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Ung thw tuyén giap pho bién nhu thé nao

(NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Thyroid Carcinoma Version 1.2025 — March 27, 2025)

The incidence of thyroid cancer in the United States increased by 313% from a 1974-1977 incidence of
4.6 cases per 100,000 people to 14.4 cases per 100,000 people in 2010-13.1221 This increase is thought
to be due to more widespread use of head and neck imaging (which may incidentally detect thyroid
masses) as well as increased use of fine needle aspiration biopsies.!1Y

* Gan 53.000 nguoi My dugc chan dodn mac ung thu tuyén giap moi nam. Cac phuong phap diéu tri hau hét cac
loai ung thu tuyén giap déu rat thanh cong. Tuy nhién, van c6 khodng 2.000 ngudi tlr vong vi can bénh nay moi
nam.

* Phu ni* c6 nguy co mac ung thu tuyén gidp cao gap ba Ian so v&i nam gidi. Bénh thuorng dwoc chan doan & phu
ni trong d6 tudi 40 va 50 va nam gidi trong d6 tudi 60 va 70. Ngay ca tré em cling cd thé mac bénh.


https://en.wikipedia.org/wiki/Thyroid_cancer#cite_note-Lim_2017-72
https://en.wikipedia.org/wiki/Thyroid_cancer#cite_note-Boucai_2024-10
https://en.wikipedia.org/wiki/Thyroid_cancer#cite_note-Boucai_2024-10
https://my.clevelandclinic.org/health/articles/sex-recorded-at-birth
https://my.clevelandclinic.org/health/articles/sex-recorded-at-birth
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Thyroid Cancer Risk Factors

 Females are more likely to
develop thyroid cancer.

* Thyroid cancer is more
common in middle age.

* Genetic syndromes can
increase the risk of thyroid
cancetr.

 If others in your family
develop thyroid cancer.

-« Having undergone Radiation

from treatments to the

or neck.
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Lam sang

e Hau hét cac bénh ung thw tuyen giap khong gay ra bat ky dau hiéu
hoac triéu ching nao trong giai doan dau cua bénh. Khi ung thu

tuyén gidp phat trién, né cé thé gay ra:
e MOt cuc u (ndt san) co thé cdm nhén dwoc qua da trén co cta ban
* Nhitng thay do6i vé giong ndi, bao gdbm khan giong ngay cang tang
e Khd nubt
 Sung hach bach huyét & co cda ban
* Dau & c6 va hong
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Phan loai ung thw tuyén giap theo TMN

T1b Vi T3

£35 than 1cm



Phan loai ung thw tuyén giap theo TMN
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2025 American Thyroid Association Management Guidelines
for Adult Patients with Differentiated Thyroid Cancer

LAm sang Chi dinh phau thuat
e TINOMO (Unilateral) * Lobectomy
* T1 (m) NOMO (Bilateral) * Total thyroidectomy
e T2NOMO (Unilateral) * Lobectomy or Total
thyroidectomy
-T2 (m) NOMO (Bilateral) - Total Thyroidectomy

_T3-4 or cN1 or cM1 * Total thyroidectomy
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CHAN DOAN UNG THU TUYEN GIAP THE NHU

(NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Thyroid Carcinoma Version 1.2025 — March 27, 2025)

Khi két qua FNA Ia nghi ngd hodc phu hop véi

UTTG thé nha,

- Siéu @am vung cd, bao gdm tuyén giap, hach
khoang trung tam va khoang bén 2 bén

- Chup CT hoac MRI c6 tiém can quang trong
trwong hop nghi ngd hach di can qua siéu am
hodc xuat hién triéu chirng khan tiéng, hut hoi

