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PRIMUM MOVENS

Secondo le Linee Guida ATA 2015, la lobectomia e:

» raccomandata nei noduli singoli a citologia indeterminata (EC: TIR3B SIAPEC 2014;
Cat. IV Bethesda 2009);

b RACCOMANDAZIONE 19; raccomandazione forte, evidenze di moderata qualita

» daccettata per DTC con diametro inferiore a 4 cm, senza evidenza pre-operatoria di

estensione extratiroidea o di interessamento linfonodale (pT1-T2 NO; pTNM, AJCC
8th ed.)

b RACCOMANDAZIONE 35; raccomandazione forte, evidenze di moderata qualita

Dal 2016 la tiroidectomia di totalizzazione (CT) si € ridotta, rispetto al periodo pre-2015:
» 34% complessivamente (65,1% vs 43%, p<0,01)
> 48,6% nei DTC con diametrotra 1 e 4 cm (48,6% vs 25%, p=0,02)

Kuo LE, 2021




INDICAZIONI INTRAOPERATORIE ALLA TOTALIZZAZIONE:
L’ESAME ISTOLOGICO E IL SOLO PUNTO DI PARTENZA?

Riscontro intraoperatorio, durante lobectomia (DTC < 4 cm), di:

> Fissita della neoplasia alle strutture circostanti

» Estensione extratiroidea macroscopica (infilfrazione muscoli pre-tiroidei)
» Infiltrazione delle strutture adiacenti

» Reazione desmoplastica dei tessuti circostanti (fibrosi peri-nodulare)

In €aso di sospetta estrinsecazione, nei centri in cui si fa un uso routinario dell’esame
isfologico intraoperatorio, il rischio di tiroidectomia di totalizzazione e inferiore rispetto
chi ne fa un uso sporadico

8,0% vs 20,8%; RR 0,4; C.I. 0,2-0,7; p=0,001
Staubitz JI, 2021

| Adeguatezza del consenso informato: ‘




INDICAZIONI POST-OPERATORIE ALLA TOTALIZZAZIONE
WHQ Classification of Tumours of Endocrine QOrgans

