to warrant suchi empiric therapy.

3.” —They advocate the use of e_xte;ga] fadiation therapy as
- being the treatment of choice' for nonresectable, neniedir
avid DTC metastases.
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APRIEECHNONIENEEEN
WithrNenRlecaliZzedilVetasieSES

EMPIRNCHRANE
eead IJorrl"e

e ERVENT
Jf)r/O) JEMONSI
on postablation; scans, (7S terS00El)
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2. Schiumberger advoecate repeatingrzAl
~until'the postablation scan nermalizesy

up to a cumulative dese off 600 mCI
(22.2 GBq) of I-131.
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1. Betlorer 199y patientSAVItaNDIE
URAErgoine RAI il the Unitedl States
required hospitalfadmiSsiepNistIes
received more "rhe 52 mMEIr e I=lsirane
WeEre released! wi LREIT EXPoSUEN L
at,\:L(n fell to 7 mre A4nlee) oeJva

D)

C

Inpatient Vers

U

2. After \i997, patients Whese therapeut
;;;doses exceeded 32 mCi neec rur !
- hospitalized, provided that thell
does not expose the general pu

dose egual to or greater tham 500
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