- Kiém tra chirc nang day thanh quan qua ndi soi

- Choc TB ddi véi cac hach nghi ngé di can

- Kiém tra kha nang di truyén ung thw qua tién st
bénh va gia dinh

FNA
RESULTS

Papillary
carcinoma
or
suspicious
for papillary
carcinoma

DIAGNOSTIC
PROCEDURES

* Thyroid and
neck ultrasound
(including central
and lateral
cervical nodal
compartments), if
not previously done
* Consider CT/
MRI with contrast
when suspicious
nodes in the neck
are detected by
ultrasound" and/or
vocal cord paresis?
* Consider
assessment of
vocal cord mobility
(ultrasound,
mirror indirect
laryngoscopy,
or fiberoptic
laryngoscopy)®
* FNA for suspicious
lateral neck nodes®
* Screen for personal
and/or family
history suggestive
of inherited cancer
riskd

PREOPERATIVE OR
INTRAOPERATIVE

PRIMARY TREATMENT

DECISION-MAKING CRITERIA

Indications for tofal

thyroidectomy (any present):

* Known distant metastases

* Extrathyroidal extension

* Lateral cervical lymph node
metastases or gross central
neck lymph node metastases

* Poorly differentiated and
differentiated high-grade
carcinoma

* Consider for prior radiation
exposure (category 2B)

* Consider for bilateral nodularity
or tumors >4 ¢m in diameter

Indications for total

thyroidectomy or lobectomy, if

all criteria present:

* No prior radiation exposure

* No distant metastases

* No lateral cervical lymph node
metastases

* No extrathyroidal extension

* Tumor 1-4 ¢m in diameter

-

+ Total thyroidectomy

+ Perform therapeutic
neck dissection of
involved compartments
for clinically apparent/
biopsy-proven diseased

Postsurgical

— |Evaluation
(PAP-3)

Total thyroidectomy
(category 2B) -
Lobectomy®
(preferred) Post- Lobectomy
+ isthmusectomy ’ (PAP-2)
(category 2B)




ATA guidelines for assessment of thyroid
nodules

Last revised by Arlene Campos on 14 May 2025

* Lanh tinh (TIRADS 1)(nguy co 0%): khéng sinh thiét

* Nguy co rat thap (TIRADS 2)(nguy co <3%): sinh thiét néu >2 cm (hodc quan sat
siéu am)

* Nguy co thap (TIRADS 3) (nguy co 5-10%): sinh thiét néu >1,5 cm
* Nguy co trung binh (TIRADS 4) (nguy co 10-20%): sinh thiét néu >1 cm

* Nguy co cao (TIRADS 5)(nguy co >70-90%): sinh thiét néu >1cm


https://radiopaedia.org/users/arlene-campos-1?lang=us

Phan loai nguy co tai phat ATA 2025

1. Nguy co tai phat thap : 10-15 %

2. Nguy co tai phat trung binh : 16-30 %

- khoi u & giai doan T1T2T3a va cdé mot trong cac yéu to sau:

khoi u 2 thuy > 1cm. C6 di can hach < 3 cm. u xam lan mach mau
3. Nguy co tai phat cao : > 30 %

- khoiu T3a (>4 cm ). T3b( u pha v& vd ). T4a ( xam lan td chirc xung
quanh )

- Khéi u c6 di can hach cb , di can xa



Chi dinh phau thuat
(NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Thyroid Carcinoma Version 1.2025 — March 27, 2025)

PREOPERATIVE OR PRIMARY TREATMENT
Ch| dinh cat toan bo tuyén giap (néu cé bat ki tiéu ch| : INTRAOPERATIVE
' nao) . DECISION-MAKING CRITERIA

Indications for total
thyroidectomy (any present):
* Known distant metastases

I« Dicanxadaxacdinh
1 * Xam lan ngoai tuyén giap

I

i * Dican hach trung tam hoac hach khoang bén | « Extrathyroidal extension 'lotr?l thy:zidector?y

