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Surgical Diseases of the
Thyvrnid

Congenital

Inflammatory

Goiter

Thyroid hormones disorders

Thyroid nodule

Neoplastic
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Embryology
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First of the body's.endocrine glands to develop

around the third week (24th day) of gestation

T Hyoid Bore
Thyrogiossal Duct Tract
_ 0
Thyroid Gland 0
Q

It begins as an
endodermal th
on the floor of the
median bud of the
pharynx

at the site
cecum on
tongue.



Thyroglossal duct (the endodermal

‘thickening) passes ventraltosthe

embryonic hyoid bone and thyroid
cartilage.

Disappears by thday

of gestation

May persist any way in that pathway . A
as the pyramidal lobevar pramnts -r':;,:::bn:} poptuladt

thyroglossal duct cyst@
kémtssé' ceammo/ canﬂon'}af Momaly in neCk




The developing thyroid lobes fuse with the structures that a
in the fourth pharyngeal pouch, i.e., the superior parathyr
gland and the ultimobranchial body.




Buccal cavity

Thyroid
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Thyroid Colloid ‘ Thyroxin
production:

formation:
follicles:




Functions of thyroxine

ﬂ.
TN Not involved in fight-orflight-response

@ Control basal metabolic rate (B/IQ) :
Heat generation
% %
Petentiation-of-action-of catecholamines (+ inotropic,

chronotropic)
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Inferior

Also suppli

Inferior thyroid artery

Subclavian artery __.,,

In 1-3% of the
population, fro
the aortic
brachioce

* During thyroidectomy , always artery
Ligate close to thyroid to avoid
devascularization of parathyroid
glands




Venous drainage
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Sternocleido-
mastoid muscle

Internal branch superior
L laryngeal nerve

L. External branch supe-

Sternohyoid muscle
rior laryngeal nerve

Sternothyroid muscle

Pyramidal lobe Vagal nerve

Recurrent nerve

Superior laryngeal nerve (external branch) : |
*{‘V Motor to crlco.thyr0|d |.11uscle no it suspeked ko w.gwm
Close to Superior thyroid artery . swpvive Aty ligdhoa.

* Most common nerve injured with thyroidectomy e

voice fatigability, loss of high pitched tone




Abducter (Sranch
Recurrent laryngeal nerve :_C 14 duddor 8 . R
So ijy key Veinle Alanidesheiont T V.4 1 r
* Posterior and medial to thyroid lobes M UR R Extemalbranchsupe
in the tracheoesophageal groove muscl S
< From Vagus X, Lt->aorta , Rt> i
innominate  —
* Motor function for vocalicordwabduction
and adduction f
thecricothyroidumuscle:. , ., ;s vy swieel branch \ @
* Injury > Asymptomatic ot superior lazyngeal.
Hoarseness if unilateral % somehimtd Ihere is a variokon
* Bilateral> airway """""‘e“j:’”’/' lyngeul nerve P
©bstruction, profound aspiration more suspetled bo infWly.
(both need tracheostomy if
occurred)

(depending on the final location of

b folceps -
the cords) (abductor/adductor) coboly or “r
branches injury



Lymphatic drainage

imozrtant Sor ned Sissethon.

Submandibular
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artery
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Strap 'muscle ' cartilage muscle
irkooaiied Superior thyroid nodes
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Lymphatics

e Paratracheal nodes
e Deep cervical nodes

Innervation

e \agus nerve (parasympathetic )
e Superior, middle, and inferior cervical ganglia of the
sympathetic trunk

Vagus n,

External carotid a. Lymphatic system of the head and neck

Superior l

laryngeal n. —7
|
|

Internal branch of |
superior laryngeal n, —

Superior thyroid a. { W

(deep parotid nodes
External branch of 1 deep to parotid gland)

superior laryngeal n, mastoid nodes

Common carotid a, occipital nodes

external jugular node

R WM R NS tacial nodes
[ugulodigastric node B4
WEpHTO 1k ‘ < T | " mandibular and
Inferior thyroid a, latéral group of deep cendcdl ~ #F | N - submandibular

(spinal accessory) nodes
intercalated node
internal jugular node

Thyrocervical nodes

trunk

submental nodes
Suprahyoid node
superlor thyroid nodes
anterior deep cervical nodes
juguloomohyoid nodes

s anterior jugular nodes
Subcavian node —geers el 0 T alavioular node
i " M‘ ©2008 Encyclopadia Britannica, he.