Table 1 WHO classification scheme of thyroid nooplasms, Sth edi-

g i
Folficular adenoma 83300 Ectopic thymoma () -
Spindle epithelial tu ith St :
alinizing trabecular tumour 8338/1° indie ep mour wi
Hy -+ thymus-like differentiation 85883 ;'Thmgm’ f’“]'“ “?’“_d —_—
Other encapsulated follicular-patterned thyroid tumours : A ; i ¢ congenital thyroid abaormalidcs
Follicular tumour of uncerain malignant potenial  8335/1° Intrathyroid thymic carcinoma 8589/3 Follicular cell-derived neoplasms
Well-differentiated tumour of uncenain 1. Benign tumaors
malignant potential 834g/1° Paraganglioma and mesenchymal/stromal tumours a. Thyroid follicular nodular disease
Non-invasive follicular thyroid neoplasm with Paraganglioma 96S b. Follicular adenoma
papillary-like nuclear features 8349n1" Peripheral nerve sheath tumours (PNSTs) I ) ) ]
Schwannoma 9560/0 . Follicular adenoma with papillary architecture
Papillary thyroid carcinoma (PTC) Malignant PNST 9540/3 d. Oneacytic adenoma of the thyraid
Papillary carcinoma 826013 Benign vascular tumours 2. Low-risk neaplasms
Follicular variant of PTC 834073 Haemangioma _ 9120/0 2. Non-invasive follicular thyroid neoplasm with papillary-like
Encapsulaled variant of PTC gag faverhnaoushaemangoma g}%fg nuclear features
Papillary microcarcinoma 1 ymphangoma b. Thyreid of uncertain malisnznt tial
Columnar cell variant of PTC 83443 Angosarcoma 9120/3 Tl T BT Bneerian e potentia
Oncocytic variant of PTC 834273 Smocth muscle lumours . Hyalinizing trabecular tumor
Leiomyoma 8830/0 3. halignane neoplasms
Follicular thyroid carcinoma (FTC), NOS 833013 Leiomyosarcoma 8890/3 a. Follicular thyroid earcinoma
gg. miﬂima"ylahe\l;ﬁ\‘e‘ : ) 8335% Soltary fibrous tumour 881501 b. Invasive encapsulated follicular variant papillary carcinoma
, encapsulaled angoinvasive 8339/3° . . .
FTC, widely invasive 83308 Haernalotymphdd T C. Papﬂlm:_',: th}rm_dcarcmnmn _
Langerhans cell histiocytos(s 9751/3 d. Oneocytic carcinema of the thyroid
HOorthle (oncocytic) cell tumours Rosai-Dorfman disease ¢. Follicular-derived carcinomag, high-grade
Harthle cell adenoma 82%0/0 Folkcular dendrttic cell sarcoma 975883 i. Differentiated high-grade thyroid carcinoma
Hanhle cell carcinoma 8290/3 Primary thyroid lymphoma ii. Poorly differentiated thyroid carcinoma
Poorly differentiated thyroid carcin 8337/3 Germ cell tumours f. Anaplastic follicular cell—derived thyroid carcinoma
Benign teratoma (grade O or 1) 9080/0 Thyroid C-cell-derived carcinoma
Anaplastic thyroid carcinoma 802013 Immature teratoma (grade 2) 908011 1. Medullary thyroid carcinoma
" Malignantteratoma (grade 3) 9080/3 Mixed medullary and follicular cell-derived carcinomas
Squamous cell carcinoma 807073 Halivary gland-type carcinomas of the thyroid
- . Secondary tumours 1. Blucocpidermaid carcinoma of the thymaid
Medullary thyroid carcinoma 834513 . N
2. Secretory carcinoma of salivary gland type
Mixed medullary and follicular thyroid Thyroid tumors of uncertain histegenesis
carcinoma 834613 1. Sclerosing mucocpidermoid carcinoma with cosinophilia
Mucoepldermoid carcinoma 84 2. Cribriform morular thyreid carcinoma
The morprology codes are [rom the Internatonal Classilicalion of Ovseases Thymic tumors within the thyroid
Sclerosing mucoepidermoid carcinoma et 1. Thymama family _ ]
with eosinophilia B430/3 siu and grade Il i theliel neopiasia, and B for mal {umous 2. Spindle epithelial cumor with thymuos-like elements
cassiicationis fed [rom he previcus WHO classificalion, 1aking = - .
PP e s e 3. Thymie carcinoma farmily

~These new codes were approved by the IARCVHO Committee for ICD-O

WHO, 4thed., 2017

Embryonal thyroid neoplasms
1. Thyroblastoma

WHO, 5th ed., 2022
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Schedo tecnico-operative

La figura professionale che comunica le conclusiond
af paziente

Dipende dall'esito della discussione: se viene discusse un patiente eligibile a chinrgia,
dal chirurgn proponente o un sua delegatn; se il paziente viene posto In follow-up da
un membro dello staff ehirurgico; se indicat] trattamenti adivvanti da un medico deflo
staff dl Medicina Mucleare,

TEAM MULTIDISCIPLINARE (DISCUSSIONI MULTIDISCIPLINARI DEI CASI CLINICI)fTUMOR BOARD
Tiroide

DESCRIZIONE

I TMB st rfuntsce almeno due valte F'anna in wr

evento df opprendimenio per rivedere [ risuitat] fo
quofits deile pracedure, § percors] del paienti e ght
indicadori, per migliorare b qualitd

E" previsto un eventa di apprendimento, Al termine della Farmasions annuale EOM,
come gruppo di miglioramento & prodotio un report sull’attivitd svolta nelf'anno.

Anno di T 2012

I FDTA viene opgiornato regofarmente, sulle bose
delle evidenze delle discurssiant multidiseiplinart

Il PT wviens aggiornate regolerments, sulla base delle evidenze defle discussioni
Itidisciplinari & prevista a breve una revisione.

Obiettive: Arrivare a decistoni condivise da eomunicare al pazlente. Il paziente & a conoscenza del TMO/turnor board,

Criterio imvia pazient| la chirurgla oterinolaringoiatrica o alla chirurgla manillo-facciale, Il caso viene discusso sulla
Baze del rapporto Brolagica. Si discutond anche aleuni casi ambulatoriali. Poszono essere proposti da qualsias professionista.

Fose chinico: tutte.

Frequento degll incontri: due volte al mesa.

Durota: 2h.

Discussion] multidisciplinarl accreditore nef sittema reglonale ECV-CAD 2022: b discussiani del TMD sono accreditate ECM.

