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hyroid cancer (TC) has been increasing sig-

nificantly worldwide in recent decades! and
studies performed in last years have shown that
the endocrinologist plays a key role in the man-
agement of the patient with thyroid carcinoma
but as part of a multidisciplinary team. TC pre-
operative diagnosis is performed by neck ultra-
sound, gold standard technique for risk stratifi-
cation of thyroid nodules and for screening for
cytological analyses, which has high accuracy
in identifying the most frequent histotype, pap-
illary thyroid carcinoma, while it still has im-
portant limitations in identifying follicular and
medullary thyroid carcinoma.2# For this reason,
the collaboration between clinician and pathol-
ogist has a crucial role in the identification of
preoperative malignancy in order to minimize
unnecessary surgeries, especially in cytologi-
cal indeterminate categories. Indeed, studies
focused on cytological indeterminate thyroid
nodules evaluating the risk of malignancy from
the clinical, ultrasound, cytological and molecu-
lar point of view, thus establishing an overall
score able to identify the presence of TC, are
still under development.5-7 Moreover, studies to
improve knowledge of the genetic basis of spo-
radic and familial forms of thyroid carcinomas,
from the less aggressive differentiated types to
the most aggressive ones (poorly differentiated
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carcinoma and anaplastic thyroid carcinoma)
have been very important. With the help of new
biotechnologies, it has been possible to identify,
in an extremely accurate way, the molecular
profile of thyroid carcinoma and the potential
diagnostic and prognostic biomarkers, both tis-
sue and circulating.8-13 This has also allowed the
development of target therapies, the tyrosine ki-
nase inhibitors (TKIs), which are now used for
patients with tumors refractory to conventional
therapies.!4 Current and future molecular stud-
ies will aim to identify new biomarkers and,
thus, new potential targets for anticancer sys-
temic therapies. In addition, the goal of the new
studies is also to investigate mechanisms of re-
sistance to drugs, identifying cell clones that es-
cape the action of current therapies. Moreover,
laboratory techniques aimed to significantly de-
fine the assay of TC’s biomarkers, thyroglobulin
and antithyroglobulin antibodies, have also led
to a significant improvement in the sensitivity
of these markers during follow-up after the first
therapies. Thus, it was possible to stratify, in as-
sociation to radiological techniques, the differ-
ent risk classes in patients with TC.3. 15, 16 Cur-
rently, the treatment of low-risk carcinomas is
conservative surgery or the active surveillance
approach, mainly for papillary microcarcino-
mas whose progress appears slow and often in-
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dolent.!7. 18 Surgical therapy and radiometabolic
therapy are certainly the most important thera-
peutic tools at diagnosis. For this reason, the
close collaboration between endocrinologist,
surgeon and nuclear medicine physician repre-
sents a fundamental condition to better evalu-
ate the prognosis and the further follow-up of
patients.2 Indeed, over the years, surgical tech-
niques have become more and more tailored to
reduce potential postoperative adverse events.
Moreover, even as regards the administration of
radiometabolic therapy, both for ablative pur-
poses and for the treatment of metastases, pro-
tocols have become increasingly specific and
aimed at minimizing the potential discomforts
related to the condition of concomitant hypo-
thyroidism. In the category of advanced thyroid
carcinomas refractory to conventional therapies,
instead, the endocrinologist had to improve the
management of new therapies with TKIs and
their potential side effects.!9 20 Therefore, mul-
tidisciplinary groups including other specialists
in addition to the endocrinologist (oncologist,
cardiologist, nutritionist, and psychologist)
have been strengthened. These collaborations
aim to better manage side effects by increasing
patient compliance to therapy, thus improving
the effectiveness of these therapies able to sig-
nificantly improve the survival of patients with
aggressive tumors. In conclusion, the evolving
knowledge on the onset, diagnosis and therapies
of thyroid carcinoma, from the low-risk type to
the most aggressive forms, has shown how fun-
damental it is for the endocrinologist to work
within a multidisciplinary team, in order to best
optimize the management of patients affected
with TC.