R. recurrent laryngeal n. inferior deep cervical

(scalene) node
thoracic duct

1l




vV v v v Vv

o
'?eﬁ,_ﬂ
directly involved by tumor R

>

>

-hemithyroidectomy(lobectomy), near total (subtotal), total»

®
Removal of neck lymphnodes is callgcm_)

Might be warranted in thyroid-.cancer and other head/neck malig

Can be selective or complete (all levels)

Prophxlactic vs. therapeutic
The standard neck dissection surgery is termed

lissectiom(MRND] "

The termiCentralNeEckIDiSSEction entails
nodes

Different thyroid surgeries:



» Post thyroidectomy complications :
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melf be Accidondal or du do reduce

Ranathyroichdievaseuianzation | 4" ol e patngrid fand duing <

Can be penmanent or raction/manipulation/thermal injury)
Presentéith ia (circumoral num@ness usually first si

muscle twitching, +Chvostek sign, +troussou sign, seizures , arrythmia, ca
arrest) € ® @

Treated withioralica#+ /vitD ORIV ca++ gluconate if severe.

Hematoma: can'be'emergency (airway compromise) , stridor
Treatment evacuation)in OR or bedside if causing airway compromise
Vascular injury (carotid/lJV/innominate V)
sin
Spinakaccessenyuhinjuny (only in MRND)

Thoracic duct injury { ony) —&in
— iy .
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__ *The functioning unit i
lebule, which consists




Follicular
cell

X Tg + I
@,

Dhng lodination

0 J 8
o,
. .. . 3 y i~ )
Thylroid -A,-..'-;/i\Thyroid follicle

Tg— T3

Peripheral
actions

*Hypothalamus (TRH
Pituitary (TSH) >Th

T4) raaln ref

* Negative feedback



SYNTHESIS OF THYROID HORMONES
% cull JoX g@rom

Capillary Thyroglobuli
e and discharge®

|odmt C}M in 00‘00&
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Colloid
Q

Colloid in lumen of follicle

@lodine enters follicle
lumen where it is attached
to tyrosine in colloid,
forming DIT and MIT

4 3 4 t /
> —e <
¥ -'- e .0 idation Active f Thyroglobulin
lodide rapping Ao Ve o | I colloid
- (active uptake) of iodine /DIT To) MIT
(") of iodide (1) (T2) (T1)
Tz T4 Lysosome \—T4 @lodinated tyrosines are
iz linked together to form
| T3
T3 ~—Ts Tzand T4
- i /
—Ta T3 (5) Thyroglobulin colloid
is endocytosed and
C @Lysosomal enzymes cleave T4 T3 combined with a
< T4 and T3 from thyroglobulin lysosome
To peripheral colloid and hormones diffuse

tissues from follicle cell into bloodstream




» The main steps are :
@- IODIDE TRAPPING (uptake)
@- ORGANIFICATION (linking iodine to tyrosine — MIT and
(by TPO)
monD iconslyrosing
E(u(m, RiisERiii=T4) (by TPO)
“ STORAGE (in colloid , bound to Thyroglobulin)

T2 M Adiwe

“ Then thyroxine released when needed

~ All steps are affected v

“ Thyroid gland mainly produc

" TSH is the most sensitive indicator of thyroid functi
(hyper or hypo )




Only free T3 and free T4 are active 1% ( protein bound
not active 99% )

