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« small volume Nla meta : <5 involved nodes with no meta > 2mm in largest dimension
» Completion thyroidectomy is not requried for small volume Nla meta



 BRIRTE (B8 L R2HmREsRIED L EUERARERAE [Differentiated Thyroid Cancer; DTC]) E2EIE 5| L8 -4 )

A ERARERFITRIR R -2( MEFEERBMT )

E’}J\:E;L]x\il;vk% +
Sk TR R

T@%J"“*’—&iﬁ‘(& VI);H:U’ *#‘@ﬁ;,cha >

(N B EaE RN SREE)

PR T -
. . S “’]1}_ e+
TRhk t ESEINH T SEH (cNO) > gk g e >
I BT PRy e
)7/ T3a, T3b & T4 VAT S R S i
iE
Tk 3 RIFEIR (% 8 1-V or retropharyngeal LN) Y . =
» x _‘L z B o 5_L Tk T~
T (‘35._%\;17 A s d ) oNIb ;}"—’JT\}_‘ 75112 + Tk R P T M I'rs Vi %El




( BRIRE (88 - RMIEARIED L BUERRERE [Differentiated Thyroid Cancer; DTC]) B2 RIE 5| L8 -5 )

IR ERARBR ST RIRR -3

Lok D ER
2. wmie L 2 A wmre
It EHER L

3. AR A K R
L eAg R A B R
i E R

S N L TR

\i

T RSRE o sk
IR Sedur -1

A

R

# DTC3 £ 3RER 7 o 2

\ 4

PR LM .?:é—'*f‘,fjﬁ’ A
SAFT CEST.

Y ECEEDD

TMU Taipei Cancer Center

A R R RR o
BRI Rk R R
/BRI L R

\ 4

¥ i vep e g (strap muscle
invasion)
BT E R e a1
AR P F I L F RN
W EH

\

A DTC-4

gEXEST

| # DTC-6 -7 4 F & = i

“‘;{t,\;‘z’

it B

Y

e “’?\E ﬁx,, u$ + W R u$

fhtmnE AR

%A R TR R

(B ar Y s T 25 1)

U e Q8 Pt




( BRIFE (88 L RMIED LA ERRISE [Differentiated Thyroid Cancer; DTC)) 2RSS | 1L -6 )

IR Tl B2tk 3R RAF T I6 0

SHERIRGIR « FURBRAISEAGE DU EfM—H 2RIl
8] FH (AR o [ > 4om SEIHR S A 1l
HEGERM  Aimbe=E) > - BT R1orR2)
& MERLIRZ A - FER{REEE R

i o « WIRTNZIREE (> 1em)

- YR mAmget o WERSERE (GE D
EASECE RS« BHERA R AL
o MEEHE
« 43b7 (Poorly differentiated)
o UEIEANAERE - B0 MERE (widely invasive or

encapsulated angioinvasive with >4 vessels)

(o B ar Y s 5B 25 1)

o JERAELS 1-4 cm UK EERE 2= HRBRGIBR 1l %
o JEIEAMAEAE © Encapsulated angioinvasive with <4 or IR B % A 7 FR IR IS 250G g

vessels or Minimally invasive FTC FERLI R TSH (s E "’é
N 2EREE TRIR B % B £ ORI R R i
-+ AHEDT RO) FELARES TSH (RS ER 5l

o JHESH{HIR
o JERES/ME lem
o JHE AR A B
« NIFTP( #f 2)
3 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).
3% 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.
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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.
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( BYRISEE (188 RMmIEAES LA ERIRERE [Differentiated Thyroid Cancer; DTC]) BRI |1 - £ 1)

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

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

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

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.

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

Benign [malignancy risk < 1%]: Purely cystic nodules
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PO o intern nodule with irfegular margine,” — gl
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TIRADS (Thyroid imaging reporting and data system ) #3228 2 ERiR IR B S KRS

TMU Taipei Cancer Center

ACR TI-RADS ;i
COMPOSITION ECHOGENICITY SHAPE MARGIN ECHOGENIC FOCI ﬂ)j!(
(Choose 1) (Choose 1) (Choose 1) (Choose 1) (Choose All That Apply) ’f\i;

Cystic or aimost 0 points Anechoic 0 points. Wider-than-tall 0 paints. Smooth 0 paints None or large 0 points. i/,/\
compleialy Cyetc Hyperechoic oc 1 point Taller-than-wide 3points Hcefined 0points comel il anfects &
Spongiform 0 points iscechoic Macrocaicifications 1 point .
Lobuated or 2paints B

-Il::wqﬂc 1 point Hypoechoic 2 points. irregular Peripheral (rim) 2points ;7, l

hypoechoic 3 paints. Extra-thyroidal 3points

Solid or aimost 2 points L edenion Punctate echogenic 3 points ’PH\‘
completely solid foci i
i

1

E

2

E&l

DS

uu




( BRIRE (88 L RMpRsRD 1L B ERIRIREE [Differentiated Thyroid Cancer; DTC]) E2IEIE5 |5 - 5X 2 )

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

v
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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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( BRIRE (88 L RHpRskRED 1L B ERFRIRIE [Differentiated Thyroid Cancer; DTC]) E2IES| X5 -5 5 )

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)IfI-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)*

2. Intrathyroidal, well differentiated follicular thyroid cancer with capsular invasion and no or minimal (< 4 foci) vascular invasion*

. Intrathyroidal, papillary microcarcinoma, unifocal or multifocal, including V60OE 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, V6OOE BRAF mutated (if known)*

. Multifocal papillary microcarcinoma with extrathyroidal extension and V600E 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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