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Epidemiology

Table 1 Incidence of thyroid carcinoma in childhood Shyroid

nodules
Figure 2 P Report Number e Relerences
thyroads
S — 1 691138 500  Hayles &f al (1960)
2 9/44 204  Adams (1967)
80 3 /38 23.7 Psarras of al (1972)
20 4 12/30 400  Kirkland of al (1973)
il 5 8/36 167  Scott & Crawlord (1978)
6 10/49 204  Valentin of al (1986)
60 7 12/58 207  Desjarding of al (1987)
. 50 H 111108 82 Balliore af al (1589)
" 40 9 7132 219  Fowler el al (1989)
20 10 10057 175 Raab ef al (1995)
11 41/148 277  Attie (1996)
0 12 17/52 327  Lafferty & Baich (1997)
q 13 26/71 368  Milman & Pelitier (1997)
0 11 524 208 Lugo-Vicente ef al (1998)
« 12 15/93 16.1 Hung (1999)
13 TG0 11.7 Wasikowa af al (1999)
14 231 a7 Amda af al. (2001)
: 15 418 222  Blackbum af al (2001)
e 37M55 239 MNiedziela ef al (2004)

nodules del Overall 2091134 26.4

N

fhyroid nodule and DTC§

reported to occur in 5,3% of
women and 0,8% of men.

Unexpected nodules have
been demonstrated in up to
60% by US.

20-40% of pts with 1 palpable

nhodule are found to have
additional nodes at US

DTC prevalence:5-15%

Thyroid nodules are uncommeon in children before puberty (1,5% or less). Any
nodule discovered in such an age group should be therefore viewed with suspicion
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Thyroid Cancer: U.S. Trend, Incidence and Mortality
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Figure 2. Trends in age-standardized (world population) death rates from thyroid cancer per 100,000 men (all ages and age 15-64 years) =
in selected countries worddwide, 1970=2012. All ages [J—{ _: tuncated at 35=64 years [J}---[0 2010

’ YEAR .
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/DTC Incidence trend: an overdiagnosis of an indolent N

disease (small PTC)
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Fi 1. Trends in incidence of overall thyroid cancer cases
|:'.|!-:‘l.|_'.q—"_'.l|:||:||::l}l. It e il_H!‘-:-lll]lJ!-ifl-'l:l to SMHHE LS, Census
and srratified by histological subompe wirh 93% CIL

\E‘mmer CL expiored. (Surgery 2000;148:1147-53.)

Results. Thyroid cancer incidence incveased 2.6-fold from 1973 to 20006, This change can be attributed

frimaridy Lo an nerease in fepillary Qeoed covcenome, whick inereesed 3. 2-fold (P < 0001 The

cncyease e fapillary thymid cecagomea alse was examined based om Domer size. Tamos =1 om in-

cteased the wiost at a tolal o J Getiveen 1983 and 20006 or by 19.2% per year, the incidence

af papilfary thyroid carcinoma 7% increased af 12,3 % Sear in 1.1-2-cm tumers, 1003 % fyear in

2 1-5-cm twmors, and 12.0% fear for =5-cm tumeors (all P = 0001 by Cochvan-Armitage trend test).

We also demonsirated a pesitioe covrelation between pafallary Uyroid corcinema bumor size and siage of

disease (Spearman, r= 0283, P < 00071 ), Opeyaivoe tredmend Jor Uhyroied cancer alse has shifled wih

fealend Hu:.'ri-.l.l'.'f.v.r'.'rm.':.' r'.'Jll'JJ’u.r'.l'ng'I{J.'ﬂ'.";l'.r.t.’ .'.l’.l_}*m.;.'f.r."frmj_],' s Py mosd comemor .1..'.'!3.;'.".".*.'.!' _|I'.IJ'.|'.I.|".|':|".|I|'|'!'|~', &
Coneclusion. Contrary to other studies, our data indicate that the increasing incidenice of thyroid caseer

canniet e accourded jor fully by an increased detection of small neaplasms. Other fossible explanations ‘g
far the increase in clinically sipnificart (=1 om) well-differentiated thyraid carcinomas shorldd be
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Fig 2. I"I'C incidence rates by tumaor size [THE3-20006).
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Ve
Risk factors for DTCs
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AACE/AME/ETA oid Nodule Guideli

History (2.3.1)
Physical Examination (2.3.2.)