Res bite clinico-scientificot Direttore s.c. Medicing Nuclears,

Coordinatore organizzative: Dirigente Medico, s.c. Otorinalaringoistria.

Componenti del CORE TEAM: Chirurge otarinolaringolatra, Chirurgo maxilie-facciale, Radiolags, Medico di medicing nuclaars,
Endocrinologe, Anatoma-patologo.

Numero di professionisti del core team: 5.

Indicare i Comp # el ded Team: Oncologo medicn, Radisterapista, Genetista,

Presenza di un cose menager €/ di un supporte do una segreteria scientifica o dota manager: & prevsto un medice ORL che coordina gli
appUALImEnt.

FUNZIONAMENTO

REQUISTI DY RIFERIMENTD RECUISITI IN ESSERE

(PRO- TRSV-17 & manuale OECH)

Lo proceduro definita per informare | membii def Ogni due settimane il segretario invia un'email a tutti | membri per Informar del casi
T dei cosi do discuters cha saranno discussi.

Le dis ol TMD 5i svoigono in una stanta Le discussizni del TMD 31 svolgens in un'aula con adeguate attrezzature audio-visive:
<on otireazoture adeg (par imaging, p g per I3 condivisione ¢egli esami radiclogicl del paziente. Gll incantrl sl swolgono
eccetero) generalmente in presenta.

Lo cartelts clinico del paziente & disponibile durante | Ogni cartella medica & disponibile nella cartella eletironica del pazlente.
lo discussions

Le Linee Guide odotiote Lines guida adottate e fruibill online:
Internarionall - American Thyroid Association 2005;
hitps:ffwweer thyrold orgfprofessionalsfata-professional-guide fines!
N PDTA INT é disponibile E' disponibile il protocolio di patologia tiroidea {PT) & paratircldea pubblicato nel

documenti qualita della intranet ariendals, sez. Dip. Diagnostica Immagini e
Radioterapla, £.c Medicing Nucleare,

La compliance alle linee guida & per lo pli monitorata, Gll scostamenti dalle LG
wengana rpartati Ia CCE.

Lo compliance olie linee guida & monitorota

Le deviazioni dafle lince guida some sempre Le deviazioni dalle linge gulda sono sempre discusse dal TMO,

discuzse dol TMD

Ogni decisione che differsee dalla Mgpm& Qnil decigiore clinica & fiportata @ motivata rella cartella clinica elettronica del

registeata nella cartells clinica del poziente pazients.

Liinclusione dei pazients megli studi elinici & i S| waluta, per ciascun patiente, la possibiits di inserimento In uno studio dinico

aspetto della rivnione TRID contrallato.

N documenta/refertn prodotto al teming della Al termine della discussione multidisciplinare wiena prodotto un Report delle decisioni
i muitidiselplinare su Dassler (EJP.RL), da circa 3 annd,

Le conclusioni e le raccomandazioni risultant] dalla
distussions TMD sono documentate nelle eartella
clinico del poziente

Daopa ogni discussione, viene generato un referto condivise, firmato elettronicamenta
e caricato sul fascicolo persenale di ognl pazlenta.

Le ioni e le r I dafla
discussione TMD, dispanibill aella cartella elaice
del parients, sono occessibill o tutti | medicl & afle
aitre discipline coinvolte nefla cura

Il fascicolo personale di ognl paziente & accessibile a ognl medico dallllstituto,

Le eonclusioni e le reccomondorion] risultant! dal
ThD sono comunicate of poziente

Le conclusionl e le raccomandarioni risultanti dal TMD soro comunicate al paziente
tramite visita di controlle o contatto telefonico.

Il Respansabile clinico-scientifica
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QUANDO TOTALIZZARE?

Secondo la Raccomandazione 38 delle Linee Guida ATA 2015, la tiroidectomia di
totalizzazione dovrebbe essere offerta ai pazienti per i quali sarebbe stata
raccomandata una tiroidectomia totale, se la diagnosi fosse stata disponibile prima
dell’intervento iniziale.

Se i linfonodi sono clinicamente coinvolti, dovrebbe essere inclusa la dissezione
terapeutica dei linfonodi del comparto centrale

La sola lobectomia tiroidea puo essere un trattamento sufficiente per i carcinomi
papillari e follicolari a basso rischio.