Most T3 ( from T4>T3 conversion in periphery ) by
deiodinase

Peri deiodenmse
I T4:T3 serum ratio 20:1

xnkc o Moﬂ s
in nud . ‘ T3 more potert (4X)

1 Thyroid binding globulin : transport majoritv of T3 and
. T4 in blood stream

Thyroglobulin : stores T3 and T4 in colloid.
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Goiter * Enlargement of the thyroid gland

————————

— e —

® Hyperactivity in the entire or part of
the thyroid

Hyperthyroidism

® The clinical condition due to high T3
Thyrotoxicosis and T4 in extra thyroidal tissue

| without regard to origin




The Diagnosis of Thyroid Disease

Assessment

£ <o o~ Thyroid scan or US wi
Enlargment. O —

or without FNA
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® Obstructive
symptoms
(dysphagia,
dyspnea,
dysphonia )

o

G—

* Slow speech
and action

® Fatigue
* Cold
intolerance

onstipati
n

Hyperthyroidism

® Irritability

® Insomnia

v

* Palpitations/

® Heat
intoleran

® Diarrhea

c/
(.:7




Physical
Examination -

cartilage




Physical

Examinatlog




Physical
Examination




Physical
Examination

sve obdruthon e e C

Supraclavicular LNs .
P Pemberton’s sign




Physical
Examination

3o

Graves’ disease Pretibial myxedema




Physical
Examination

Exophthalmos/ Lid retraction Proptosis/chemosis
swelling oF £ye sufeet  Mewbr
Bcz o actimuladHon of Huid.




Sternocleido- Sternothyroid
mastoid muscle and sternohyoid Isthmus

Jugular
vein

Carotid
artery

Right thyroid lobe Trachea




Developmental Abnormalities of the
Thyroid




Thyroglossal Duct Cyst
(5 et commen compli ealioa : M

o e R reoval] -+ yad el /
The most common (‘f\) i

P

congenital cervical
anomalies

80%n are found in
near the hyoid

bone |
A *Exm\(ilﬂe oy Newrge oro
g law}d whilt Teuwrge is p72




Mosd cormmon o€ G‘S ».?O)
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* Usually
asymptomatic but
occasionally become
infect
bacteria CoMMo

c,omplhﬂ.}:'m p

Complicatlons=-
U sndeckon ‘
@ Malignank Trons Jermafion.



Diagnosis

A 1-to 2-cm,
smooth, well-
defined midline
neck mass that
moves upward with

profgetigAe! the
tonrﬁYJrgand

aging is not
sWigleessagy




Treatment

* The
“Sistrunk
operation,”
Wi st Which consists of
ot Wit an bloc

(\ eystectomy and

@eMe
central hyoid
bone to
minimize
recurrence

cycd 4




Lingual Thyroid

Ls2nd Mest commen /4”0"’09 :

fail to descend and remain located in
the posterior aspect of the tongue

respiratory and swallowing
difficulties and hemorrhage.

2

Diagnosis is confirmed by
radionuclide scanning

u Treatment with thyroxine or
radioactive iodine or surgery

AR |\

2% risk of malignancy (papillary
thyroid cancer

.Sf'mwbuzy Sh‘pe ’ﬂM 2

so o/ sugery paliond require

Could be the only thyroioi tissue in 70%
of cases (do U/S)




Ectopic Thyroid

can be located at any
point along the line of
the thyroglossal

may be the only
thyroid tissue present

Can be rarely located in
mediastinum, near heart or
esophagus



Thyroiditis




Thyroiditis

MC thyroiditis

MC cause of hypothyroidism in adults
Anti-TG abx , anti-Microsomal Abx
Enlarged, painless gland

More in females

Tx: only thyroxine replacement

Surgery if enlarging goitre or suspicious
nodule

Risk factor for thyroid lymphoma



Thyroiditis

URTI, tender thyroid, sore throat, mass, weakness,
fatigue; women

Elevated ESR ; hyperthyroidism initiallv
Tx: steroids and NSAID

(URTI) usual precursor (staph/strep)