~ N : v . ‘ » Lateral cervical lymph node * Feriorm therapeutic
- » Ung thu khong biét hod hodc biét hoa | astases or gr‘:,sg contral neck dissection of
e Tian xa tri | neck lymph node metastases | .| involved compartments
| R N .. « Poorly differentiated and for clinically apparent/ J
''*  Danhan 2 thuy hodc khdi u I&n hon 4cm | differentiated high-grade biopsy-proven disease Postsurgical
I carcinoma — |Evaluation_

* Consider for prior radiation (PAP-3)

exposure (category 2B)
* Consider for bilateral nodularity
or tumors >4 cm in diameter

| Chi dinh cat toan bd hoic 1 thuy tuyén giap (cé tat ca
: cac tiéu chi)
. * Chua diéu tri xa trwdc do

I R . I Indications for total Total thyroidectomy ____
-* Khongdicanxa | thyroidectomy or lobectomy, if (category 2B)
A -y A all criteria present:
! ’ Khong di can hach khoang bén I * No prior radiation exposure
1* Khdngxam lan ngoai tuyén giap j|* No distant metastases .
. , , e .|* No lateral cervical lymph node Lobectomy
1’ Kich thuwdc khéi u 1-4cm metastases (preferred) Post- Lobectomy
. .|* No extrathyroidal extension + isthmusectomy > (PAP-2)

L i'* Tumor 1-4 cm in diameter (category 2B)



CAT 1 THUY HAY TOAN BO TUYEN GIAP?

(NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Thyroid Carcinoma Version 1.2025 — March 27, 2025)

Cat toan bo tuyén giap

- Khdi u sat vd bao tuyén giap
- C6 xam lan ra ngoai vo

Cé6 hach di can ( cat lanh )

- C6 6 ung thw bén con lai ( cat lanh )
- Xam nhap mach mau ( cat lanh )

Bao ton 1 thuy hodc cat toan bd
- khéi u >4 cm

- Xam nhap hach bach huyét

- Pa nhan v&i nhan > 1 cm

Post-
lobectomy™

CLINICAL PRESENTATION

* Thyroid and neck
ultrasound (including
central and lateral
cervical nodal
compartments), if
not previously done

* Biopsy suspicious
lymph nodes
or contralateral
lesions that meet
sonographic criteria
by ATA and TI-RADS"

Any of the following:

* Gross positive
resection margins

* Gross extra-thyroidal
extension

* Confirmed nodal
metastasis”

* Confirmed contralateral
disease

+Vascular invasion

Any of the following:

* Tumor >4 ¢m

* Lymphatic invasion

* Macroscopic multifocal
disease (>1 cm)

* Poorly differentiated
and differentiated high-
grade carcinoma

* Negative resection
margins

*No contralateral lesion

*No suspicious lymph
node

or

oNIFTP!

PRIMARY TREATMENT

Completion of thyroidectomy
* Perform therapeutic neck

dissection of involvgd. "
compartments for clinically
apparent/biopsy-proven ;
disease if not previously done n E%ﬁﬁ‘;ﬂ':_al
PAP-3
Completion of thyroidectomy ——>
or
- Considerevothyroxi
; onsider levothyroxine
2::::::'“9] therapy to keep thyroid
stimulating hormone
N &) (TSH) low or normal¥
Disease
o Consider levothyroxine |  Monitoring
monitoring — therap){(to keepTSH  [—>|and
normal Maintenance
PAP-T




CHIi BDINH VA CHONG CHi BDINH XA TR

(NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Thyroid Carcinoma Version 1.2025— March 27, 2025)

