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Erkrankungen der Schilddrlse
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Erkrankungen der Schilddrlse

I Ultraschall: primare&creeningmethodéeim SchilddrUsenknoten!!!I
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Take Home Message 1

AWichtigste Methode zur Abklarung von
Schilddrisenknoten ist die Sonografie

ABlutwerte sind bei SD Knoten meist unauffallig und
nicht zur Dignitatsbeurtellung eines Knotens
geeignet (einzige Ausnahme: die 10% medullaren
Karzinome)
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2015 American Thyroid Association Management Guidelines for Adult Patients
with Thyroid Nodules and Differentiated Thyroid Cancer

(doi: 10,1089/t

The American Thyroid Association (ATA) Guidelines Taskforce
on Thyroid Nodules and Differentiated Thyroid CancerBryan R. Haugen, M.D." (Chair)*,
Erik K. Alexander, M.D.”, Keith C. Bible, M.D., Ph.D.?, Gerard M. Doherty, M.D.*, Susan J. Mandel,
M.D., M.P.H.’, Yuri E. Nikiforov, M.D., Ph.D.",
Furio Pacini, M.D.”, Gregory W. Randolph, M.D.2, Anna M. Sawka. M.D.. Ph.D°.
Martin Schlumberger, M.D."°, Kathryn Schuff, M.D."", Steven I. Sherman, M.D."*,
TJulie Ann Sosa. M.D.**. David L. Steward. M.D.**, R. Michael Tuttle, M.D.".
and Leonard Wartofsky, M.D.!

proof correction. The final published version may differ from this proof.

*Authors are listed in alphabetical order and were appointed by ATA to independently formulate the

content of this manuscript. None of the scientific or medical content of the manuscript was dictated by the ATA.

=

! University of Colorado School of Medicine, Aurora, Colorado.

vediting and

*Brigham and Women’s Hospital, Harvard Medical School, Boston, Massachusettes.

Thyroid Nodules and Ditferentiated Thyroid Cancer

op

Schilddriisenpraxis
JOSEFSTADT Zettinig 2015



Definition Knoten

AL asion in

der Schilddrise, die sonografisch

abgrenzbar ist

AEinzelne

tastbare Lasionen kdnnen kein

sonografische Korrellat zeigen (definitionsgemal3
keine Knoten)

ANicht pal

ADiese ha
tastbare
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[A2] What is the role of thyroid cancer screening in people with familial follicular-cell
derived differentiated thyroid cancer?

s RECOMMENDATION 1

Screening people with familial follicular cell-derrved differentiated thyroid cancer may
lead to an earlier diagnosis of thyroid cancer, but the panel cannot recommend for or against
ultrasound screening since there 1s no evidence that this would lead to reduced morbidity or

mortality. (No recommendation, Insufficient evidence)
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[A4] Sertum TSH measurement

s RECOMMENDATION 2

A) Serum TSH should be measured during the mnitial evaluation of a patient with a
thyroid nodule. (Strong recommendation, Moderate-quality evidence)

B) If the serum TSH is subnormal. a radionuclide (preferably '*°I) thyroid scan should be
performed. (Strong recommendation, Moderate-quality evidence)

C) If the serum TSH 1s normal or elevated. a radionuclide scan should not be performed

as the initial imaging evaluation (Strong recommendation, Moderate-quality evidence)
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[AS5] Serum thyroglobulin measurement
m RECOMMENDATION 3

Routine measurement of serum Tg for initial evaluation of thyroid nodules is not

recommended. (Strong recommendation, Moderate-quality evidence)
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[A6] Serum calcitonin measurement
m RECOMMENDATION 4
The panel cannot recommend either for or against routine measurement of serum

calcitonin in patients with thyroid nodules. (No recommendation, Insufficient evidence)
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Amerika vs. Mitteleuropa

ATSH zur Bestimmung der Schilddriisenfunktion
essentiell

AThyreoglobulin hat beim nicht thyreoidektomierten
/ nicht radiojodtherapierten keinen Stellenwert als
RoutineLaborprameter

AKalzitoninScreening: In Europa komplett
gegenteilig

A Weitere Laborparameter haben in Europa ebenfalls
wichtigen Stellenwert
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Welche Laborparameter

ATSH
Abasal / (nach TRBtimulation)

ASchilddriisenhormone
Adie freien Schilddrisenhormone (fT3, fT4)
AGesamiT3, GesamT4

ASchilddriisenantikorper

Agegen Thyreoglobulin (F&K)
Agegen Schilddriisenperoxidase (afiRO)
Agegen TSHRezeptor (TRAK)

AKalzitonin
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Personalisierte Medizin

ATSH primarer Screeningparameter
AfT4, fT3
Alndividuelle Setpoints fir TSH, fT4, fT3

ANach einer Operation kann die Befindlichkeit
eingeschrankt sein, wenn die praoperativen fT4 und
fT3 Werte nicht individuell substituiert werden
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Individuelle Postoperative Substitution
Korrelation der postop. T4 Dosis mit

AGewicht
THYROID
Volume 24, Number 12, 2014 ORIGINAL STUDIES
© Mary Ann Liebert, Inc. THYROID FUNCTION AND DYSFUNCTION
DOI: 10.1089/thy.2014.0111