(Raccomandazione forte, evidenze di moderata qualita)
Haugen BR, 2016

La tiroidectomia di totalizzazione viene effettuata nel 34-42,5% dei casi, inizialmente
sotftoposti a lobectomia, per riscontro di DTC con rischio intermedio o alto

Vargas-Pintfo S, 2019; DiMarco AN, 2019



IL CONCETTO DI RISCHIO SECONDO ATA 2015:
Raccomandazione 48

Risk of Structural Disease Recurrence
(In patients without structurally identifiable disease after initial therapy)

FTC, extensive vascolar invasion (= 30-55%)

T3b-T4a pT44 gross ETE (= 30-40%)
N1 (> 3cm; ENE) > High Risk pN1with extranodal extension, >3 LN involved (= 40%0)
M1 Gross extrathyroidal extension, PTC,> 1 cm, TERT mutated + BRAF mutated™ (>40%a)
incompluie tumor resection, distant melasicses, piN1,a0y LN > 3 cm (= 30%)
) = 10-40%)
// Intermediate Risk PTC,vascular invasion (= 15-30%)
T1-T2 Aggressive histology , minor extrathyroidal Clinical N1 (=20%)
T3a - ﬁ:ﬂﬂ:: mﬁ;ﬁ?ﬁw pN1,> 51N involved (z20%)
N1 (0,2- 3 cm) Intrathyroidal PTC, < 4 cm, BRAF mutated® (=10%s)
or ETE i= 3-8%h)
/' Mﬁﬂ;ﬂﬁ re pN1,all LN < 0.2 cm (5%)
2§ LN micrometastases (= 0.2 em} pN1,= SN involved (=5%)
Iotrathyroidal PTC, 2-4 cm (= 5%}
T1-T2 Alultifocal PTMC (= 4-6%0)
NO > pN1 without extrapodal extenslon, < 3 LN Involved (2%)
N1 micro (<0,2 cm) Alinimally invasive FTC (= 2-3%4)
Intrathyraidal, <4 cm, BRAF wild hype* (= 1-2%)

Intrathyroidal unifocal PTMC, BRAF mutated®, (= 1.2%)
Intrathyroidal, encapsulated, FV-PTC (= 1-2%)
Unifocal PTMC (= 1.28%)




| «CCOLPEVOLI DELLA CT...

» 275 PTC, classificati come low-risk prima della chirurgia, softoposti a lobectomia e
svuotamento profilattico del comparto centrale

» 42,5% (117/275) dei casi sono stati sottoposti a CT, dopo valutazione dell’esame
istologico

ANGIOINVASIVITA’ 30,8%
m Angioinvasion only
e e o ESTENSIONE EXTRATIROIDEA 23,9%
o All 3 features
O Local invasion only
B Moy o N © ADENOPATIE VI LIVELLO > 5 51%
FATTOR|I MULTIPLI 40, 2%

DiMarco AN, 2019
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MEERY Cancer | Thyroid Carcinoma - Papillary Carcinoma T
CLINICAL PRESENTATION PRIMARY TREATMENT

Any of the following:
= Tumor >4 cm
» Gross positive resection

margins Completion of thyroidectomy
. = Perform therapeutic neck
E;f::;::m-thymidal dissection of involved N
= gon?rmag nc.drl Tftasf“isg :;;ﬁ::g;g;i;?;gﬂ;ﬁa“y Postsurgical
= Confirmed contralatera ¢ . . Evaluation
) disease if not previously done o | =SS0
disease (PAP-3)
* Vascular invasion
v ; * Poorly differentiated
I:H;:::duig::‘jﬁzfukdin g Completion of thyroidectomy >
central and lateral Any of the following: or
Post- .| compartments), if * Lymphatic invasion
lobectomy not previously done = Macroscopic multifocal Disease ]
» Biopsy suspicious disease (>1 cm) itoring Consider levothyroxine
lymph nodes or motr: °""%B therapy to keep TSH low
contralateral lesions (category 2B)|  |or norma
All of the following:
+ Negative resection margins . Disease
= No contralateral lesion Di &onsidar Iakvothy;oxlr_lg Monitoring
= Tumor £4 cm in diameter Isease . _am;:y to EEP thyrol and
+ Na suspicious lymph node monitoring ?11%1:4[; Ia;:.:%r r?mgl? Maintenance
or (PAP-T)
« NIFTPP

8 Completion of thyroidectomy is not required for incidental small volume pathologic N1A metastases (<5 involved nodes with no metastasis >2 mm in largest
dimension} PAP-4.

h Formerly called encapsulated follicular variant of PTC, NIFTP has been reclassified and only lobectomy is needed. Ongoing surveillance is recommended.