KHONG diéu tri xa 1131
 Carcinoma TG thé nhu, thé cé dién

e Khéi uldn nhat < 2cm

. * Nam trong bao tuyén
'+ DPon nhan hodc da nhan (cac nhan < 1cm)

e Khoéng thiy khang thé Tg

"+« Tg hau phau < 1ng/mL
. CO THE diéu tri xa 1131

*  Khai uldn
e Carcinoma TG thé nguy co cao
* Xam lan hé bach huyét

e Dican hach trung tam

* Pa nhan vdi nhan > 1cm
e Tg hau phiu 1-10 ng/mL
NEN diéu tri xa 1131

"+ N1b —di can hach khoang bén

- » Dai thé xd4m |an ngoai bao tuyén

e Tg hau phiu > 10 ng/mL
* >5hachdican
e Xam I&n mach mau

- « Carcinoma TG thé biét hod nguy co cao

. CLINICOPATHOLOGIC FACTORS

. RAI not typically recommended (if all present):

« Papillary thyroid carcinoma (PTC), classic
subtype

Largest primary tumor =2 cm

Intrathyroidal

Unifocal or multifocal (all foci =1 cm)

No detectable Tg ab

Postoperative unstimulated Tg <1 ng/mL '
Negative postoperative ultrasound, if done"

RAI selectively recommended (if any present):

" « Large primary tumor size®
' =« High-risk subtypesV

* Lymphatic invasion

. * Cervical lymph node metastases (millimetric

central nodes)

. » Macroscopic multifocality (one focus >1 cm)

Postoperative unstimulated Tg 1—10 ng/mL*"
Microscopic positive margins

RAIl typically recommended (if any present):
Significant N1b disease

Gross extrathyroidal extension"
Postoperative unstimulated Tg >10 ng!mLt"‘
Bulky or >5 positive lymph nodes

Vascular invasion

Differentiated high-grade carcinomaY

LI IO IO NN I



Theo ddi sau diéu tri

 Kham lam sang: phat hién tai phat u, hach, cac dau hiéu cua di can
Xa

- Can lam sang:

« Xét nghiém FT3, FT4, TSH, Tg huyét thanh

« Ddi voi thé thy xét nghiém calcitonin va CEA

« Chup X-quang phdi phat hién di can

- Siéu &m phan mém ving cd va xa hinh tuyén giap voi 1131

» Trong trong hop v&i bénh nhan Tg & mirc cao > 10ng/ml. Xa hinh
tuyén giap, kham lam sang, siéu am va CT Scan khong phat hién
ﬁoSnFtE%%ng tai phat, di can co thé dwoc chi dinh chup PET-CT voi



TAI PHAT VA HUONG DIEU TRI

(NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Thyroid Carcinoma Version 1.2025— March 27, 2025)

RECURRENT DISEASE
*Rising or newly elevated Tg and

Nguy co tai phat
Tang nong do Tg , khdng thay diu hidu et

Continue surveillance with
unstimulated Tg, ultrasound,

————— Suppress TSH with levothyroxine* ————> a8 4
and other imaging as clinically

trén th ém d(‘) 'h‘|n énh * Non-radioiodine responsive9? indicated (PAP-7)
- Trwdng hop khéng ¢o chi dinh phau Sy o) !
th u at Cpnsider RAI_ the'rapy,hh ifpreoperati\_/e or.postoperat!ve radioiodine'imaging positive
Kh(’jng dép l]:ng X3 tr| E:lstfcaaslesrrll?:tllt:;?g for non-progressive disease that s stable and distant from
L’JJ C Ch é TSH b én g I e\./ Othyr OXin e kh 6 n g Locoregional ,, Gonsider iodine total _’ggrszlectpatientswith unresectable, non-radioiodine-avid, and progressive disease,
- recurrence body scan consider:
hiéu qua o
s - . = o . o Systemic therapi ’
Tai phat tai cho hoéc di can TS |
. . n For select patients with limited burden nodal disease, consider local therapies when
- Xa hinh toan than available (ethanol ablation, radiofrequency ablation [RFAJ)
- Phau thuat néu co thé hoac xa tri S——
R . . . R dIorerapy or iodine-avid disease
= Can nhaC Iam RFA y t|em con Metastatic disease =f2;7I therapies when availablel
IafnRA(i-rrefractory, see Treatment (PAP-10)