References

1. Lim H, Devesa SS, Sosa JA, Check D, Kitahara CM.
Trends in thyroid cancer incidence and mortality in the United
States, 1974-2013. JAMA 2017;317:1338-48.

2. Colombo C, Giancola N, Fugazzola L. Personalized treat-
ment for differentiated thyroid cancer: current data and new
perspectives. Minerva Endocrinol 2021;46:62-89.

3. Zhang L, Zou G. Role of thyroid ultrasound combined
with thyroglobulin in the diagnosis of postoperative recur-
rence of thyroid cancer. Minerva Endocrinol 2019;44:192-8.
4. Del Rio P, Cozzani F, Corcione L, Viani L, Loderer T,
Rossini M. Correlation between cytological and histo-

690

MINERVA MEDICA

THE ROLE OF THE ENDOCRINOLOGIST IN THYROID CANCER

logical findings in patients who underwent thyroidectomy.
Predictive value and confounders. Minerva Endocrinol
2019;44:357-62.

5. Marturano I, Russo M, Malandrino P, Buscema M, La
Rosa GL, Spadaro A, et al. Combined use of sonographic and
elastosonographic parameters can improve the diagnostic ac-
curacy in thyroid nodules at risk of malignancy at cytological
examination. Minerva Endocrinol 2020;45:3—11.

6. Colombo C, Muzza M, Pogliaghi G, Palazzo S, Vannuc-
chi G, Vicentini L, et al. The thyroid risk score (TRS) for
nodules with indeterminate cytology. Endocr Relat Cancer
2021;28:225-35.

7. Karapanou O. The role of molecular genetics in the pre-
surgical management of thyroid nodules. Minerva Endocrinol
2021;46:21-34.

8. Cancer Genome Atlas Research Network. Integrated ge-
nomic characterization of papillary thyroid carcinoma. Cell
2014;159:676-90.

9. Vitale G, Gaudenzi G, Circelli L, Manzoni MF, Bassi A,
Fioritti N, et al.; NIKE Group. Animal models of medullary
thyroid cancer: state of the art and view to the future. Endocr
Relat Cancer 2017;24:R1-12.

10. Pepe D, DE Keersmaecker K. Codon bias analyses on
thyroid carcinoma genes. Minerva Endocrinol 2020;45:295—
305.

11. Cirello V. Familial non-medullary thyroid carcinoma:
clinico-pathological features, current knowledge and nov-
elty regarding genetic risk factors. Minerva Endocrinol
2021;46:5-20.

12. Pogliaghi G. Liquid biopsy in thyroid cancer: from circu-
lating biomarkers to a new prospective of tumor monitoring
and therapy. Minerva Endocrinol 2021;46:45-61.

13. Muzza M. The clonal origin of multifocal papillary thy-
roid cancer: intrathyroidal spread or independent tumors? Mi-
nerva Endocrinol 2021;46:35-44.

14. Fugazzola L, Elisei R, Fuhrer D, Jarzab B, Leboulleux
S, Newbold K, et al. 2019 European Thyroid Association
Guidelines for the Treatment and Follow-Up of Advanced
Radioiodine-Refractory Thyroid Cancer. Eur Thyroid J
2019;8:227-45.

15. Gambale C, Elisei R, Matrone A. Management and fol-
low-up of differentiated thyroid cancer not submitted to ra-
dioiodine treatment: a systematic review. Minerva Endocrinol
2020;45:306-17.

16. Marotta V, Botti G, lonna F, Pezzullo L. TSH modulation
in advanced differentiated thyroid cancer: a continuous walk
on the tightrope between prognostic stratification, adverse
events, and levothyroxine bioavailability. Minerva Endocri-
nol 2020. [Epub ahead of print]

17. Trimboli P, Piccardo A, Cossa A, Deandrea M, Naciu
AM, Tabacco G, et al. Patients diagnosed with low-risk thy-
roid cancer during COVID-19 pandemic: what did they ask
surgeons? Minerva Endocrinol 2021;46:233-4.