AAIter A New Strategy to Estimate Levothyroxine Requirement
After Total Thyroidectomy for Benign Thyroid Disease

AE ryt h ro Zyte nVO I u I I l e n Vincenzo Di Donna,' Mario Giannotti Santoro, Chiara de Waure,? Maria Pia Ricciato,'

Rosa Maria Paragliola,' Alfredo Pontecorvi! and Salvatore Maria Corsello'

rao pe ratlve r e rt Background: The current approach for calculating the starting dose of levothyroxine (LT4) after total thy-

roidectomy is based on the patient’s body weight (BW). The aim of the study was to identify the major
predictive factors of LT4 requirement and to elaborate a new method to improve the accuracy of the LT4
starting dose after total thyroidectomy.

Methods: The study consists of two parts. The first part consisted of the retrospective identification of 92 adult
patients (retrospective cohort) who had undergone a total thyroidectomy for benign disease and who had begun
LT4 treatment at a dose of 1.6 ug/kg/day. Adjustments to optimize the LT4 dose were then performed at the
post-surgery follow-up on the basis of serum thyrotropin (TSH) levels. The results of this retrospective analysis

wara nead ta farmnlate 2 namaoram far a nraner calenlation af tha TT4 ctartine daea that wac then nead
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The New England Journal of Medicine

EFFECTS OF THYROXINE AS COMPARED WITH THYROXINE PLUS
TRITODOTHYRONINE IN PATIENTS WITH HYPOTHYROIDISM

ROBERTAS BUNEVIEIUS, M.D., PH.D., GINTAUTAS KaZanaviGius, M.D., PH.D., Rimas iALINKEVI(EIUS, M.D.,
AND ARTHUR J. PRANGE, JR., M.D.

ABSTRACT

Background Patients with hypothyroidism are usu-
ally treated with thyroxine (levothyroxine) only, al-
though both thyroxine and triiodothyronine are se-
creted by the normal thyroid gland. Whether thyroid
secretion of triiodothyronine is physiologically im-
portant is unknown.

Methods We compared the effects of thyroxine
alone with those of thyroxine plus trilodothyronine
(liothyronine) in 33 patients with hypothyroidism.
Each patient was studied for two five-week periods.
During one period, the patient received his or her
usual dose of thyroxine. During the other, the patient

hormone are equally able to convert thyroxine to tri-
iodothyronine, the active form of the hormone.? Nev-
ertheless, most patients with hypothyroidism are
treated only with thyroxine (levothyroxine). Although
this treatment is effective, some patients with hy-
pothyroidism treated with thyroxine are not entirely
well.* This observation, plus the existence of differ-
ences in the rate of conversion of thyroxine to tri-
iodothyronine in different tissues,? prompted us to
compare the effects of thyroxine alone with those of
thyroxine plus triiodothyronine (liothyronine) on
thyroid hormone actions in the brain, pituitary gland,

received a regimen in which 50 ;g of the  The Journal of Clinical Investigation

of thyroxine was replaced by 12.5 pg of ti
nine. The order in which each patient r¢
two treatments was randomized. Biochen

iologie. and peyehological eets were e DiffErences in hypothalamic type 2 deiodinase

the end of each treatment period.

RESEARCH ARTICLE

Resulss The patients had lower serum . UDIQUItiNation explain localized sensitivity to thyroxine

tal thyroxine concentrations and higher ¢

triiodothyronine concentrations after trea  Joao Pedro Werneck de Castro,'? Tatiana L. Fonseca,"? Cintia B. Ueta,’ Elizabeth A. McAninch,'2 Sherine Abdalla,’

thyroxine plus triiodothyronine than afte  gaphor Wittmann,® Ronald M. Lechan,’ Balazs Gereben,* and Antonio C. Bianco™

alone, whereas the serum thyrotropin con

[ Y TR PR ST S ST P "Division of Endocrinology, Diabetes and Metabolism, University of Miami School of Medicine, Miami, Florida, USA. “Division of Endocrinology and Metabolism, Rush University Medical Center, Chicago,

Illinois, USA. *Department of Medicine, Division of Endocrinology, Diabetes and Metabolism, Tufts Medical Center, Boston, Massachusetts, USA. *Department of Endocrine Neurobiology, Institute of

Experimental Medicine, Hungarian Academy of Sciences, Budapest, Hungary.

The current treatment for patients with hypothyroidism is levothyroxine (L-T4) along with normalization of serum thyroid-
stimulating hormone (TSH). However, normalization of serum TSH with L-T4 monotherapy results in relatively low serum
3,5,3"-triiodothyronine (T3) and high serum thyroxine/T3 (T4/T3) ratio. In the hypothalamus-pituitary dyad as well as the rest
of the brain, the majority of T3 present is generated locally by T4 deiodination via the type 2 deiodinase (D2); this pathway

is self-limited by ubiquitination of D2 by the ubiquitin ligase WSB-1. Here, we determined that tissue-specific differences
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in D2 ubiquitination account for the high T4/T3 serum ratio in adult thyroidectomized (Tx) rats chronically implanted with
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