Endocr Pract. 2010;16(Suppl 1) %

Thyrold US with focus on risk TSH + Free thyroxine
stratification for malignancy (3.7.1.) Calcitonin? (5.7.)
]
: MNodule diameter |4&=— Normal TSH Low TSH or MNG in
Nﬁﬂ;ﬂﬁmﬁ?r =1 cmor <1 cm iodine-deficient region
suspicious history mtl;l“:ﬁp::g?us 3
-4 5u€$ﬁ'm;5 us suspicious US Suspicion for malignancy Normofunctioning or
9 findings —>»| by clinical or US criteria |¢=—{  cold on thyroid
(3.7.1-2, Box 2) scintigraphy (6.4.)
»
Follow-up
455,7621) | No st
-------------- > FNA biopsy
(4.5.1.-5., Table 1, 4)

4 Benign Follicular lesion -
Suspicious > 7 grge:?)
Positive for malignant cells —
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AACE/AME/ETA Thyroid Nodule Guidelines, Endocr Pract. 2010;16(Suppl 1) %

History (2.3.1)
Physical Examination (2.3.2.)

Thyrold US with focus on risk TSH + Free thyroxine
stratification for malignancy (3.7.1.) Calcitonin? (5.7.)
: MNodule diameter |4&=— Normal TSH Low TSH or MNG in
Nﬁﬂ;ﬂﬁ?ﬂﬁ?r =1 cmor <1 cm iodine-deficient region
suspicious history mtl;l“:ﬁp::g?us 3
o ﬁuﬁlﬂﬁff us suspicious US Suspicion for malignancy Normofunctioning or
g findings —>»| by clinical or US criteria |¢=—{  cold on thyroid
(3.7.1-2, Box 2) scintigraphy (6.4.)
»
Follow-up
455,7621) | No TE‘
-------------- > FMNA biopsy
(4.5.1.-5., Table 1, 4)

4 Benign Follicular lesion -
Suspicious > 7 grge:?)
Positive for malignant cells —




AACE/AME/ETA Thyroid Nodule Guidelines, Endocr Pract. 2010;16(Suppl 1) %

Physical Examination (2.3.2.)

History (2.3.1)

Thyrold US with focus on risk
stratification for malignancy (3.7.1.)

TSH + Free thyroxine
Calcitonin? (5.7.)

Nodule diameter
<1 cm without
suspicious history

MNodule diameter
>1cmor<1cm
with suspicious

—— Normal ISH

Low TSH or MNG in
iodine-deficient region

v

o history or
-4 5u€$ﬁ'm;5 us suspicious US Suspicion for malignancy Normofunctioning or
9 findings | by clinical or US criteria |4 cold on thyroid
(3.7.1-2, Box 2) scintigraphy (6.4.)
| \. ~
Follow-up
(4.5.5,7.6.21) No ves
= 4
-------------- > FNA biopsy
(4.5.1.-5., Table 1, 4)
4 Benign Follicular lesion -
Suspicious > 7 grge:?)
Positive for malignant cells —




Che test di laboratorio eseguire? Il TSH e la Tg

I' MISURARE IL TSH (Grado A; BEL3)

s SEILTSHE RIDOTTO MISURARE FT4 E FT3; SE
ILTSH E" AUMENTATO MISURARE FT4 E ANTL-
TPO (Grado B; BEL3)

* ANTL-TIREOGLOBULINA NEI PAZIENTI CON
SEGNI CLINICI ED ECOGRAFICI DITIREQOPATIA
AUTOIMMUNE E ANTI-TPO NORMALI (Grado C;
BEL3)

