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Goc nhin cua bac sy Y hoc hat nhdn
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Thyroid cancer: clinical pathology

Papillary (87%)

: Differentiated Follicular (6%)
Follicular cells
Hurthle cell {3%)

|—> Anaplastic (196)

» Medullary (29%)
Parafollicular cells

Treatment of Differentiated Thyroid Cancer includes:
= Surgery — thyroidectomy
» Radioactive iodine
= Thyroid stimulating hormone (TSH) suppression
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Ung thu tuyén giap biét hoa va cac bién doi gen
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UTTG BIET HOA KHANG IOT PHONG XA
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- Con duwong MAPK, PI3K: hoat hoa bai cac thu thé tyrosine kinase (RET, MET, FGFR, PDGFR).

- VEGFR hién dién cé trén mang té bao buéu 14n mang té bao ndi mac



Tiép cAn mai diéu tri ung thu tuyén giap biét hoa

PHAU THUAT
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TIEN TRIEN & TIEN LUQONG UTTG BIET HOA




Diagnosis of

Thyroid Cancer:

Initial ar Clindcally
Persistent/Recurrent DTC

A ssossment of risk/benefit for
treatment vs. active surveillance

or manitoring

Active Surveillance
ittt

Aaessmcm of
response 1o treatment
active surveillance/ monitoring
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[ Diéu tri & Quan ly ung thw tuyén giap biét hoa

Piéu tri ban dau

Quyét dinh diéu tri iod phéng xa RAI

Muc tiéu TSH ban dau

Panh gia dap &ng diéu tri

Adapted from Haugen BR et al. Thyroid. 2016, Jan 1, 26(1): 1 - 133



Estimated Risk of Structural Recurrence

PTC AKD SUBTYPES* FTC/IEFVPTC®

oTC*
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Muc tiéu diéu tri I-131

Diéu tri 1

Muc dich Xod mib g:iii]:r Elifu tri Bk b & cin

con lai bo tro ]

Péanh gia giai doan ban dau x * X

Tao diéu kién theo déi x x %

Cai thién song thém - x x

Giam tai phit - x i

Cai thién song thém khong ) . .

tién tnén benh

Dicu tri triét cin - x .

Bicu tri giam nhe - - X

Thyroid Vol 29, NO 4, 2019




WHOLE BODY WITH I131

DO THI MIMH THU
T DRY5 ARAFTER SHmCi I131

I-131..13/8/2000 DO MINH THU

F'OST I-121 38-7-280802



Theo d6i bénh nhin sau diéu tri véi I-131

BN sau diéu tri 1-131

7

Dap rng hoan
toan

v

Pap trng trung gian

v

bap rng khong hoan
toan vé sinh héa

v

Pap rng khéng hoan
toan vé cau truc

|

-Tg,A-Tgon T4
-Siéu &m moi 6-12 thang

-Tg, A-Tgon T4

- Siéu am moi 6-12
thang

- CT ¢b nguc

- XHTT chan doan moi
12-24 thang

- Tg,A-Tgon T4

- Siéu Am méi 6-12
thang

- CT cb nguc

- XHTT chan doan moi
12-24 thang

- PET/CT khi Tg va/
hoac A-Tg tang

Piéu tri 1-131
Phau thuat
Xa tri ngoai
Hoéa chat
Piéu tri dich




Dynamic Risk Stratification

DW and Ammt:
Initisl RON ' _ LA




TAI PHAT VUNG CO TRONG UTTG BIET HOA



Thuat ngit: bénh dai dang hay tai phat ?

» Can phan biét:
~ -Tai phat tai chd: giwong tuyén giap (local recurrence) hay to chirc
tuyén giap con lai (residual thyroid tissue).
- T4i phat vung (regional recurrence) hach co trung tim hay hach co
bén.
« UTTG tai phat: tai phat khoang trung tim, tai phat viing co bén va tai
phat/di can xa

* Tai phat bénh: phat hi¢n sinh hoa hay cau tric bénh 1y & bénh nhan truéce d6
khong co bang chirng bénh (Tg va chan doan hinh dnh 4m tlnh)



UTTG dai dang/tai phat (persistent/recurrent DTC)

* 31 — 46 % bénh dai diing; 1,2 — 6,8 % tai phat vé cau tric sau phiu thuit.
» Thuong giip, hach ¢6 nhoé on dinh véi cac dic diém nghi ngo tai phat

* Di cin hach co va trung that (70-74%), tai giwong tuyén giap (20%), co

canh khi quan 6%, di ciin xa 21% (di cin phéi don doc 63 %/di ciin xa)

Mazzaferri EL, Jhiang SM Long-term impact of initial surgical and medical therapy on papillary and follicular thyroid cancer.
Am J Med 97:418-428.



