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Cancer can occur in any of the endocrine
olands



Thyroid cancer presents as a nodule in the
thyroid gland
























Initial Therapy
Total Thyroidectomy (R35)

Evaluation of Post-Operative Disease Status

Routine use of post-op serum

1 thyroglobulin (R50B, R50C)

Post-op diagnostic RAI scanning (R50D) and/or ultrasound may be considered [B34]

RAI Remnant Ablation Not Routinely Recommended (R51A, Table 14)
If done, 30 mCi is generally favored over higher administered activities (R55) FIG. 5. Clinical decision-

making and management
recommendations in ATA

Initial T
If non-stimulated Tg < ng/mL (¢
If non-stimulated Tg 20.2 nglmL (indeterr

low-risk DTC patients that
SH Goal ha_ve undergone total thy-
e), maintain TSH of 0.5-2 mU/L (R59C) rOquCt_OmY- R, recommen-
sponse), maintain TSH of 0.1- 0.5 mU/L (R59D) dation in text.

Ireé

Evaluate Response to Therapy (R49)
Tg testing (R62, R63, R64)

Neck U

S (R65)

Diagnostic whole body scan not routinely recommended (R66)

Excellent Response to Therapy

Primary follow-up with clinical exam and non-stimulated Tg (R65D, 63A, 63B)
TSH goal 0.5-2.0mU/L (R70C, R70D, Table 15)
Non-stimulated Tg 12-24 month intervals (R62C)

Periodic US examinations (Ré5)

Biochemical Incomplete,
Structural Incomplete,
or Indeterminate Response
See text for guidance



Initial Therapy
Lobectomy (R35)

Evaluation of Post-Operative Disease Status
Consider post-op serum thyroglobulin (R50B, R50C)
Neck ultras oid, central and lateral neck compartments)

should be considered if not performed preoperatively [B34)

y FIG. 6. Clinical decision-

RAI Remnant Ablation Not Recommended making and management
(R388) recommendations in ATA low

risk DTC patients that have
undergone less than total
Initial TSH Goal thyroidectomy (lobectomy or
0.5-2 mU/L (RS9E) lobectomy with isthmu-
sectomy). R, recommenda-
tion in text.

Evaluate Response to Therapy
Neck US (Ré65)
Consider testing (R62B, Ré4)

Excellent Response to Therapy
Primary follow-up with clinical exam and non-stimulated Tg (R64)
TSH goal 0.5-2.0mU/L (R70E, Table 15)
Non-stimulated T; 24 month inte S

Biochemical Incomplete (rising serum Tg),
Structural Incomplete,
or Indeterminate Response

Periodic US examinations (R65) See text for guidance




FIG. 7. Clinical decision-making
and management recommendations
in ATA intermediate risk DTC pa-
tients that have undergone total
thyroidectomy. R, recommendation
in text.

Initial Therapy
Total thyroidectomy (R35)
Therapeutic neck dissection (clinical Nl disease) (R36A)
+/ - Prophylactic central neck dissection (R36B)

Evaluation of Post-Operative Disease Status
Routine use of post-op serum thyroglobulin (R50B)
Post-op diagnostic RAIl 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)
For adjuvant therapy, administered activities above remnant ablation up to 150 mCi
are generally recommended (m absence of known distant metastases)(R56)

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

Evaluate Response to Therapy (R49)
Tg testing (R62, R63A, R64)
Neck 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 12-24 month intervals (R62C) or Indeterminate Response
Periodic US examinations (R65) See text for guidance




Initial Therapy
Total thyroidectomy (R35)
Therapeutic neck dissection (clinical N1 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 (R51E, Table 1)
For adjuvant therapy, administered activit above remnant ablation up to 150 mCi
are generally recommended (in abse > of known distant metastases)(R56)
For known structural dise =mpiric 100-200 mCi, (100-150 mCi for patients >70 yo)
or dosimetry-guided dosing (R77,R78,R79)

Evaluate Response to Therapy (R49)
Tg testing (R62B, R62E)
Neck US (R65)
Consider CT./MRI imaging (R69A-C) and/or FDG/PET scanning (R68)
Consider diagnostic whole body scan (R67)

Excellent Response to Therapy Biochemical Incomplete,Structural Incomplete,

TSH 0.1-0.5 for at least 5 yrs (R70C)
Yearly follow-up and Tg for at least 5 years (R62E)
Consider periodic US/CT/MRI

or Indeterminate Response
TSH goal <0.1 indefinitely in the absence of contraindications (R70A)
See text for guidance

FIG. 8. Clinical decision-
making and management
recommendations in ATA
high risk DTC patients that
have undergone total thy-
roidectomy and have no
gross residual disease re-
maining in the neck. R, rec-
ommendation in text.















