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1. ABSTRACT

Over the past decades, the diagnostic methods 
and therapeutic tools for thyroid cancer (TC) have been 
greatly improved. In addition to the classical method of 
ingestion of radioactive iodine-131 (I131) and subsequent 
I123 and I124 positron emission tomography (PET) in therapy 
and examination, I124 PET-based 3-dimensional imaging, 
Ga68-labeled [1, 4, 7, 10-tetraazacyclododecane-1, 4, 
7, 10-tetraacetic acid]-1-NaI(3)-octreotide (DOTANOC) 
PET/computed tomography (CT), Tc99m tetrofosmin, 
pre-targeted radioimmunotherapy, and peptide receptor 
radionuclide therapy have all been used clinically. These 
novel methods are useful in diagnosis and therapy of TC, 
but also have unavoidable adverse effects. In this review, 
we will discuss the development of nuclear medicine in 
TC examination and treatment.

2. INTRODUCTION

Thyroid cancer (TC) is the most common 
endocrine malignancy and the seventh most commonly 
diagnosed cancer in women (1). The incidence of TC has 
continuously and sharply increased worldwide in the last 
three decades (1). Patients with symptom-free thyroid 
cancers are diagnosed when small thyroid nodules 
are discovered as incidental findings during imaging 
performed for another purpose (2). European statistics 
show that TC is three times more common in women than 
in men (3), but the overall relative 5-year survival rate for 
thyroid cancer is 85% for women and 74% for men (4). 
Although TC patients have a high overall survival rate, 
TC recurrence is as high as 10–30%, and some patients 
with recurrence eventually fail to respond to radioiodine 
treatment and subsequently experience metastasis (5).

TC originates from follicular or parafollicular 
thyroid cells. Epithelial cell-derived differentiated thyroid 
cancer (DTC) accounts for over 90% of all TC, including 
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papillary thyroid carcinoma (80%), follicular thyroid 
carcinoma (11%), and other less frequent histologic 
subtypes. Other TC types derive from the calcitonin-
producing parafollicular cells of the thyroid gland and 
include medullary carcinoma (5–10% of all TC) (6). DTC 
has a superior prognosis, whereas medullary thyroid 
cancer (MTC) displays only modest cure rates.

Although various methods of diagnosis and 
non-operative treatment of TC have been developed 
recently (7-10), nuclear medicine still plays an important 
role. As early as the 1980s, a clinico-radionuclide 
examination was used to accurately diagnose 
TC, helping guide decisions regarding operative 
intervention (11). Radionuclide scanning is usually used 
in detecting metastases and postoperative residual or 
recurrent tumors (12,13), especially in postoperative 
monitoring of patients with DTC (14). On the other 
hand, radionuclide therapy, such as I131, is used for the 
treatment of papillary or follicular TC after surgery, and 
has served as a classical method of diagnostic detection. 
Therefore, although several methods have been used in 
TC diagnosis and surgery has been a major method in 
TC treatment, radionuclide imaging and therapy still hold 
an irreplaceable status in TC examination and treatment. 
In this review, we will discuss the development of nuclear 
medicine in TC examination and treatment.

3. RADIONUCLIDE IMAGING IN THYROID 
CANCER

Iodine is the rate-limiting substrate for thyroid 
hormone synthesis. As the thyroid gland has the ability 
to concentrate iodide, iodine has been widely used in TC 
diagnosis and treatment. Ingestion of I131 in combination 
with I123 and I124 positron emission tomography (PET) has 
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become the classical method for diagnosis. I124 PET-based 
3-dimensional (3D) dosimetry in multiple PET images 
defines the spatial distribution of radioactivity at different 
times after administration of the radiopharmaceutical. 
I124 PET-based 3D dosimetry can also be used in I131 
therapy of TC. Moreover, it can be also be used to 
estimate the spatial distribution of cumulated activity and 
reveal substantial variability in intra- and inter-tumorally 
absorbed doses in individual patients (15). Furthermore, 
I124 PET used for scanning DTC patients before I131 
therapy can be utilized to establish individual values for 
determining absolute recovery based on the particular 
PET scanner and radionuclide to be used (16). De Geus-
Oei and colleagues (17) thought that, in addition to the 
thyroglobulin level after thyroid htimulating hormone 
(TSH)-suppressing L-thyroxin therapy, I123 whole-body 
scanning failed to improve the diagnostic sensitivity in the 
detection of metastases or recurrent DTC. Nevertheless, 
I131 single photon emission computed tomography 
(SPECT)/computed tomography (CT) is still an important 
tool for gaining precise anatomical localization of the 
radionuclide activity foci in TC metastases, thus helping to 
convey information needed for adequate treatment (18).