Normal thyroid function tests, fever, dysphagia,
tenderness

Tx: antibiotics



Thyroiditis

-Woody, fibrous thyroid that can involve adjacent strap
muscles and carotid sheath

Can resemble thyroid CA or lymphoma (need biopsy)

Disease frequently results in hypothyroidism and

L ]
e e e TR N

)

- Associated with sclerosing cholangitis, fibrotic
diseases, methysergide Tx, and retroperitoneal
fibrosis

- Tx: steroids and thyroxine

- May need isthmectomy or tracheostomy for airway
symptoms



Goitter
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< Bony pain, + Sheepiny pulie, e
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\é achropachy N Menstrual disorders

Decreased libido, infertility

Hair loss



\ Goiter

* Any abnormal enlargement of thyroid gland
e %o'\\'e'“-
e Most identifiable cause i"5 HpAhY

Tx: iodine replacement

e Diffuse enlargement without evidence of functional abnormality =
nontoxic colloid goiter

e Unusual to need surgery unless goiter is causing airway compression
there is a suspicious nodule

e Tx: subtotal or total thyroidectomy for symptoms or if suspicious n
* Retrosternal thyroid extension : Mediastinal thyroid tissue — mos

from acquired disease with inferior extensions of a normally pl
gland




| Goiter

° Diffgse ﬁoiter_z the
symmetrically
enlarged

* multinodular goiter:

distinct lumps can be
distinguished from the
rest of the gland

e
Déh




Hypothyroid
Goiter

®* Endemic
Goiter: due to
iodine
deficiency

®* Hashimoto’s
Thyroiditis

—

® Euthyroid
Diffuse Goiters

Disease
® Euthyroid * Toxic /
lar

®* Graves’

Multinodu Multinodular
Goiters Goiter (TMNG)



Thyroid Hormones

. [ Arala




Definitions

Thyrotoxicosis

* The clinical condition that covers
symptoms following high
concentrations of the thyroid
hormones, T4 and T3, in
extrathyroidal tissues, but
without regard to the origin of
these elevated hormone
concentrations

4 Grares LGP )

® MNG
;q.Toxlc g

Hyperthyroidism

* Hyperactivity in the
entire or part of
the thyroid that
results in synthesis
and release of
thyroid hormones
in excess of that
required by the
body to maintain
euthyroidism




I Primary

Hyperthyroidism

* Graves’ diseaso\’\/\
®* Toxic

multinodulal@

goiter

* Toxic adenoma@

® Functioning thyroid
carcinoma metastases

* Activating mutation of
the TSH receptor

* Activating mutation of
GSa (McCune-
Albright syndrome)

®* Struma ovarii

Thyrotoxicosis Without
Hyperthyroidism

* Subacute thyroiditis 2~

* Silent thyroiditis {/

® Other causes of thyroid
destruction:
amiodarone, radiation,
infarction of adenoma

* Ingestion of excess
thyroid hormone
(thyrotoxicosis factitia)

Secondary
Hyperthyroidism

TSH-secreting pituitary
adenoma
1 Thyroid hormone
- resistance syndrome

® Chorionic
gonadotropin-secreting
tumors

* Gestational
thyrotoxicosi
S




ré i‘:wfezaﬁoo.c}iw jedine rlpv‘d’ld CQA“/()
Difterential Diagnosis of
Hyperthyroidism