DI CAN HACH cO

e Di can hach c6: 12— 81 % UTTG thé nhu (hach to khoang 35 % DTC)
e Hach c0 tai phat/di can phu thudc:

—---Pic diém 1am sang, mé bénh hoc, djt bién gen/giai doan cTNM, pTNM,
phwong phap vét hach dw phong/diéu tri, so6 lwong hach vét sau PT.

* Mazzaferri: ty 1€ tai phat 30 % sau PT va khoang 66 %/10 nam.

» Tang ty 1¢ tai phat (kich thudc hach nho, khong so thay) nho siéu am, Tg va do so
luong UTTG tang 1én



TREATMENT

DISEASE MONITORING

Total
thyroidectomy |[—*
with RAI

* Physical examination

* Neck ultrasound at 6-12
months

* TSH

» Tg measurement and Tg
ab®®

FINDINGS

Rising or new Tg

abff

Abnormal imaging

—

and/or rising Tg

Mo evidence
of disease

e

MANAGEMENT

Consider additional imaging (CT neck/
chest), PET, or RAl imaging

Consider biopsy of suspicious areas

on imaging with Tg washout. Follow-up
imaging of known iodine-avid disease
with cross-sectional imaging (CT or MRI).

* Physical examination

« TSH*

* Tg measurement and Tg ab annually if
stable

* Neck ultrasound annually for 5 years,
and then less often if imaging and Tg
measurement and Tg ab stable

» See NCCN Guidelines for Survivorship

Recurrent

~ " Disease (PAP-3)

Recurrent Disease

(PAP-9)
or
Metastatic Disease

(PAP-10)




Mational

Eﬂmprﬁhensiue NCCN GUidElil’lES vEI"Ei'DI"I 1 .2“25 NGENTE;;:?::FE;;:Ldrﬁ:
NCCN ﬁgaﬁ o Thyroid Carcinoma — Papillary Carcinoma Discussion
RECURRENT DISEASE
* Rising or newly elevated Tg and Continue surveillance with
negative imaging N . .k _ |unstimulated Tg, ultrasound,
* Non-resectable tumors > Suppress TSH with levothyroxine ~ |and other imaging as clinically
» Non-radiociodine responsive®9 indicated (PAP-T)

Surgery (preferred) if resectable
and

Consider RAI therapy,"P if preoperative or postoperative radiciodine imaging positive
Disease monitoring for non-progressive disease that is stable and distant from
critical structures
or
Locoregional |, Consider iodine total .|For select patients with unresectable, non-radiciodine-avid, and progressive disease,
recurrence body scan consider:

» RTY

and/or

» Systemic therapies (Treatment [PAP-10])
or
For select patients with limited burden nodal disease, consider local therapies when
available (ethanol ablation, radiofrequency ablation [RFA])

RAIl therapy for iodine-avid disease9
andl/or B

Metastatic disease »|Local therapies when availablel
and/or

If RAl-refractory, see Treatment (PAP-10)




Phat hién tai phat/di can UTTG

 Xa hinh iot phdng xa toan than, SPECT/CT
*Siéu am

 Tg huyét thanh

* CT va PET/CT



Hinh anh lai ghép: SPECT/CT

Xa hinh SPECT/CT 1-131

« SPECT/CT I-131:d6 nhay 78%, dac hiéu 1a 100%.
- Thay doi giai doan:21- 36% BN trwdc diéu trj 1-131
- Thay do6i chién thuat diéu tri & 24% bénh nhan







TENIS (Tg cao, xa hinh I-131 toan than am tinh)