* IL DOSAGGIO DELLA CT BASALE PUO" ESSERE
UTILE COMETEST DI SCREENING NELL'
INQUADRAMENTO DEI PAZIENTI CON NODULI
TIROIDEL (Grado B; BEL3)

s IL DOSAGGIO DELLA CALCITONINA E'
RACCOMANDATO IN OGNI PAZIENTE CON
NODULO TIROIDEO CANDIDATO ALLA
CHIRURGIA (Grado B; BEL3)

* E' OBBLIGATORIO IN PAZIENTI CON STORIA O ' ® [ caso di nodo singolo o GMN se il TSH é al di
SOSPETTO CLINICO DIMTC E MEN2A (Grado sotto del limite inferiore del range di normalita
A; BEL3) (Grado B, BEL 3)

o JLDOSAGGIO DELLATIREOGLOBULINA PRIMA .
DELLA CHIRURGLA NON B RACCOMANDATO funzionale in un nodulo, in un GMN anche se il TSH

{(Grado C:BEL3) ¢ normale (Grado B, BEL 3)

II.\A_AL'F. JAMEETAThyroid Nodule Guidcelines, Endocr Prace, 2000;16{5uppl

TSH ai valori bassi o inibito

In aree iodo-carenti per escludere autonomia
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E’ appropriato lo screening con il dosaggio della calcitonina
in tutti i pazienti con nodulazione tiroidea?

LSRN ELS AT ATESMES|

Ewropean consensus for the management of patients with 2015 American roid Association Management
differentiated thyvroid carcinoma of the follicular epithelium Thy d

Faarue Paciati. "|| irtiik ‘hf'l ||H||r|,:r| lelllllll;ﬂ Dpalle’. Hossells Eliss” Johamnes WA Seai®. yWilssar Wi "

Guidelines for Adult Patients with Thyroid Nodules
and Differentiated Thyroid Cancer

-

The Amerscan Thysod Assocation Gusdelines Task Forop

© 2006 Society of the European Joumal of Endocrinology i e

Ll i i

Wohsrw M Mt 1 S0
Patscrnt wallh hy ronsd odudel s ) Ao e Aasasiesion
l C My Mo | st inc

DDn . e ey 2001 5 N

Clinscal history L HEEDMMENDATIDH 4
R SR o 1 SO A B The panel cannot recommend either for or against routine
measurement of serum calcitonin in patients with thyroid

nodules.
Meck US FT3, FT4, TSH, (No recommendation, Insufficient evidence)
(sl sl e i (ABTe-ABTPL)
Calcilonin .
; Insufficient

Evidence may be of such poor quality. conflicting.
]l{“‘% (e, stulies not done), or not extemally
izable 1o the wrget clinical population such
l.h.: the estimate of the true effect of the test is
uncertam and does nol permit a reasonable
conclusion o be made,

measurement of serum Ct allows the detection of
unsuspected medullary thyroid carcinoma with a
frequency of 1 in 200-300 thyroid nodules, with better
sensitivity than FNAC, and that routine Ct screening
improves the outcome. Thus, serum Ct measurement is
recommended in the initial diagnostic evaluation ol Recommends neither for nor w
thyroid nodules (19-22). . for or against providing the service ¢

) intervention improves important hea
\ conflicting. As a result, the balance

o




Che test di laboratorio eseguire? La Calcitonina

i-

s MISURARE IL TSH (Grado A; BEL3) P <0001
* SEILTSHE RIDOTTO MISURARE FT4 E FT3: SE g n= 6
ILTSH E' AUMENTATO MISURARE FT4 EANTL- iy S8 gl
. - X i ] LI DO
TPO (Grado B; BEL3) g . . Upecsaes
G
¢ ANTL-TIREOGLOBULINA NEI PAZIENTI CON * | n-
SEGNI CLINICI ED ECOGRAFICI DI TIREOPATIA o i
AUTOIMMUNE E ANTI-TPO NORMALI (Grado C; ——— T
BEL3) Elisci R JCEM 2004
s L DOSAGGIO DELLA CT BASALE PUO’ ESSERE e 4 e TR i
UTILE COMETEST DI SCREENING NELL' S i E
INQUADRAMENTO DEL PAZIENTE CON i 4 —
NODULITIROIDEL (Grado B; BEL3) = : iz
IL DOSAGGIO DELLA CALCITONINA E’ i