Increased Hormone Release of Preformed
Synthesis (Increased RAIU) ) Hormone (Decreased RAIU)
E\Graves’ disease (diffuse / * Thyroiditis—acute phase
~toxic goiter) Hashimoto’s thyroiditis, s

thyroiditis
51 Toxi tinodul : l(

* Factitious (iatrogenic)
i thyrotoxicosis

TSH-secreting
pituitary adenoma



Hyperthyroidism
The Most Common

Causes

Graves’ disease Toxic Toxic multinodular
(diffuse toxic goiter) adenoma




Clinical
Picture

Heat intolerance

eight loss despite good appetite
diarrhea

Palpitation, sweating

Menstrual irregularities

Insomnia, anxiety

Mood changes

Signs

* Tachycardia; atrial fibrill
the elderly

* Tremor
* Goiter
* Warm, moist skin

* Muscle weakness, proximal
myopathy

* Lid retraction or lag
* Gynecomastia

Plus, ophthalmopathy and
dermopathy specific for Graves
disease

’




Differentiation

{ History } /
°*P/E

(Radionuclide scan W /

\ ) /

®* Thyroid ultrasound




Graves’ disease (toxic diffuse goiter)

* Homogeneous increased radionuclide uptake(2]

®* No nodules
* Mor thyroid stimulating

immunoglobulin [TSI])
* Dx: low TSH, increased T3 and T4; abx level; diffuse
scan [S:\ —
* Tx:

% antithyroid drugs, /ﬂe,ﬂumazd,f ¢ Prwpyl shioorntd].

% radioactive iodine ablation :
¥ thyroidectomy 2 Inda't:gtions for surgery: |mcm1;p}jmaﬁgnt,

medical therapy, chjldren, pregnant women not controlled wi
therapy, or suspicious thyroid nodule




Toxic multinodular goiter (Plummers disease)

Diffusely multinodular gland
* Heterogeneous radionuclide uptake

Multiple nodules of varying sizes on ultrasonography

Caused by hyperplasia secondary to chronic low-grade TSH stimulz

®* Tx: surgery (subtotal or total thyroidectomy) a trial of radioactive i
might be considered

If compression or a suspicious nodule is present, need to go with su

Toxic adenoma

* Solitary nodule (hot nodule)

* Increased uptake against a background of suppressed uptake in th
remaining thyroid

* Tx: medical , RAl ablation (95% effective); lobectomy if medica



HYPERTHYROIDISM TREATMENT
R — #-this Therapy noed CRC rtoni

- Propylthiouracil (PTU) — safe with pregnancy 4@—
- Inhibits peroxidases and prevents iodine-tyrosine coupling
- Side effects: aplastic anemia, agranulocytosis (rare)

& ¥

Methimazole

e Inhibits peroxidases and prevents iodine—tyrosine coupling
e Side effects: cretinism in newborns (crosses placenta), aplastic anemia,
agranulocytosis (rare)

* Radioactive iodine ( 131 I) contraindicated in children o}"pregnana\? can
traverse placenta - —

* Thyroidectomy






Thyroid
Nodule

Not a pathological entity in
themselves but are clinical
manifestations of a wide
range of thyroid diseases.

* The most common lump in the
thyroid comprises a dominant
part of a multinodular goiter

* More common in females

*90% are benign

* Thyroid cancer accounts
for 4 to

6.5% of all thyroid
nodules.

Classified as multiple or
solitary lumps




Non-

neoplastic

I\

e .
Hyperplastic

conditions :
Colloid

®

nodule/nodules
&

~

Neoplasti

-

-

Inflammatory

conditions :

thyroiditis

Benign :
74 adenoma, cyst
o
f
—*M Malignant
\_




Features of thyroid nodule worrisome for

/

solid,hard nodule ]

\.

(

solitary, cold
e @E@Mﬂ%

History of head and neck irradiation for lymphoma,

@ leukemia .. Etc

\_

Exposure to ionizing radiation

__Age <20 or >50 years




ik Fucdoes b Malignarney.

Large nodule size (>4 cm)

=

New or enlarging neck mass }

=

Rez Thyroid Aedule ma!ﬂg FOUS 5 Fema

Male gender s ib iy Sout in Hale dhis suspect Moliquancy.