When DTC patients are negative in the I131-
whole body scan, those with a raised thyroglobulin level 
can choose Ga68-DOTANOC PET/CT, which may be a 
better choice than 18-fluorine fluorodeoxyglucose (F18-
FDG) PET/CT based on the lesion. Moreover, it can 
be used to help select potential candidates for peptide 
receptor radionuclide therapy. However, this is not an 
appropriate choice for patients for detecting recurrent or 
residual disease (19). Moreover, Ga68-DOTANOC PET/
CT is also a reliable tool for evaluating the treatment 
response, and the functional volume over time obtained by 
PET/CT may be a reliable parameter to determine tumor 
response to peptide receptor radionuclide therapy (20) 

(Figure 1). Candidate TC patients for peptide receptor 
radionuclide therapy can be selected after considering 
the expression of somatostatin receptors in thyroid cells. 
In111-pentetreotide, a radionuclide-labeled somatostatin 
analogue, is a valuable tool in the diagnosis of patients 
with progressive, somatostatin-receptor-positive non-
MTC, particularly in patients with Hürthle cell cancer, 
especially if 2-F18-FDG PET is not available (21).

Pertechnetate (TcO4−), an isotope with no 
β emission and a short half-life, is transported by the 
sodium-iodide symporter, TcO4−99m, and it can be 
used to image thyroid tissue (22-24). Tc99m tetrofosmin 
is useful to detect malignant recurrence and distant 
metastases in the follow up of DTC without the necessity 
of thyroid hormone withdrawal, especially in patients with 
elevated thyroglobulin level and no iodine uptake (25); in 
addition, Tc99m MINI can be used to detect patients with 
recurrent MTC, particularly in cases using non-diagnostic 
conventional imaging techniques (26). Tc99m tetrofosmin 
has advantages regarding the background clearance, 
detection rate, and dosimetry compared with Ti201 and 
Tc99msestamibi (25).

4. RADIONUCLIDE THERAPY IN THYROID 
CANCER

Iodine radioisotope therapy is usually used 
in metastatic TC (27). However, de Geus-Oei and 
colleagues (17) have proposed that I131 treatment 
should be considered in DTC patients with negative 
whole-body I123 scanning but an increased thyroglobulin 
level. Increasing radioactive iodine uptake is a key in 
DTC treatment. The sodium iodide symporter (NIS), a 
transmembrane glycoprotein, transports two sodium 
cations (Na+) for each iodide anion (I–) into the cell, 
thus mediating iodide uptake into the follicular cells of 
the thyroid gland; this is the first and key step in thyroid 
hormone synthesis (28) (Figure 2). In DTC, even though 
the expression of NIS in the primary tumor has been 
found to be positively associated with its expression in 
metastatic tissue, no significant association has been 
shown between the expression of NIS and radioiodine 
uptake in metastases (29). However, in vivo and in vitro 
studies using a murine anaplastic TC model showed that 
NIS gene transfection into a human anaplastic tumor 
could induce accumulation of β-emitter radionuclides, 
and moreover, wild-type p53 gene expression increased 
the cytotoxic effect of radionuclide gene therapy with 
NIS (30). Thus, the influence of NIS in TC treatment may 
be associated with the tumor type and may be influenced 
by the genetic factors.

In addition to radioactive iodine therapy for 
TC, several novel methods have been developed 
and have become widely used in TC patients not 
indicated for traditional iodine therapy. For example, 
distal iodine-negative metastases could be treated with 

Figure 1. The Ga68-DOTANOC PET/CT in thyroid cancer. The Ga68-
DOTANOC PET/CT can be used to scan differentiated thyroid cancer 
patients that are negative in I131-whole body scan for detecting recurrent 
or residual disease, selecting potential candidates for peptide receptor 
radionuclide therapy, and determine tumor response to peptide receptor 
radionuclide therapy.
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P32 (31). Moreover, pre-targeted radio-immunotherapy 
(PRIT) is a recent novel technique that decouples the 
pharmacokinetics of antibody targeting and radionuclide 
delivery and is able to increase the therapeutic index and 
the absorbed dose delivered to tumor cells through directly 
labeled antibodies (32). PRIT is beneficial to patients with 
rapidly progressing metastatic disease, including MTC 
patients (33). In the treatment of MTC, PRIT is the only 
convincing modality to increase survival compared with 
a control group receiving conventional treatment (34). 
Even in progressive metastatic MTC, the anti-
carcinoembryonic antigen PRIT still has antitumor activity 
with manageable hematologic toxicity, as observed in a 
prospective phase II multicenter trial (35). In post-PRIT 
patients with progressive metastatic MTC, survival can 
be predicted using F18-FDG PET (36). On the other hand, 
the efficacy of PRIT can be increased with paclitaxel 
without increasing toxicity in MTC xenografts (37). In 
recent years, a new PRIT compound, histamine-succinyl-
glutamine peptide, has been more easily and stably 
labeled with radiometals such as Lu177 and Y99beta that 
are feasible for PRIT, thus allowing the development of 
PRIT for MTC treatment (38). In addition to PRIT, the 
somatostatin analogue DOTA-(Tyr)-octreotate labeled 
with gallium (Ga-DOTATATE) may also have a potential 
theranostic use in MTC (39). Moreover, Lu-DOTATATE 
has demonstrated quality-of-life improvements and very 
mild adverse effects in somatostatin receptor-positive 
MTC, at least during a short-term period (40).