RACCOMANDATO IN OGNI PAZIENTE CON
NODULOTIROIDEO CANDIDATO ALLA

CHIRURGIA (Grado B: BEL3) T
¥ Ly ! - .- e o i T T Eﬂma‘ﬂ_.
* E' OBBLIGATORIO IN PAZIENTI CON STORIA O b S
SOSPETTO CLINICO DI MTC E MEN2A (Grado Mgty Oubuin
A; BEL3) o= ==
* IL DOSAGGIO DELLA TIREOGLOBULINA PRIMA —
DELLA CHIRURGIA NON E' RACCOMANDATO S L
(Grado C;BEL3) O — . oy

l"\-'t..ﬂl[.'li.-“."|.."t"l.l;';"I:"I'.-!nTh}'rrzill:l SNodule Guidelines, Endocr Prace. II}II}:IﬁfHuppI 137 Caostante G JIII-[:I‘_?,/




3 Dosaggio della calcitonina e i «falsi positivi»:
le Ipercalcitoninemie secondarie e i problemi analitici

Malattie non tiroidee
Ipergastrinemia Tumori
t’ Mastocitosi ne urﬂcn{lﬂt rini
—m Ipercalcemia
.\f -'.;.::_I_.__;:_ renale cronica "‘...é

3

»

Problemi Analitici

" Fumo di y [nterferenza da anticorpi eterofili
sigaretta Dosaggl Competitivi

Macrocalcitoninemia
H
® <*>~ R S
<= Y e
=)~

Malattie tiroidee

Farlnacl Tiroidite autoimmune
(PPI, betabloccanti, glucocorticoids, Carcinomi tiroidel

: Cens1 5...Mian C Chin Chem Lab Med. i
\\ glucagone) 2016 May differenziati




" Test di stimolo per la calcitonina:

r L
perche stimolare?
MTC versus Mian C, 2014 Machens A, 2009
Vs non-MTC Ca-test Pg test
conditions

: bCT females

bCT males
{

“CsCT females

sCT males

>26 Sens 81.8%
Spec 97.9%

=68 Sens 83.3%
Spec 100%

=78 Sens 100%
Spec 76.6%

>544 Sens77.8%
Spec 85.4%

>15 Sens 89%
Spec 75%

>80 Sens 13%
Spec 100%

=80 Sens 100%
Spec 75%

=500 Sens 25%
Spec 100%

zcrezione di
1 Sensori per
tracellulare
esenti sulle
lla tiroide ed
he da MTC

|

di

e=cdall iCl‘E di

IJULLlli.lﬂll.llLlllL s 'l.'ll_l'i..-l l]lﬂhlﬂ.-'ll]
mutazione E

* Per distinguere MTC da HCC: individuazione del cutoff

« Nel tollow-up del paziente operato?

U=IvI DA ) L]

\_Mian C....Fugazzola L JCEM et al., 2014




AACE/AME/ETA Thyroid Nodule Guidelines, Endocr Pract. 2010;16(Suppl 1) %

History (2.3.1)
Physical Examination (2.3.2.)

Thyrold US with focus on risk TSH + Free thyroxine
stratification for malignancy (3.7.1.) Calcitonin? (5.7.)
]
: MNodule diameter |4&=— Normal TSH Low TSH or MNG in
Nﬁﬂ;ﬂﬁ?ﬂﬁ?r =1 cmor <1 cm iodine-deficient region
suspicious history mtl;l“:ﬁp::g?us 3
o ﬁuﬁlﬂﬁff us suspicious US Suspicion for malignancy Normofunctioning or
g findings —>»| by clinical or US criteria |¢=—{  cold on thyroid
(3.7.1-2, Box 2) scintigraphy (6.4.)
»
Follow-up
455,7621) | No TE‘
-------------- > FNA biopsy
(4.5.1.-5., Table 1, 4)

4 Benign Follicular lesion -
Suspicious > 7 grge:?)
Positive for malignant cells —




~ N
A quali domande deve rispondere 1" ecografia?