FDG PET/CT

R Ant L L Post R

Xa hinh toan than sau diéu tri 150 mCil-131






4)| Bang chimg tai phat hodc di cén <

\

Diéu tri iot phong xa, hodc phau thuat, hoac ca Theo doi
Theo ddi tich cuc || hai, hodc phuong phap diéu tri tai cho khac
RUESE We mal * XHTT v6i -131

¢ 18F-FDG PET CT

A
v " Vi

RAI (+), hodic |__UTTG TBH khiing it phéng xa
18F-FDG (+) * RAI (-) (mét hoc nhiéu tén thuong) S LA
hoac ca hai * Bénh tién trién sau diéu tri iot phong xa (RECIST) CDHA khic (-)

Ngtirng diéu tri iot phong xa
Thao luan diéu tri toan than hodc thir nghiém lam sang

l

v V
Ganh nang khéi u Nho Lén
I 5P
v Vi v v
Tién trién <12-14 thang Chuard <12-14thang || Chuard
(RECIST)
v v v v
Bit dal.‘ Khong Khéng Co va xem xét cac
dieu tri yéu t6 khac (vi
u: SUV)

Worden F. Treatment strategies for radioactive iodine-refractory differentiated thyroid cancer. Therapeutic advances in medical oncology. 2014;6:267-79.



The impact of qualitative [18F]FDG PET/CT =
in predicting clinical outcomes of post-surgical
differentiated thyroid cancer patients

with elevated thyroglobulin and negative
radioiodine whole-body scan

Le Mgoc Ha', Phuong Mguyen Thi' and Mai Hong Son'™

to evaluate the role of [18F]FDG PET/CT in prediction on outcomes of post-
operative diferentiated thyroid cancer (DTC) patients with elevated serum
thyroglobulin but negative radioiodine whole-body scan (TENIS) syndrome

Ha et al. BMC Surgery (2024) 24:377



» Hinh anh [18F]FDG PET/CT c6 thé st “dung trong phan tang nguy co O bénh
nhéan co ho1 ching TENIS va ho tro quyét dinh 1Am sang: theo ddi chit ché, diéu
tri trc ché TSH, diéu tri tai chd hay toan than.

* BN UTTG ho1 ching TENIS ¢6 PET/CT am tinh hay minimal PET/CT (+) c6
PFS va OS tot hon so véi PET/CT (+) véi nhiéu ton thuong va di can xa, di cin
xuong.

* PET/CT duong tinh v tén thuong rong va di can Xa,(phéi, xuong ...) 1a yéu to
tien Iwong ddc 1ap bénh tién tri€n trong phan tich da bién.



|

Reliable neck ultrasound

Contributory ‘ MNon contnbutory

L

FDG PE”':TIME coirrast medium 0 be avoided ¢ empencal
rachciccing therapy & contemplabed)

— FDG PET/CT
Operable disease Inoperable disease ‘ ”E'Qa“""ﬂl
surgery ‘ EBRT if indicated Consider
' observation with

Empirical 1'¥ therapy fook for dsease fociin | | TSH suppression
FT scan; # PT scan posiese andéor decrease in Tig on folow

Up consider re-therapy)

Eur J Nucl Med Mol Imaging (2015) 42: 1167-1171



Quyét dinh 1dm sang ?

.p
T

hau thuat vét

neo doi chat ¢

e Piéu tril-131
e Xa tri ngoai
* RAF

nach

né (active surveillance)



Phau thuét tai phat hay khong phau thuit ?

* Phoi hop giira bac sj va bénh nhan

* Hoi chan da chuyén khoa: phau thuit vién, bac s§ y hoc hat nhan, ndi tiét,

giai phau bénh, ung thw, chan doan hinh anh ...

e Can nhac cac yeu to tién lwgng va dac diem lam sang



CACYEUTO CAN CAN NHAC

Kha niing va y nghia 1dm sang ciia bénh tién trién

Loi ich cua vét hach

Tudi va cac bénh kém theo

Mong muén ctia bénh nhan

Cac yéu to sinh hoc tai U NGUYEN PHAT: subtype mé bénh hoc, xAm lan bach huyét, thay doi
Tg/D-Tg, kha niing bit giir iot phéng xa va tiét Tg, FDG PET/CT, d¢t bién.

