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Intermediate High risk (Strong recommendation, Moderate-quality evidence)
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PTC<1cm

® RECOMMENDATION 35

(C) If surgery is chosen for patients with thyroid cancer

<1 cm without extrathyroidal extension and cNO, the initial
surgical procedure should be a thyroid lobectomy unless
there are clear indications to remove the contralateral lobe.
Thyroid lobectomy alone is sufficient treatment for small,
unifocal, intrathyroidal carcinomas in the absence of prior
head and neck radiation, familial thyroid carcinoma, or
clinically detectable cervical nodal metastases.

(Strong recommendation, Moderate-gquality evidence)
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Fig. 1 Schema of typical examples of PMCs presenting a high, intermediate, and low risk for trachea invasion

lto Y et al. WIS 2016
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B RECOMMENDATION 35

(B) For patients with thyroid cancer >1cm and <4cm

without extrathyroidal extension, and without clinical evi-
dence of any lymph node metastases (cNO), the initial
surgical procedure can be either a bilateral procedure (near-
total or total thyroidectomy) or a unilateral procedure

(lobectomy). Thyroid lobectomy alone may be sufficient
initial treatment for low-risk papillary and follicular car-
cinomas; however, the treatment team may choose total
thyroidectomy to enable RAI therapy or to enhance follow-
up based upon disease features and/or patient preferences.

(Strong recommendation, Moderate-quality evidence)
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2009 Guidelines

TABLE 5. MAjoR FAcTORS IMPACTING DECISION MAKING IN RADIOIODINE REMNANT ABLATION

Factors

T1

T2

T4

Nx,NO
N1

M1

Description

1cm or less, intrathyroidal or
microscopic multifocal

1-2 cm, intrathyroidal
>2-4cm, intrathyroidal
>4cm
<45 years old
>45 years old
Any size, any age, minimal
extrathyroidal extension
Any size with gross
extrathyroidal extension
No metastatic nodes documented
<45 years old
>45 years old
Distant metastasis present

Expected benefit

Decreased
risk of
death

No

Conflicting data
Yes

Decreased
risk of
recurrence

No

Conflicting data®
Conflicting data®

Conflicting data®
Yes
Inadequate data®

Yes

No
Conflicting data®
Conflicting data®

Yes

May facilitate
initial staging
and follow-up

RAI ablation
usually
recommended

Yes No
Yes Selective use”
Yes Selective use®
Yes Yes
Yes Yes
Yes Selective use®
Yes Yes
Yes No
Yes Selective use”
Yes Selective use?
Yes Yes

Strength
of

evidence
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J RAI not routinely recommended :n79 1-n\op PTC -
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® RECOMMENDATION 51 (details in Table 14)

(A) RAI remnant ablation is not routinely recommended
after thyroidectomy for ATA low-risk DTC patients.
Consideration of specific features of the individual patient
that could modulate recurrence risk, disease follow-up
implications, and patient preferences are relevant to RAI
decision-making.

(Weak recommendation, Low-quality evidence)



TABLE 11. ATA 2009 RISK STRATIFICATION SYSTEM WITH PROPOSED MODIFICATIONS

ATA low risk Papillary thyroid cancer (with all of the following):
No local or distant metastases;
All macroscopic tumor has been resected
No tumor invasion of loco-regional tissues or structures
The tumor does not have aggressive histology (e.g.. tall cell, hobnail variant,
columnar cell carcinoma)
e If "*'I is given, there are no RAI-avid metastatic foci outside the thyroid bed on
the first posttreatment whole-body RAI scan
* No vascular invasion
* Clinical NO or <5 pathologic N1 micrometastases (<0.2cm in largest dimension)
Intrathyroidal, encapsulated follicular variant of papillary thyroid cancer”
Intrathyroidal, well differentiated follicular thyroid cancer with capsular invasion and
no or minimal (<4 foci) vascular invasion® J_
Intrathyroidal, papillary microcarcinoma, unifocal or multifocal, including BRAF"*E
mutated (if known)®
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® RECOMMENDATION 55

(A) If RAI remnant ablation is performed after total
thyroidectomy for ATA low-risk thyroid cancer or
intermediate-risk disease with lower risk features (i.e., low-

volume central neck nodal metastases with no other known

gross residual disease or any other adverse features), a low
administered activity of approximately nf@. gener-

ally favored over higher administered activifics.