18. Masaki C, Sugino K, Ito K. Clinical management of low-
risk papillary thyroid microcarcinoma. Minerva Endocrinol
2021. [Epub ahead of print]

19. De Leo S, Di Stefano M, Persani L, Fugazzola L, Co-
lombo C. Lenvatinib as first-line treatment for advanced
thyroid cancer: long progression-free survival. Endocrine
2021;72:462-9.

20. Colombo C, De Leo S, Di Stefano M, Vannucchi G,
Persani L, Fugazzola L. Primary Adrenal Insufficiency Dur-
ing Lenvatinib or Vandetanib and Improvement of Fatigue
After Cortisone Acetate Therapy. J Clin Endocrinol Metab
2019;104:779-84.

December 2021



COPYRIGHT© 2021 EDIZIONI MINERVA MEDICA

o] = = A —
8 = E = 2
& g s E
= g m )
ISt Qg5 g
© s 2 3
e O -2
g g &
5 .8 =
s 5} g
B 2 =
I = va
= s S
S E g
3=} N
s =
N @ 2
g ) =
< ] =
& o 5
o =] 2
— =] o
I~ < b=
g 2 s
2,
g 3 = =%
=] [
€ g g 8%
> O A =
=) =8 - 85
< mmm O~
£ 22 » 3«
o
L
g Z2E g £2 <
= So O . 9
L =2.S 2 oY =
= 2Z 8 =8 a
R=i G o
— ®=o 3 83 )
5 Eg = E2@ =
= S 2 08 <
S 52 &
o £ St &R z
O S 322 2 EQ 5
Z s E5 E Es Z
< =) S = S o M
O S BE S £
=
a s S0 ®Q
= -2 ER=-E
g 2 sz a 30
m O ewm O —
= € zzA& FEQ
E 5 M2 g9
Zz = ge— £E
= » S 5 od
5 Q 0T ©& >r—
2 E L5 E 2
Q = £ L a—
Q § SF & £9
— © o L e.l.m
o g OZ? 5o
Z = =5 5 973
= =S O 9
& S.EE £ 22
g 0O o Eg
Q =5 o 8 8¢
a Fo L& 8 58
& | 2 ¢ 2 OF
=5 S -& 43
m %) 2 s 5 M
T SE SEQ J¢
= So®RF 3 5
= S5 55§ |2 ©
g = N )
e >E SE= sp z
3 238 %< Y g
= =% 58 W,m.ml )
o $5S% 5 &3 =
T S22 I » 2 @ —
2 3 0.2 S
= 08 <L T 23 =

Jaysijand ayy jo uoneuwsojur Arejeudoid sayjo o ‘oboj “yiewapel) Aue asojpus 0} senbiuyos) Buiwely asn Jo swel o) papiulad Jou I )| “oIMY dy) uo jsod Aew Jaysiiand By} Ydlym asn Jo swus} Jo seanou Jybukdoo Aue abueyd Jo 4o0|q ‘andsqo ‘Aesno  ‘4enod
‘anowal 0} papiwuad jou si J| “papiwad jou sI asn [ersewwod Jo [euosiad Joj sjudal Jo uononpoid sy “papiuLad Jou SI SJIIUY S} L) SHIOM SAIIBALISP JO Loneald Yy papiwiad jou si asn [ernewwog Aue Joj sy ay) Jo ped Aue 1o |je Jo asn 8y “sjdIly 8y} 0
$59008 MO|le Aew yolym suesw Jayjo Aue Jo Bujiew duosdsje ‘swejshs Buueys ajy Jauenul Jo/pue Jauisiul suljuo ybnoy) spiue ay) Jo Adod odluososle 8y} enquisip o) papiwiad jou si )| “esodind Aue Joj 8jdIuY 8y} Jo (dluoidaje Jo pajuud Jayye ‘Ajjeonews)sAs o
A|leaipesods Jayys) saidoo [euonippe ayew o} papiwlad jou i} oIl siy} Jo Adod auo Ajuo juud pue aji auo Ajuo aAes pue peojumop 0} asn [euosiad 1oy papiwiad i | “pazuoyine si uoionpoidal [euonippe oN “sme| JyblAdod [euoneussiul Aq pajosiold Si JusWINIOP SIY |