DI CAN XA VA HUONG PIEU TRI

(NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Thyroid Carcinoma Version 1.2025— March 27, 2025)

Khoi u khéng the phau thuét hoac
co tai phat nhiéu Ian di can toi
cac co quan ( phdi , gan , co ) tr
Xwong va nao :

- Dung levothyroxine (rc ché TSH
- Piéu tri nang cao thé trang

- Phau thuat khi thé trang bénh
nhan cho phep

- Theo dai triéu Chwng lam sang
va tién trién cua ung thu

Unresectable
locoregional
recurrent/
persistent disease

Soft tissue
metastases

(g, lung, liver,
muscle) excluding
central nervous
system (CNS)
metastases (see
below)

>

» Consider clinical trial

+ Continue to suppress TSH with levothyroxine®

 Consider systemic therapy for progressive and/or symptomatic
disease (Principles of Systemic Therapy [THYR-B

 Consider resection of distant metastases and/or RTA or
other local therapies! when available to metastatic lesions if
progressive and/or symptomatic (Treatment of Locoregional
Recurrence [PAP-9])

+ Disease monitoring is often appropnate In asymptomatlc patients
with indolent disease assuming no brain metastasis** (PAP-7

+ Best supportive care, see NCCN Guidelines for Palliative Care




Ung thw di can

Di can xwong
- Can nhac diéu tri gidm nhe bang phau thuat hodc cac

= 5 i A 5 + Consider surgical palliation andlor RT%other local therapies! when available if symptomatic, or asymptomatic

| I@AU P h a&p tai ChAO kh,l ac . i . p In weight-bearing sites. Embolization prior to surgical resection of bone metastases should be considered to

- Can nhac thuyén tac mach hoac cac can thiép thay thé reduce the risk of hemorrhage
, x a 2 > Bone * Consider embolization or other interventional procedures as alternatives to surgical resection/RT in select cases
khac cho p hau thu at cat bo R | Consider intravenous bisphosphonate or denosumab™" %
A ~ : > * Disease monitoring may be appropriate in asymptomatic patients with Indolent disease™ (PAP.7)
- Tru ye n. tinh mach b I’S phosph O n ate_ ,h oac denosumab + Consider systemic therapy for progressive and/or symptomatic disease (Principles of Systemic Therapy
- Piéu tri toan than néu bénh tién trién [THYR=) 8" i
+ Best supportive care, see NCCN Guidelines for Palliative Care

Di can nao
- Khoi u don déc -> wu tién phau thuat cat bé hodc xa
phau dinh vi SRS

» For solitary CNS lesions, either neurosurgical resection or stereotactic radiosurgery (SRS)? is preferred or

- Khéi u da 6 -> xa tri toan bo nao hoac xa tri dinh vi SRS * For multiple CNS lesions, consider radiotherapy, including whole brain radiotherapy RT (WBRT) or SRS,%
o x ny Lyt > ’ . AR andlor resection in select cases
hodc phau thuat cat bo trong trwdng hop dac biét ONS | andior

messenssy |, Consider systemic therapy for progressive andior symptomatic disease (Principles of Systemic Therapy

[THYR-8])
* Best supportive care, see NCCN Guidelines for Palliative Care

- Diéu tri toan than néu bénh tién trién




Tien lvong

Thyroid

cancer type

Papillary

Follicular

Medullary

Anaplastic

Stage |

100%%!
100%3

100%!

Stage I
100%%:!
100%!3!

98%:5]

(always stage V)L

5-year survival

Stage Il
93%L63l

71%:6:]

81%1%]

Stage IV
51%51%!%]
50%%3l

28%°3

7%

Overall

96%.%4l or
97%!651

91%%4

80%,541 83%1L°
8l or 86%.571

7%l or
149%.641

10-year
survival

Overall

93%L°4
85%164

75%"4

(no data)



Xin cdm on sy chd y lang nghe
cua qui déng nghiép
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