* E’un nodo vero o uno

pseudonodulo? )
..INon 1

comprenderemo mai
fra noi finché non
avremo ridotto la

nostra lingua a non

* Quanto grande e¢?

¢ (Cisono delle caratteristiche di
sospetto?

* C’¢ una linfoadenopatia satellite

sospetta?
* La componente cistica, se piﬁ di sette parole.
presente, ¢ maggiore del 50%? (Khalil Gibran)
* Il nodulo ¢ localizzato in piani
profondi?
ATA 2015




In linea di massima, se alla base della crescita del tessuto

tiroideo vi sono condizioni esterne o intrinseche diffuse a

tutta la ghiandola, si puo giungere alla formazione di

“}r}ﬁeudﬂﬂ oduli”

TSI—I, IGF-‘[, Cause a-mh.ientali,_etc. S0no e;sempiu di i-‘atmri este-t'ni.
Deficit enzimatici in qualsiasi tappa dell’ormonogenesi tiroidea sono esempi di
fattori intrinseci stimolanti direttamente o indirettamente la crescita.
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AACE/AME/ETA Thyroid Nodule Guidelines, Endocr Pract. 2010;16(Suppl 1) %

History (2.3.1)
Physical Examination (2.3.2.)

Thyrold US with focus on risk TSH + Free thyroxine
stratification for malignancy (3.7.1.) Calcitonin? (5.7.)
: MNodule diameter |4&=— Normal TSH Low TSH or MNG in
Nﬁﬂ;ﬂﬁ?ﬂﬁ?r =1 cmor <1 cm iodine-deficient region
suspicious history mtl;l“:ﬁp::g?us 3
o ﬁuﬁlﬂﬁff us suspicious US Suspicion for malignancy Normofunctioning or
g findings | by clinical or US criteria |+ cold on thyroid
(3.7.1-2, Box 2) scintigraphy (6.4.)
»
Follow-up
ws5.7621) | ke Yes |/
Y -
-------------- > FMNA biopsy
(4.5.1.-5., Table 1, 4)

4 Benign Follicular lesion -
Suspicious > 7 grge:?)
Positive for malignant cells —




4 Quando eseguire I’esame citologico

* NELNODO MAGGIORE DI 1 CENTIMETRO 50LIDO E IPOECOGENO
* NEL NODO DI QUALSIASI DIMENSIONE CON SEGNI ECOGRAFICI DI

Table 4 Recommendations stated in the ten clinical practice guidelines

4

CREE Sl b

elastography

Microcalcifications,
Irreqular margins

Intranodular
vascularizatio
Solid, deeply

Mixed cystic/ TpORChO:

Reoommendztions AACEMMESETA ATA (2009  BTA(2007)  ESMO (20020 GAES 2013]  IKNL (2047 LATS (2009 NCCN 2013]  NCN SEOM

[y (000] 0] :
Ciagrwsis :
Indications of Sneneede n ol am 1 05 o n 5 ¢m nxlom Al nodula 4] rodu i, n 15 om A il o
A raton iwhour sLpidang nodles
Foutre seum caldtonn Optiondl (l WA R A A Optiona Cprona Cptora 8
Theraid scar Low TSH Faliculr mion W& Unclasr i [ W3 i, folodarlsion  Undezr 4R

witfi e T4 SLRTATIon it o 15H

Abnormal neck
(Grado B, BEL 3) lymph nodes or
Stiffness at  extracapsular

-

=l

s
Lia L #L LA LIRS L LS| 1

invasion

AForte

icazione
per lo FNAB

Hyperechoic solid L=
Spongiform =
Purely
Cysti
CE/AME/ETA Thyroid Nodule Guidelines, Endocr Pract. 2010;16(Suppl 1) 7 De hulg
ngngﬂ%ﬁmerdemtme—z' 13




