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Abstract:In recent years, the prevalence of thyroid cancer increased, the related prognostic and
treatment effect are becoming hot spots of attention. In 1996, the American Thyroid Association
(ATA) published treatment guidelines for patients with thyroid nodules and differentiated thyroid
cancer, then revised in 2009, the American Thyroid Association update it again in 2015. They
put forward some new ideas and complements as follows: risk stratification system, treatment of
different identifications, therapeutic dose and follow-up serum Tg and imagings, such as CT/MR.

Subject words : thyroid neoplasms;™'T radioactive therapy;risk stratification system;molecular marker

AL HUR B9 (differentiated thyroid cancer, S [BT]9697 (Podine radioactive therapy , RAI)

DTC)Zy i FR B8 19 95% , BRI T 72 S5 A g 10
b Bz A, g B iUﬁEF'Jj(H%?L%JkF FELR I 2 v
I (AL FE Hiirthle 20 MR )™, 3 26 b33 76— 2 12
JE AR TEFJM?/)*‘@LFZ?IHH@E’JIJJHE, L% fit fig

J1 Iy W HARIRERE A RE /15, DTCIRIT A TA
ARIGEEFENE DTIRYT JR Ay LA IR T 55 o i

ELWB HXEAAFNELSEIT L% W (2011YQ03011409) ;

+ 2 HEF L HME A4 (2014BAA03BO3)

BREE. ERE AR, FEEF S L2 Hbxk¥8—
ERAIE R, bW X WA E A 8 5 (100034)

E-mail : rongfu_wang@163.com
5 B #3:2016-05-27; & 6] H #1:2016-08-19

Mg 2% 2016 4% 22 5% 11 #

S DTC RFIRIT M EEF B Z —  H B2 4
TRAEN B Z ), R BT R B S XT DTC
AR5 5% Eﬁw?éﬁ 0K HL A B b 47 4 v BRI
MK B, B R 7E HUR AR NP3 SRR 1~2 K
AN JE] P4 3 e S A B R 6% A Ak b e IR R
WA e 2R i JB 1Y) IS R AR A T

1 FRBER RALBFFF R

FRAR SR W] PTRYY DTC RJS5EH |

875



Journal of Chinese Oncology,2016,Vol.22,No.11

JR PR B b B B T A I8 99% ., HUIRMR RAT BT
FEALFE A H VG Y7 (RAI remnant ablation) 5 BIGI7
(RAI adjuvant therapy) Fli# k£ 1697 (RAI therapy) , iX
SIURTT AR 5 R TS 1 i A
R AR T THRE 70 R GR YT 7 SR IESE , 2009 4F
e [ HUARMR O 2 B AT RN HUIR IR &5 5 7 A 28
FAR BRI 216 48 ) (LA R PR 2009 4E45 5 ) th UG
7075 AL L RS | HVAR A B A 23R 3 2 I e
fe>dem B H (A/B %) /BT HUR IR N B AR 1~
dem MR, AW IR L 295 e B8 HC A v A IR 3R (C
G0 s HEARBE N B R 5k 2 Rkt BLAR Y <lem, oI
b fE R 2 (K %) o £ 2015 48 & A7 B Rl R R
S5 5 A B R IR 2 16 48 8 ) (LA T R FR 2015
AR PRI TT I 2 R R GEXNIG T O BT
YAk HARBR 2 VIBR AR S5 DTC & 24 2 WU Bk 7
(SR ZUEETE ), HUIR IR 2 DI BR AR S DTC b A 41 7T 4l B
75 A FLRBUME CCHA R R ) |, A
TIHIIRIT (RIETR ), 2 & HURIRFL SR UM |

FEBR R U1 B Jis I G 4% LA T AR () .
2015 AF$i5 g 4 0 %g FOR SRR/ IV 89 RALIRYTY 7 58,
i ELBA A G - BL GG AT Al BNG YT g kin
JT ) B RAASRAE