)

2
b

Vocal cord paraly5|s hoarse voice

@{ Nodule fixed to adjacent structures

./ ./




/- B )
| Family history of thyroid cancer, Mm
or other genetic syndromes associated
@ with thyroid malignancy (e.g., Cowden’s
syndrome, familial polyposis, Carney
complex)

\_

Extrathyroidal extension (invasion)

@{ cervical lymphadenopathy

\____ ./ \




Approach to thyroid Nodule

> Fullhistory focusing on all the risk factors and symptoms of
thyroid function (hyper/hypothyroidism)

> _(thyroid/extrathvroid)

> n_
ETg” ' -—3Th mfoxicolls.
TIH s > E-co‘hy/urd or UﬂP"A’lﬂ"’” d-

» At that point you should be able to determine whether to do

n / neck Ultrasound
L 245 Ronign ar/{(a(fgﬂaﬁ}

» Then you will decide the need for further invasive testingd{fine=

1 isation]
bcyhloaﬂ ( fluid eylology —s ctlls sod Hase,)




Investigation

{ Elevated J [ Normal J

-Subclinical/ clinical
hyperthyroidism

Hashimoto Benign /
thyroiditis malignant?

-Autonomous
Adenoma
-MNG
TPOAb .
+/- Neck U/s Neck U/S Thyroid scan
+/- FNA +/- FNA

+/- Neck U/S




Benign, malignant and indeterminate features of thyroid
nodules on ultrasonography

BENIGN MALIGNANT INDETERMINATE

US FEATURES

e |soechoicwitha
spongiform
appearance/hype
r echogenicity
Peripheral egg
shell
calcifications
Completely
cystic nodules
Regular margins/
halo
Wider than tall
shape

Hypoechoic

Micro calcifications
Partially cystic nodule
with eccentric
location of the fluid
portion and
lobulation of the solid
component

Irregular margins/ No
halo
Peri-nodularthyroid
parenchymainvasion
Taller-than-wide
shape

Intra-nodular
vascularity

Isoechoicor
hyperechoic
Mildly hypoechoic
(relative to
surrounding
parenchyma)with
smooth margin
Peripheral
vascularity
Intra-nodular
macro-calcifications







oo Ao

2 ENA cannet leBrantiale bed ween
Vollicaley omier 8 PAl lelay Adencme

Malignant

Follicular/Hurthle adenoma vs carcinoma cannot be dia
FNA , thus you need surgical lobectomy to confirm di

s-Bethesda reporti stem”

Diagnostic category Risk of Usual
malignancy (%) management

Nondiagnostic or 1-4 Repeat FNA with
unsatisfactory ultrasound guidance
Benign 0-3 Clinical follow=up
Atypia of undetermined 5-15 Repeat FNA
significance or follicular lesion
of undetermined significance
Follicular neoplasm or 15-30 Surgical lobectomy
suspicious for a follicular
neoplasm
Suspicious for malignancy 60-75 Near-total

97-99

thyroidectomy or
surgical lobectomy

Near-total



Treatment Vo, Thyroid Nodule in

é)/ /qﬁ Eut.roid
S S T ey

|
Insufficient
Local Operative
Symptoms Exploration
Frozen

/ Section
Ye

Diagnostic for |
cancer?

Malighant

i

Clinical
Follow Up

Ye
Consider /

Thyroidectom

No

Definitive
Thyroid Lobectomy I Thyroidectom



pctural and cellular features of papillary thyroid carcinoma, but measuring <1 cm in @



Epidemiolog

Xhe most common °|s 2-4 times more com

malignant endocrine tumors women than in men.
* Annual incidence of about * However, the probabilit
4/100,000 a solitary palpable lump i

thyroid is malignant is high
men.