Cac yéu to tai HACH: on dinh hay thay d6i trén serial chan doan hinh anh, cac dic diém xam lan
ciia hach lién quan dén khi quan, thwe quan, dong mach canh ...

Cac yéu to lién quan dén bénh nhan: bénh kém theo dnh hwéng téi chat lwong song va thoi gian

song ciia bénh nhan, tinh trang liét day thanh, tién sir phiu thuit, xa tri ving co



Kha niing va vy nghia 1am sang: c6 thé theo déi ?

- Ton thuong tar girong tuyén giap < 11 mm (1/3 s6 bénh nhan): < 10% 1a
ac tinh, ty I¢ nho tién trién.

- Hach ¢0 bén c6 dau hiéu 4c tinh trén siéu Am: kha ning tién trién thap (chi
9% tang 5 mm trong 3.5 nam.

- Phau thuat tai phat két qua tot, khong xam lan tai chd hay di cin xa

**% Theo doi chdt ché bang xét nghigm Tg dinh ky va siéu dm hach cé nghi ngo

Rondeau G. Thyroid21:845—-853.
RobenshtokE.J Clin Endocrinol Metab97:2706—2713.



FNA & sinh thiét - Phau thuét

» Can nhic khi quyét dinh phiu thuit

» Kich thuéc hach > 8 mm é khoang trung tim hay > 10 é co bén.

* Vi tri: cau tric than kinh, mach mau, khi quin, than kinh quit ngwoc
» S0 lwgng hach

* Mirc do xAm lan

* Pac tinh mo bénh hoc



LO1{CH CUA VET HACH TAI PHAT

- Tién trién/xam lan cac cau tric quan trong
* Di can xa ?

Giam Tg= 50 %

* Anh hwéng téi thoi gian song thém ?



Cac yéu td quan trong can cin nhac

Kich thwée hach < 0.8 cm (trung tam) > (0.8 cm (trung tam)
<1 cm (khoang bén) > 1 cm (khoang bén)
Toc d6 tién trién trén CPHA [t/cham ) < 3-5 mm/niim) Tién trién (>3-5 mm/nim)
Liét diy thanh Am bén ddi dién hach Khuyén c4o cin nhic theo déi néu Can nhac phiu thuit néu hach ting
PT bénh on dinh kich thuwdc va phu thudc vao ky nang
PTV
Di can xa Di ciin xa tién trién nhanh hon di cin Di ciin xa tién trién cham nhung di can
hach hach xam lan co quan quan trong
Bénh kém theo anh hwong PT Co Khong
Xam lan/gan cau tric quan trong Khong Co
Tién lwong lau dai tot Khong Co
Bénh nhin mong muon Khong Co
Ton thwong c6 thé xac dinh trong PT  Khéng Co

Ralph P. Tufano.THYROID, Volume X, Number X, 2014



Cac yéutd sinh hoc

Kha niing bit giir iot phéng xa -/+

Bit giit FDG -/+ +++
Giai phiu bénh: subtype tién trién Khéng Cé

U nguyén phat xdm lan ra ngoai tuyén Khong Co

giap

T4 > 4 cm, nhiéu hach, d6i bén Khong Co

Xam lan hach tai PT ban dau Khéng Cé

Cac dot bién dw bao tién trién/tién Khong Co

lugng

Ralph P. Tufano. THYROID, Volume X, Number X, 2014
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BRAFV®°°F and TERT promoter mutations and their
Impact on recurrent papillary thyroid
carcinoma progression

Nguyen Thi Nhung®@'*, Van Dong Hoang?*, Zhanna Mussazhanova'=, Hirokazu Kurohama’,
Le Ngoc Ha#, Katsuya Matsuda’, Van Phu Thang Nguyen', Ngo Thi Minh Hanh?,
Thi Ngoc Anh Nguyen' and Masahiro Nakashima'

Endocrine Connections (2025) 14e250116
https://doi.org/10.1530/EC-25-0116
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CHi DINH PHAU THUAT UTTG TAI PHAT

Tén thwong tai phat tai khoang trung tdm = 8mm:; tén thwong hach ¢ bén = 10 mm
(Haugen et al., 2016).

Tén thwong tai ché tién trién (Vaisman et al., 2015), (Fugazzola et al., 2019).