Criteri di esecuzione dell’agoaspirato secondo
ATA 2015

ATl Peodiile Bonopraphic Pemmera Rigk of Ralign

Simpectod Thyrold Hodule

TS5 M sl ar F i atad (R 2]

Figwre . ALA meslluls sonographic paivcons amsd rnk of malgsana

II. Thyroid nodule diagnostic FNA may be considered for
(Fig. 2, Table 6):

(D) Nodules 22cm in greatest dimension with very low
suspicion sonographic pattern (e.g.. spongiform). Ob-
servation without FNA is also a reasonable option. menl of patients with thyrosd nodules based on US patiern and

iWeak recommendation. Moderate-quality evidence)

2015 American Thyroid Association Management Guidelines for Adult Patients
with Thyroid Nodules and Differentiated Thyroid Cancer
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1235 patients followed up to 19 years

Flts. 1. Proportion of pabenks in our enbire semes whose

papillary thyroid microcancinoma (FTMC) showed enlarge-

ment by 3 mm or more,

|
- —
e 8.0

- _I—'__—.-

0 5 10 15 20

Folicks-up imes (=)
1,235 437 120 24

FIG. 3. Proportion of patients in the entire series whose
FTMC developed into clinical disease.

o 5 10 1B 20
U Enes |

130
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FIG. 2. Proportion of patients in the entire series whose
PTMC showed novel appearance of lymph-node metastasis.

Cumulalve % ol appe aranca ol
b honcscls mestasiesis
&
1

i
4]
b 5
Palicnis
al resk 1F5 435

"We defined progression to clinical disease as the

tumor size reaching 12mm or larger, or the novel
appearance of lymph node metastasis”

TO ET AL THYROID Volume 24, Number 1, 2014

191 underwent surgical treatment: delayed surgery

_1’/ did not affect the outcome (follow-up:75 months)

B




Relationship between carcinoma
progression and age
Incidence rates at 10 years

'i. l-J. I'-

Size enlargement Appearance node mets ogression to cl

B <ioyrs Wio-cgyrs B >60yrs

ITO ET AL THYROID Volume 24, Mumber 1, 2014




AACE/AME/ETA Thyroid Nodule Guidelines, Endocr Pract. 2010;16(Suppl 1) %

History (2.3.1)
Physical Examination (2.3.2.)

Thyrold US with focus on risk TSH + Free thyroxine
stratification for malignancy (3.7.1.) Calcitonin? (5.7.)
]
: MNodule diameter |4&=— Normal TSH Low TSH or MNG in
Nﬁﬂ;ﬂﬁ?ﬂﬁ?r =1 cmor <1 cm iodine-deficient region
suspicious history mtl;l“:ﬁp::g?us 3
o ﬁuﬁlﬂﬁff us suspicious US Suspicion for malignancy Normofunctioning or
g findings —>»| by clinical or US criteria |¢=—{  cold on thyroid
(3.7.1-2, Box 2) scintigraphy (6.4.)
»
Follow-up
455,7621) | No "’25
------------- > FMNA biopsy
(4.5.1.-5., Table 1, 4)
4 Benign Follicular lesion -
Suspicious > 7 grge:?)
Positive for malignant cells —




f UK RCPath

SIAPEC-AIT 2013

USA BETHESDA W

Diagnostic category

Terminology

Thyl/Thylc

Non-diagnostic for cytological
diagnosis

Unsatisfactory, consistent with cyst

TIR 1
TIR 1c¢ (cystic)

. Non-diagnostic
Cystic fluid only

Neoplasm possible - suggesting
|follicular neoplasm

Thy 4

Suspicious of malignancy

|Eye/sineie TIR 2 II. Benign

Thy 3a TIR 3A lll. Atypia of undetermined
Neoplasm possible — atypia/non- significance or follicular
diagnostic lesion u.s. AUS/FLUS

Thy 3f TIR 3B IV. Follicular neoplasm or

TIR 4

suspicious for a follicular
neoplasm

V. Suspicious of malignancy

_——

Thys Malignant

TIR S

VL Malignant




AACE/AME/ETA Thyroid Nodule Guidelines, Endocr Pract. 2010;16(Suppl 1) %

History (2.3.1)
Physical Examination (2.3.2.)