Risk
Heﬂ-gcggrgnted risk

factors
* Familial/genitic
* Radiation exposure

Less well-documented

* lodine deficiency (follicula

* Graves’ disease

* Thyroiditis

* Pregnancy and other hormo
conditions



Epithelial cancers
originating in
the follicular
epithelium

Papillary cancer

\_ J

( )

Follicular cancer

\_ J
Poorly
differentiated
cancer
( )

Anaplastic cancer

\_ J

Variants of
epithelial cancer
originating in the

follicular
epithelium
[ )

Oncocytic

cancer

(Hurthle cell
cancer)

\_ /

Clear cell,
mucinous and
squamous
differentiated

cancer
\_ J

Epithelial cancer
originating in the C
cells

Medullary
Thyroid Cancer
( MTC)

Non epithelial

cancers

N
Sarcoma
Y,
N
Lymphoma
J
N
Metastasis




We|| = o il . They are similar to normal cells
. . Papiliary carcinoma ihys they uptake iodine and can
Differentiated i~

) ° foIIicuIar carcinoma be treated with radioactive iodine
(Least aggressive) post-op

* medullary thyroid carcinoma
® Hiirthle cell carcinoma
®* some rare variants of papillary carcinoma

Intermediate
forms

Undifferentiate
d

® Anaplastic carcinoma No radioactive iodine




Papillary thyroid cancer PTC

vV v v v vV v v VvV Y

/'I

/ll

Most common (25%)

Least aggressive, has the best prognosis;

most common tumor following neck XRT worse prognosis in elderly, males

L hati 4 1= Most common thyroid cancer in Childre
ymphatic spread 1°
A psammoma body is a round collect

Rare metastases (lung, brain) calcium, seen microscopically.
Pathology — psammoma bodies (calcium) and Orphan Annie nuclei

prognosis based on local invasion a large, optically clear

_ nucleus, devoid of
Treatment: chromatin strands, with g
Lobectomy (if small <1-2cm) sharp chromatin rim

Total thyroidectomy : if large, bilateral, +ve LN, metastatic, +extrathyroidal inva
or history of neck XRT.

MRND if +ve LN Modified radical Neck dissection

. L . . All total th
Post op radioactive iodine ablation (same indications above) i

control i
Suppressing TSH, decreases

High dose thyroxine suppression lifelong
growth of new tumor cells



Follicular thyroid carcinoma

2nd most common (10%)

More aggressive than PTC, but less than other thyroid cancers
older age of presentation (50—60s), women

Hematogenous spread (bone most common)

vV v v v Vv

Cannot be diagnosed on FNA, if FNA showed follicular cells 2 need
diagnostic lobectomy and send for pathology-—>

if follicular adenoma nothing to do

If follicular carcinoma = completion total thyroidectomy
Treatment:

total thyroidectomy lymph nodes aren't usually involved

Rarely need MRND if +ve LN (usually hematogenous mets not LN)

++RAIl ablation

vV v v v v v Y

Thyroxine post op




» Hirthle cell carcinoma is a variant
of follicular carcinoma but more
aggressive with less radioactive
iodine uptake




Medullary thyroid carcinoma

»  Can be associated with MEN lla, llb or sporadic

» from parafollicular C cells (calcitonin)- flushing and diarrhea

» Pathology — shows amyloid deposition

» More aggressive than previous cancers

» Lymphatic spread - most have involved nodes at time of diagnosis

» Early hematogenous metastases to lung, liver, and bone (if mets ,
curable)

»  Treatment:

» total thyroidectomy with central neck node dissection

» MRND if +ve or large tumor even if neck LN negative (prophylactic)

» No RAIl uptake

» Monitor calcitonin post op for recurrence




Anaplastic thyroid cancer

» the most aggressive thyroid CA

» Elderly patients >70 yrs

» Rapidly lethal (0% 5-year survival rate); usually beyond
surgical management at diagnosis

» Can perform palliative debulking thyroidectomy for
compressive symptoms , tracheostomy of give palliative
chemo-XRT

Removal of part of the thyroid




Papillary or
follicular

Medullary

Anaplastic

®* Total thyroidectomy
®* Radioactive iodine

® Total thyroidectomy
® +Cervical LNs dissection

®* No effective treatment