TABLE 16. FAcTORS TO REVIEW WHEN CONSIDERING KINASE INHIBITOR THERAPY®

Factors favoring kinase inhibitor therapy Factors discouraging kinase inhibitor therapy
Imminently threatening disease progression expected to Comorbidity including
require intervention and/or to produce morbidity or * Active or recent intestinal disease (e.g., diverticu-
mortality in <6 months (e.g., pulmonary lesions or litis, inflammatory bowel disease, recent bowel
lymphadenopathy likely to rapidly invade airways, resection)
produce dyspnea, or cause bronchial obstruction). * Liver disease
Symptomatic disease (e.g., exertional dyspnea, painful * Recent bleeding (e.g., ulcer/GI bleed) or coagulo-
unresectable adenopathy), not adequately addressable pathy

* Recent cardiovascular event(s) (e.g., CVA, MI)

lusmg d.u'ected therapy.. ¢ Recent tracheal radiation therapy (this is associated
Diffuse disease progression as opposed to focal pro- with increased risks of aerodigestive fistula with
gression (e.g., in multiple lung metastases, as opposed kinase inhibitor therapy)
to a few growing lesions) ¢ Cachexia/low weight/poor nutrition
* Poorly controlled hypertension
* Prolonged QTc interval/history of significant ar-
rhythmia (includes ventricular and bradyarrhythmias)
¢ Untreated brain metastases (controversial)
* Recent suicidal ideation (suicide has been reported in
depressed patients receiving TKIs)

Life expectancy based upon other comorbidities estimated
to be too brief to justify systemic therapy

"Bone metastases are often poorly responsive to kinase inhibitor therapy (see Bone-Directed Agents in section [C47]).
GI, gastrointestinal; CVA, cerebrovascular accident; MI, myocardial infarction; TKI, tyrosine kinase inhibitor.



TABLE 17. POTENTIAL TOXICITIES AND RECOMMENDED SCREENING OR MONITORING APPROACHES
IN PATIENTS STARTED ON KINASE INHIBITOR THERAPY

Toxicity

Recommended screening/monitoring

Hypertension

Cutaneous/mucocutaneous toxicities

Hepatotoxicity

Cardiotoxicity

Hypothyroidism

Nephrotoxicity
Hematological toxicities
Pancreatitis
Teratogenicity

Frequent blood pressure monitoring, most critical during the first 8 weeks of
therapy; if hypertension is induced, therapy should be individualized to patient
response
¢ Note: effective and expeditious management of hypertension is critical - and

may reduce potential for cardiotoxicity. If antihypertensive therapy is
needed, calcium channel blockers (e.g., amlodipine) may be most effective.

Careful patient reporting of rash/mouth sores, patient awareness and education
related to increased potential for photosentization/sunburn.

Serial assessment of alanine serum transferase (AST), alkaline phosphatase and
bilirubin - most critical during the first 8 weeks of therapy
¢ Note: dose reduction of kinase inhibitor therapy is commonly required due to
hepatic toxicity
ECG pretherapy and frequently during therapy
* Hold (or do not initiate) kinase inhibitor therapy if QTc >480 ms
Echocardiogram: elective, but recommended in any patient with cardiac
history and especially important in patient with hypertension, symptoms
consistent with congestive heart failure or coronary artery disease and in
patients receiving sunitinib
TSH should be assessed frequently, with levothyroxine dosage altered in response
to rising TSH if observed

Serial serum creatinine, urine analysis with protein determination,
Serial CBC/diff
Serial amylase

Pretherapy pregnancy testing and effective contraception in women and men of
childbearing potential

CBC, complete blood count; ECG, electrocardiography.






Adrenal cortical carcinoma therapy

e Primary treatment is complete surgical open resection

Need complete hormonal assessment prior to surgery
* Mitotane alone or in combination with other cytotoxic agents

e Palliative radiation therapy for locally advanced or distant
mets



Pituitary carcinoma

 Pituitary carcinomas are rare. They present as a pituitary
adenoma

* Malignancies that arise in the parasellar region include: germ
cell tumors, sarcomas, chordomas and lymphoma

* Metastases to the hypothalamus and pituitary gland account
for 1-2% of sellar masses - breast and lung cancer