Thyrold US with focus on risk TSH + Free thyroxine
stratification for malignancy (3.7.1.) Calcitonin? (5.7.)
: MNodule diameter |4&=— Normal TSH Low TSH or MNG in
Nﬁﬂ;ﬂﬁ?ﬂﬁ?r =1 cmor <1 cm iodine-deficient region
suspicious history mtl;l“:ﬁp::g?us 3
o ﬁuﬁlﬂﬁff us suspicious US Suspicion for malignancy Normofunctioning or
g findings —>»| by clinical or US criteria |¢=—{  cold on thyroid
(3.7.1-2, Box 2) scintigraphy (6.4.)
»
Follow-up
455,7621) | No ves
= 4
-------------- > FNA biopsy
(4.5.1.-5., Table 1, 4)

Follicular lesion
Suspicious
Fositive for malignant cells




Quale follow-up nel nodo a citologia
indeterminata?’
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15-20% di tutte le citologie

TIR ] 2 e A S Ll /

I nodi a citologia 1 k
indeterminata nascondono un _ \
15-30% di malignita o} \
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{/" Impact of Mutational Testing on the Diagnosis and
Management of Patients with Cytc

Indeterminate Thyroid Nodules: A
Analysis of 1056 FNA Samples

&
Wi E. Mikiforow, Mo Paul Ohon, Slevernt P Hodak, 5
Shane ©. LeBeau, Robert L. Farris, Linwah Yip, Haja
EAItChell T Tublkling, Blichasl T Stang, Chrstaophaor Coy
Andrew F. Stewerart, and Bdarina M. Wikiforova

® RECOMMEMNDATION 35

(A) For patients with thyvroid cancer =4 cm. or with gross
extrathyroidal extension (clinmical T4} or clinically appar-

Atypda of wndeformin

Hialelagy
| ent metastatic discase 1o nodes (Clinical N1 or distant siles
(clinical M1 ). the inital surgical procedure should include
Cytelogic a near-total or total thyroidectomy and gross removal of all
Diagnasis primary tumor unless there are contraindications 1o this
o tico monocentrico su 513
Cancer Risk i Strong recommendation, Moderate-guality evidence) nﬂdi'
Based on "

Cytelogy Only {B) For patienis with thyroid cancer >1cm and <4 cm PTC—C-‘HT, E}I-q”n PTC‘FR‘T

without extrathyroadal extension, and withowt climical eva

dence of any lymph node metastases (¢NO), the initial lmahgni sono mutati
surgical procedure can be either a bilateral procedure (near- ] e
adenomi RAS-positivi

total or total thyroidectomy) or a unilateral procedure

(lobectomy). Thyroid lobectomy alone may be sulficiem
INILICI] IFCALITICTIL TOT TOA-T15k PaITIiry aid TCTIICUTAr cal-

Mutatianal .
Stalus cinomas: however, the treatment team may choose total
thyroidectomy to enable RAIL therapy or to enhance follow-
Cancer Risk up based upon disease features and/or patient preferences.
iStrong recommendation, Moderate-guality evidence)
T T
Lebactony vs.
Clinical Total Todal Total
absersalion Labectamy ; Labectomy

{ryraldechay
v i i ifl€tab. 2011 Nov;96(11):3390-7 _,/

thyroldectanmy

HEEILLED [ tyroidectamy

+- repeat FNA
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Quale follow-up nel nodo a citologia—~

indetesmiata? L’analisi molecolare—

- % e |

—

AUS/FLUS

® RECOMMENDATION 15

L3

(A) For nodules with AUS/FLUS cytology, after consider-
ation of wormsome clinical and sonographic featres, in-
vestigations such as repeat FNA or molecular testing may be

used o supplement malignancy nisk ;
proceeding directly with a strategy of either surveillance or

diagnostic surgery. Informed patient preference and feasi-

bality should be considered in climical decision-making.