! Measurement of thyroglobulin and antithyroglobulin antibodies may be useful for obtaining a postoperative baseline; however, data to interpret Tg and TgAb in the
setting of an intact thyroid lobe are lacking.

J Principles of TSH Suppression (THYR-A).

Hotae: All recommendations are category 2A unless otherwise indicatad.
Clinlcal Trials: NCCN baliaves that the best managament of any patlant with cancar [ In a clinleal trial. Participation in clinical trials 12 aspecially encouraged.

PAP-2

Wersion 3.2022, 11701522 © 2022 Natiomal Comprehensive Cancer Metwark® (NCCH®), All rights reserved. NOCN Guideline=s® and this illustration may nal be repraduced inany form withoul e express willen permission of NCCH.
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Cgmprehensiue NCCN GUide"nes VerSi'Dn 3.2022
Aeleh§ Cancer Thyroid Carcinoma - Follicular Carcinoma

NCCN Guidelines Index

Table of Contents
Discussion

Metwork®
FNA RESULTS DIAGNOSTIC PRIMARY TREATMENT
PROCEDURES

= Thyroid and neck or intraoperative

ultrasound (including
central and lateral
compartments), if not

previously done preference

» Total thyroidectomy if
radiographic evidence

findings of extrathyroidal
extension or tumor >4
cm in diameter, or patient

Papillary Carcinoma (PAP-3)

Follicular carcinoma >

Benign Levothyroxine tharaPy
:I:FTP“ to keep TSH normal

Follicular : = Perform therapeutic
I'lEI':!II!!IIESI'I"Ia * ::T"TIRI \:;Ith cm:’trj_st for neck dissection of Invasive cancer s
(Bethesda IV) ool cord oaresisb involved compartments (widely invasive| | completion of Posteuraical
(THYR-1) or vocal cord paresis for clinically apparent/ or encapsulated|— roFi' dectom . |Postsurgica
* Consider assessment biopsy-proven disease angioinvasive ¥ y Evaluation
of vocal cord mability with >4 vessels) (FOLL-2)
{ultrasound, mirror
indirect _Iaryngosco PY, nrc or Encapsulated Dise_asa_
fiberoptic laryngoscopy) angioinvasive monitoring
Lobectomy/ with <4 vessels|—|(Preferred) » Consider
isthmusectomy or g::nmpletiun of levothyroxine
Minimally » —=| therapy to kee
invasive FTcd |  [thyroidectomyd TSHlowor
normalf
3The diagnosis of follicular carcinoma reguires evidence of either vascular or « Disease

capsular invasion, which cannot be determined by FNA. Molecular diagnostics
may be useful to allow reclassification of follicular lesions (follicular neoplasm or
FLUS) as either more or less likely to be benign or malignant based on the genetic
profile. If molecular testing in conjunction with clinical and ultrasound features
suggests papillary thyroid carcinoma, especially in the case of BRAF VE0OE, see
PAP-1. Molecular markers should be interpreted with caution and in the context of
clinical, radiographic, and cytologic features of each individual patient.

bUse of iodinated contrast is required for optimal cervical imaging using CT;
potential delay in RAl treatment will not cause harm.

©Vocal cord mobility should be examined in patients if clinical concem for
involvement, including those with abnomal voice, surgical history involving the
recurrent laryngeal or vagus nerves, invasive disease, or bulky disease of the
central neck. Evaluation is imperative in those with voice changes.

4 Minimally invasive follicular thyroid carcinoma (FTC} is characterized as an
encapsulated tumor with microscopic capsular invasion and without vascular
invasion.

Monitoring and

Era nign Disease
NIFTP® monitoring

Papillary Carcinoma (PAP-3)

Management
(FOLL-6)

&Formerly called encapsulated follicular variant of PTC, NIFTP has been
reclassified and only lobectomy is needed. Ongoing surveillance is

recommended.
T Principles of TSH Suppression (THYR-A).

9 Disease monitoring is preferred in most circumstances. However, there
are certain clinical scenarios in which completion of thyroidectomy may be

appropriate.