(Strong recommendation, High-quality evidence)
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:rhTSH
= RECOMMENDATION 54

(A) In patients with ATA low-risk and ATA intermediate-
risk DTC without extensive lymph node involvement (i.e..
T1-T3, NO/Nx/Nla, MO0), in whom RAI remnant ablation or
adjuvant therapy is planned. preparation with thTSH stimu-
lation is an acceptable alternative to thyroid hormone with-
drawal for achieving remnant ablation, based on evidence of
superior short-term quality of life, noninferiority of remnant
ablation efficacy. and multiple consistent observations sug-
gesting no significant difference in long-term outcomes.

(Strong recommendation, Moderate-quality evidence)
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Initial Therapy
Total thyroidectomy (R35)
Therapeutic neck dissection (clinical NI disease) (R36A)
+/ - Prophylactic central neck dissection (R36B)

Evaluation of Post-Operative Disease Status
Routine use of post-op serum thyroglobulin (R50B)
Post-op diagnostic RAI scanning (R50D) and/or ultrasound may be considered [B34]

RAI Should Be Considered (R51D, Table 14)
For remnant ablation, 30 mCi is generally favored over higher administered activities (R55)
therapy, administered activities abo emnant ablation up to 150 mCi
verally recommended (m absence of known distant metastases)(R56)

Initial TSH Goal
0.1-0.5mU/L (R59B)

Evaluate Response to Therapy (R49)
Tg testing (R62, R Ré4)
k US (R65)
Consider diagnostic whole body scan (R66, R67)

Excellent Response to Therapy Biochemical Incomplete,
TSH goal 0.5-2.0mU/L (R70D, Table 15) Structural Incomplete,

Non-stimulated Tg month interv: ) or Indeterminate Response
Periodic US examinations (R65) See text for guidance
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® RECOMMENDATION 9
Thyroid nodule FNA cytology should be reported using
diagnostic groups outlined in the Bethesda System for
Reporting Thyroid Cytopathology.

(Strong recommendation, Moderate-quality evidence)
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B RECOMMENDATION 46

(A) In addition to the basic tumor features required for
AJCC/UICC thyroid cancer staging including status of
resection margins, pathology reports should contain ad-
ditional information helpful for risk assessment, such as
the presence of vascular invasion and the number of in-
vaded vessels, number of lymph nodes examined and in-
volved with tumor, size of the largest metastatic focus to
the lymph node, and presence or absence of extranodal
extension of the metastatic tumor.

(Strong recommendation, Moderate-quality evidence)

(B) Histopathologic variants of thyroid carcinoma associated
with more unfavorable outcomes (e.g., tall cell, columnar
cell, and hobnail variants of PTC; widely invasive FTC;
poorly differentiated carcinoma) or more favorable out-
comes (e.g., encapsulated follicular variant of PTC without
invasion, minimally invasive FTC) should be identified
during histopathologic examination and reported.

(Strong recommendation, Low-quality evidence)



Risk of Structural Disease Recurrence
(In patients without structurally identifiable disease after initial therapy)

High Risk
Gross extrathyroidal extension,
incomplete tumor resection, distant metastases,

FTC, extensive vascular invasion (~ 30-55%)
pT4agross ETE (=~ 30-40%)

pN1 with extranodal extension,>3 LN involved (= 40%)
PTC,> 1 cm, TERT mutated + BRAF mutated* (>40%)
pN1,any LN >3 cm (= 30%)

or lymph node >3 cm

Intermediate Risk
Aggressive histology , minor extrathyroidal
extension, vascular invasion,
or > 5 involved lymph nodes (0.2-3 cm)

Low Risk

PTC, extrathyroidal, BRAF mutated*(~ 10-40%)
PTC,vascularinvasion (~ 15-30%)

Clinical N1 (320%)

pN1,> S LN involved (=20%)

Intrathyroidal PTC, < 4 cm, BRAF mutated* (<10%)
pT3 minor ETE (= 3-8%)

Intrathyroidal DIC
< 5 LN micrometastases (< 0.2 cm)

pN1,all LN < 0.2 cm (=5%)

pN1,<SLN involved (=5%)

Intrathyroidal PTC, 2-4 cm (= 5%)

Multifocal PTMC (= 4-6%)

pN1 without extranodal extension, < 3 LN involved (2%)
Minimally invasive FTC (= 2-3%)

Intrathyroidal, <4 cm, BRAF wild type* (= 1-2%)
Intrathyroidal unifocal PTMC, BRAF mutated®, (=~ 1-2%0)
Intrathyroidal, encapsulated, FV-PTC (=~ 1-2%)

Unifocal PTMC (= 1-2%)




