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by clinical examination, thyroid and neck ultrasono-
graphy, TSH, FT4, and serum Tg levels every 6
months in order to detect recurrence or progres-
sion of the disease. WBS with radioactive 131I or com-
puted tomography (CT) were performed when nec-
essary.

During the follow-up, between 12 and 72 months
(mean 37.33 months) after the ablation therapy, 6
of the 23 patients (26%) presented with local recur-
rences or new metastases (Table 4). Two of them
presented cervical lymph node recurrences, two
mediastinal lymph node metastases, one lung and
cervical node metastases, and one patient skull me-
tastasis, mediastinal lymph node metastases, and
lung metastases (Table 4). Even patients with tu-
mor size £1.5cm eventually presented with distant
metastases (Figure 2). Two of the above-mentioned
patients, who presented cervical node recurrences,
were re-operated on. All patients who had residual
disease after the ablation therapy or presented new
metastases received additional doses of radioactive
iodine therapy. Thus, 7 patients received 100-150
mCi of radioactive 131I as an additional dose because
of residual local disease or mediastinal lymph node
metastases, 4 received 200-350 mCi in 2 additional
doses due to lung metastases, and one (female) re-
ceived 1150 mCi in 7 additional doses due to persis-
tent lung metastases. No severe complications (such
as second malignancy, pulmonary fibrosis or de-
creased fertility in male patients) were observed as
a result of high cumulative doses of radioactive 131I
therapy. All residual diseases or metastases were
either histologically proven or had positive WBS and
elevated Tg (>5 ng/ml).

At last follow-up, 12 patients (52.2%) were in

Figure 2. Patients (%) with metastases according to tumor size.
A: Cervical lymph node metastases at diagnosis. B: Distant me-
tastases at diagnosis. C: Newly developed distant metastases
during the follow-up. D: Free of disease at last follow-up.

Table 4. Diagnosis of recurrences or new metastases in six patients during the follow-up

Recurrences/Metastases U/S FNAB WBS Tg (ng/ml) CT

Cervical node + + Nd <1 Nd

Cervical node + + + 24 Nd

Mediastinal lymph node Nd Nd + 10.05 Nd

Mediastinal lymph node Nd Nd - 277.4 +

Lung and cervical node Nd Nd + 451.8 Nd

Skull, lung, mediastinal lymph node Nd Nd + 26.59 Nd

U/S: thyroid and cervical lymph nodes ultrasonography, FNAB: fine needle aspiration biopsy, WBS: whole body scan, Tg: thyroglo-
bulin on stopping L thyroxine, CT: computed tomography, +: positive for disease, -: negative for disease, Nd=not done

complete remission (Table 6). Ten of them, those
with total thyroidectomy, had undetectable Tg lev-
els under thyroxine therapy and Tg<1 ng/ml under
hypothyroid condition, negative WBS, and normal
cervical ultrasonography. Two patients with subto-
tal thyroidectomy had normal thyroid and cervical
ultrasonography, undetectable Tg under thyroxine
therapy, or Tg<5 ng/ml in hypothyroid condition.
Eleven patients (47.8%) had residual disease (Ta-
ble 5), but all were alive and asymptomatic.

DISCUSSION

Although most cases of thyroid carcinoma (TC)
occur in adults, TC may occur in children and ado-