( Weak recommendation. Moderate-quality evidence)

(B) If repeat FNA cytology, molecular testing, or both are
not performed or inconclusive, either surveillance or di-
agnostic surgical excision may be performed for an AUS/
FLUS thyrowd nodule. depending on chinical nsk factors,
sonographic pattern, and patient preference.

ATA 2016

y T
g

e

Follicular neoplasm/
suspicious for follicular
neoplasm

® RECOMMENDATION 16

(A) Diagnostic surgical excision is the long-established
standard of care for the management of FN/SEN cyiology
nodules. However, after consideration of clinical and
sonographic features, molecular testing may be used to
supplement malignancy nsk assessment data in leu of
procecding directly with surgery. Informed patient pref-
erence and fcasibility should be considered in clinical
decision-making.

(Weak recommendation, Moderate-gquality evidence)

(B) If molecular westing is either not performed or incon-
clusive, surgical excision may be considered for removal
and dehmuve diagnosis of an FN/SEFN thyroid nodule.

(Strong recommendation, Low-guality evidence)

A
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History (2.3.1)
Physical Examination (2.3.2.)

Thyroid US with focus on risk TSH + Free thyroxine
stratification for malignancy (3.7.1.) Calcitonin? (5.7.)

- Nodule diameter |— Normal TSH Low TSH or MNG in
Nﬁﬂ?\ﬂﬁmﬂ >1cmor<1cm iodine-deficient region
- : with suspicious
suspicious history history or 4
o sulf[%?lm;s us suspicious US Suspicion for malignancy Normofunctioning or
ng findings e | Dy climical or US criteria | 4=t cold on thyroid
(3.7.1.-2., Box 2) scintigraphy (6.4.)
Foll :
ollow-up
[isaunmmanenany FNA biopsy
i (4.5.1.-5., Table 1, 4)

Follicular lesion S
Suspicious — E?E'jgﬁg]
Positive for malignant celis
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Quale follow-up nel nodo con citologia di benignita?

Criginal Investigation

The Natural HISt{III'}f ﬂf Benlgn Thyrﬂld NﬂdUIES JAMA. 2015;313(9):926-935. doi:10.1001/jama.2015.0956

Corsirns Dwanie. ME.PIC: Giuseppe Coslade MO: Girsspes Locsany. M3SL0 Fooca Brune. ME:
Coarenice Merimgelo, MD; &lessandra Paciaroni. MD; EF g0 Puseddu, KD, PRD; Mazsima Tadantana, MG
Cakyzture Turring, MO, Farca &ttard. BD, Livia Lararing, D, drtonio Micoboc s, MO, Sebestizpe Tkesh, ME

Current guidelines suggest, based on expert opinion, re-
peating thyroid ultrasonography after 6 to 18 months and, if
nodule size is stable, every 3 to 5 years.” The indolent behav- s)— 3.4(3
ior and limited growth observed in our study confirm that nod- 9 (4 nodes)
ules that were benign based on initial fine-needle aspiration
oI subcentimeter and sonographically nonsuspicious can be
safely managed with a second ultrasound examinationiyear [1.7-4.9)
after the first (early follow-up) and in the absence of changes,
reassessment after 5 years (long-term follow-up). This ap-
proach should be suitable for 85% of patients, whose risk of
1; disease progression is low. Closer surveillance may be appro- 11.1.2.6
priate for nodules occurring in younger patients or older over-
weight individuals with multiple nodules, large nodules (>7.5
: mmy), or both. 10.3-0.9)

Baseline 1 . i

Follow-up, ¥

Figure 1. Changes in Thyrc
5 Years of Follow-up

- EHB®

Largest Diameter, mm
M~
-

k Prevalence of thyroid cancer in original nodes : 0.3 % (5/1567). Only 2 had grown
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