2 DIC BERBRERRS R

W RRZ I PP AR R RAL T 202 50U
G AET R 41 AJCC/TNM R 40%, NREA Sb i
M DTC & 8 &% ,2009 4F 3 [F R AR Pp 25 #2912
HENT — SRR UE IVAL 0 B R 38 1 XU 73 AR & AR
eI R —o BEARRAE K 2B A M ARAE . e i fe =
NG, UME T IE#RI697 )72, 2015 4R35 FE 76 2009
AR A R AL RO | LR | S 5
AR EAIR B BRE  (follicular thyroid carcinoma,
FTC )RR B2 BI AN 5 GE 8% 4 (Table 1),

2.1 PRERAEE
Jeiy BEL T FEER R P4 2L Sk R FEOIR R 9 (papillary thy-

Table 1 ATA 2009 and 2015 risk stratification system with proposed modifications

ATA low risk

No local or distant metastases;

All macroscopic tumor has been resected ;

Papillary thyroid cancer (with all of the following):

No tumor invasion of loco-regional tissues or structures;

The tumor does not have aggressive histology ;

If B'T 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 Ny or <5 pathologic N; 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;

Intrathyroidal, papillary microcarcinoma, unifocal or multifocal, including BRAFV600E mutated (if known)*

ATA intermediate risk Microscopic invasion of tumor into the perithyroidal soft tissues;

RAI-avid metastatic foci in the neck on the first posttreatment whole-body RAI scan;

Aggressive histology (e.g., tall cell, hobnail variant, columnar cell carcinoma);

Papillary thyroid cancer with vascular invasion clinical N; or >5 pathologic N; with all involved lymph

nodes <3c¢m in largest dimensiona;

Multifocal papillary microcarcinoma with ETE and BRAFV600E mutated (if known)®*

ATA high risk
Incomplete tumor resection;;

Distant metastases ;

Macroscopic invasion of tumor into the perithyroidal soft tissues(gross ETE);

Postoperative serum thyroglobulin suggestive of distant metastases;

Pathologic N, with any metastatic lymph node <3cm in largest dimensiona;

Follicular thyroid cancer with extensive vascular invasion (> 4 foci of vascular invasion)

Note :a: Proposed modifications in 2015 ,not present in the original 2009 initial risk stratification system.
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T LA 1Y FTC 52 K R WA, 25 0~5%""", ™
RN FTC Yy kA7 % (309%~55%) , F 3L 13
H ATA e,

3 RALRITEE

B H 5 AR T R R WA 131 3R 9T T
BB IR YT AR AR TR 2 i, 2015 44 R A
HEAF o fG B W IR T, AR R R R Y s
BE IR BAYY . HL3E T — 0 4 RO
FHT, FEATHE Bh IR YT 00 P S R AR BT T R AR
29% , L HAE<45 & B AR TR BRIk 36%,
B BRYT W R T e R I A AR
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RALIAYT B2 Wi, LT4 (5 AR 2 3~4 J&] 5 dn SR 45
2yt e KT 4 5 MR LT3, A 7 an i iR LT3 £/ 2
Ji IRIT R TSH>30mUL, 2015 4F48 R o 45 24 1) i)
FAE K, HLI&A B8 — A R K W 80U5 (9 TSH 7
1B,

32 RALBFFEATEE

FUR IR 2 U) AR J5 RALRYT ,2015 448 M HEFE K
6 20 B I S R 0 TR fE 2 R PE R 30mCi T
2009 4E45 FHEFA K fE 41 30~100mCi, Kukulska 252
¥ 390 91 & BEHLAT 30,60 ,100mCi ¥ A6 97 )5,
SEREDT 10 4F, 455 B 30mCi BRI LR G
2% ,60mCi A1 100mCi Jaif &2 &% 5 3%, A
TG EWRYT B R R B 22 5 0 SR B, 30mCi Fl
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g 6 A {228 4K (150mCi , 100~200mCi )

HUR R VIBE A G Ry kb s b e B &, AT iE 4k
BRI, R — N 150mCi, AR 3 F B 55 A LRI AL
B AR, il 5 A% 4k — 8 100~200mCi 5% 100~
150mCi(>70 %), Wi-131 J697 B B AR RO 30 22

X R] B 0 HOIR BRSO ER AR A B IR T R
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I Te<0.3ng/ml TgAb M FiFRHE A (-) 1 L,
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