Toén thwong co nguy co cao gay chén ép khi - thwe quan hodc chén ép than kinh
(Capdevila et al., 2017), (Riesco-Eizaguirre et al., 2016).

Tén thwong di can xa don doc (Capdevila et al., 2017), (Robbins et al., 2008).

Tén thwong tai chdé gay dau (Capdevila et al., 2017), (Riesco-Eizaguirre et al., 2016).



PHAU THUAT UNG THU’ TUYEN GIAP TAI PHAT

e Cit ton thwong ung thw tuyén giap tai phat va vét hach trung tam
- Tai phat tai giwong tuyén giap va/hoic hach trung tim di ciin.
- Hach trung tam di can

’ - Tén thwong xAm lan day than kinh quat nguwoce; Xam lan khi quan; Xam
lan thuc quan

* Vét hach co bén
- Vét hach ¢ triét cin (Radical Neck Dissection)
- Vét hach co triét ciin cai bién (Modified Radical Neck Dissection)
- Vét hach ¢6 mé rong (Extended Radical Neck Dissection)



Ann. Cancer Res. Ther. Vol. 30, No. 2, pp. 67-73, 2022

e
Original article

Outcomes of reoperation for locoregional recurrence in radioactive-iodine
refractory papillary thyroid carcinoma patients: a single-institution experience

Dung Trung Dang”, Ha Ngoc Le”, Hai Vi Ngo’, Kiem Trong Tran”, Son Hai Le”, Thang Duc Nguyen”,
Ha Van Xuan Nguyen", Phuong Thi Nguyen™, Nhung Thi Nguyen”, Nhung Thi Tuyet Le”, Son Hong Mai”

" Department of Thoracic Surgery, Hospital 108, Hanoi, Vietnam

* Department of Nuclear Medicine, Hospital 108, Hanoi, Vietnam
I Department of Oncology, Hospital 198, Hanoi, Vietnam
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Pap rng va diéu tri sau phiu thuat tai phat
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Chiéen thuat quan ly UTTGBH khang 1-131

Progressive
RAI-R TC

T~

Progression of one single lesion Progression of multiple lesions
or multiple lesions in one single orga or single lesions but in multiple organs

Local treatment(s)
if feasible

Slow growth Rapid growth
(<20% in 12-14 months) (according to RECIST)

Wait and see Systemic therapy
(4—6 months controls) (MEKI)

Eur Thyroid J 2019;8:227-245



4){ Evidence of recurrence or metastasis

Active follow-up RAl, or surgery, or both, or other local treatment Monitor
and further RAI method

* RAl-whole-body scan

* 1°F-FDG PETCT

A
W W v
Positive RAI RAl-refractory differentiated thyroid cancer No RAI uptake,
uptake, or FDG * Negative RAl uptake (one or more lesions) No FDG uptake
uptake or both * Progressive disease after RAl treatment (RECIST) No imaging
abnormalities
Stop RAI treatment
Discuss clinical trials or systemic therapy

|

¥ ¥
Tumor burden Small Large
1 1
¥ ¥ v ¥
Progression <12-14 months “ Unknown <12-14 months Unknown
(RECIST)
W V] W W
Case-by-case
Inkti basis; take
m‘:nm No No Yes other factors
{e.g. SUV) into
account

Treatment strategies for radioactive iodine-refractory DTC. Ther Adv Med Oncol 2014, Vol.6 (6) 267 — 279.
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Footer:
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Continue active surveillance

Footer:

Radioiodine-refractory differentiated thyroid cancer

> Clinical indication score
L 4
Intermediate-risk High-risk
3to5 bto 8

Watch-and-wait approach

Consider starting lenvatinib




TOMTAT

» UTTG tai phat khuvucchiémty 18 cao.

X ly cAn bang |gi ich/nguy co’ duwa vao phan tang déng.

* Lua chon ph3u thuat tdi phat tai vung hay diéu tri bao tdn, theo ddi:
hdi chan ung thw da chuyén khoa (MDT).

» Danh gid nguy co dong quyét dinh cac diéu tri tai cho hay toan than
tieptheo

» Diéu kién kinh t&, y té - xd hoi anh hudéng dén chién lwge chan doan
va diéutri
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