Nota: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: NCCHN baliaves that the bast managemant of any patlant with cancer Iz In a clinlcal trial. Participation in clinical trials is aspecially encouraged.

Wersion 3.2022, 11701722 © 2022 National Comprehensive Cancer Metwork® (MCCN®), All rights ressnned. HOCN Guidelines® and this ilustration may nal be repraduced in any form withoul the express writlen permission of HOCH.

FOLL-1




ADEGUATEZZA ONCOLOGICA

Tireoglobulina post-operatoria raggiunge il nadir 3-4 settimane dopo chirurgia
Tiroidectomia e adeguata se:
= Tg con stimolo <1 ng/ml

= Tg basale (uTg) <0,2 ng/ml
Haugen BR, 2016

tudio monocentrico condotto su 1096 pz in circa 18 anni (TT=954; CT=142),
dosaggio della uTg dopo 6 seftimane e dopo 6 mesi dalla chirurgia:

= Dopo 6 settimane la uTg mediana € lievemente inferiore dopo CT vs TT
0,2 (0,1-0,6) vs 0,5 (0,1-2,3) ng/ml; p=0,02

= Dopo 6 mesila uTg mediana é sovrapponibile tra CT e TT
0,2(0,1-0,8) vs 0,2 (0,1-0,5) ng/ml; p=0,37

Dedhia PH, 2020



ADEGUATEZZA ONCOLOGICA

Studio multicentrico, 1114 pazienti sottoposti a one-step TT e 867 a two-step TT

1.0 =

TABLE 3 Inthe multivariate analysis, age, T-stage and
metastasis are statistically significant responsible for the
oncological outcome. By contrast if a one-step procedure or
two-step procedure was performed bas no significant influence on
the oncological cutcome

0.8 =

0.6 —

Cumulative DTC-specific survival rate

Univariate cox Multivariate
Prognostic factors regression COX regression 0.4 time point of 2" surgery
Age <0001 <0001 — < 3days
— 4-7 days
sex 0.045 0.17 0.2 5 T
T-stage =0.001 <0.001 == >3 months
M-stage 0.004 013 2.0 | T | 1 |
a 100 200 300 400 500
Metastasis =0.001 =0.001 Time after diagnosis (months)
Histo IDEY l:p:'lp-I"Er':." ar =0.001 Q.07 FIGURE 3 Kaplan-Meier curve of thyroid cancer-specific

survival in patients who underwent a total thyroidectomy as
twa-step procedure, divided by time elapsed between initial and
completion surgery

folliculary)

One-step vs Two-step <0.001

Lenschow C, 2018




COMPLICANLZE POST OPERATORIE

Meta-analisi: 7 studi, 1208 pazienti, 1990-2014

ool wa

PARALISI RICORRENZIALE TRANSITORIA 10,1% 8,1% 1,19 081-1,75 0,63
PARALISI RICORRENZIALE DEFINITIVA 1.8% 1,1% 1,64 0,62-3,79 0,35
IPOCALCEMIA TRANSITORIA 149% 154% 0,75 038-1,51 0,42
IPOCALCEMIA DEFINITIVA 28% 33% 086 047-1,57 0,63
EMATOMI 1.4% 17% 100 031-326 1,00
INFEZIONE FERITA 1.7% 12% 1,68 0,46-543 0,47

Yu-Jie L, 2015

i CT E' PARAGONABILE A TT PER ADEGUATEZZA ONCOLOGICA E |




Ann Surg Oncol (2019) 26:694-6%6 Annals of oot
htps://doi.orgf10.1245/s10434-018-07102-2 SURGICAI_ O\TCOLOCY @ CrossMark

L CF THE SOCIETY OF SURGICAL ONOOLOGY

LETTER - ENDOCRINE TUMORS

Completion Thyroidectomy: Revisited a Quarter of a Century
Later

Benzon M. Dy, MDY, Veljko Strajina, MD?, Michael Tuttle, MD?, and Ashok R. Shaha, MD’

"Mayo Clinic, Breast, Endocrine, Metabolic and GI Surgery, Rochester; “Mayo Clinic, Surgery, Rochester; *Department of
Head and Neck Surgery, Memonal Sloan-Kettering Cancer Center, New York

Although the decision regarding completion
thyroldectomy) may be guided by risk stratification
modlels, the choice should be made in cooperation
with the multidisciplinary team and the patient...
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