Radioactive iodine therapy is a cornerstone 
treatment for DTC after surgery, based on thyroid gland 
absorption of iodine following concentration in the 
tumor. However, 5–15% of patients become refractory 
to radioactive iodine: the 5-year survival rate in these 

refractory patients is 66%, and the 10-year survival rate is 
only 10% (41-44). Peptide receptor radionuclide therapy 
(PRRT) has been suggested for use in the treatment 
of patients with radioiodine-refractory DTC owing to its 
good response and minor and transient hematological 
toxicity  45). Even in the treatment of metastatic TC, 
which is radioiodine-refractory, PRRT is also a promising 
choice for its minimal toxicity, efficacy, and survival 
benefits (46). In the future, large clinical trials are needed 
to further confirm the efficacy and safety of PRRT in TC 
therapy.

5. SIDE EFFECTS AFTER RADIATION 
EXPOSURE

In both I131 imaging and treatment, the active 
accumulation and excretion of I131 in the body through 
the gastrointestinal tract is mainly via the gastric mucosa 
during gastric emptying, directly determining the I131 
concentration (47). A study in which SPECT imaging was 
used in the 17-allyamino-17-demothoxygeldanamycin-
treated TC mouse model also showed an increasing 
thyroidal radioiodine accumulation, and the duration of 
elevated serum TSH level is important to maximize this 
accumulation (48). Therefore, although radionuclide 
imaging and therapy are increasingly improving efficacy 
and safety, some side effects from radiation exposure 
are still unavoidable, particularly those originating from 
radionuclide accumulation after radioiodine exposure.

Among patients treated with radionuclide, 
pregnant women usually have a more severe response 
to radiation exposure, as high therapeutic doses of I131 
in pregnant patients with DTC have side effects on both 
the pregnant woman and her unborn child, including 
spontaneous abortions. Side effects observed in the 
children include Fallot’s tetralogy and low birth weight, 
suggesting that women should avoid pregnancy after 
I131 therapy for at least one year to ensure complete 
elimination of the radionuclide and to permit confirmation 
of complete disease remission (49).

In addition to patients, doctors or staffs carrying 
out radionuclide therapy also are faced with radiation 
exposure. However, a pilot study of three patients with 
non-iodine avid TC undergoing F18-FDG-guided surgery 
showed that radiation exposure to the surgeon and staff 
members of an operating room is limited and safe, thus 
intraoperative use of this radiopharmaceutical should not 
be limited (50).

At the cellular level, I131 can induce clastogenic 
and age-dependent aneugenic effects in lymphocytes 
of TC patients, particularly those with spontaneous 
proneness to chromosome loss (51). Furthermore, 
radioiodine therapy in DTC could induce gamma-
H2AX and 53BP1 DNA repair foci in blood cells even 
at a low dose less 20 mGy (52). Thus, we suppose 

Figure 2. Sodium iodide symporter. The sodium iodide symporter (NIS) 
is a transmembrane glycoprotein that transports two sodium cations 
(Na+) for each iodide anion (I–) into the cell, mediating uptake iodide into 
follicular cells of the thyroid gland.
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that radiation exposure may ultimately act on the DNA. 
However, knowledge about the mechanism by which 
radiation exposure damages the chromosome or DNA 
is still lacking. Future study on this may provide useful 
information regarding how to avoid or treat those side 
effects.

As most side effects are due to intracorporeal 
accumulation following radionuclide exposure, several 
methods to detect the absorption or clearance of radiation 
have been studied. Willegaignon and colleagues (53) 
have compared different dosimetric methods that require 
collecting patients’ blood samples versus those involving 
OLINDA/EXM software; they found that the OLINDA/
EXM software may be the most efficient method and could 
diminish the required amount of data collection, thus helping 
to avoid additional patient discomfort (53). On the other 
hand, the radioiodine clearance 5 days after I131 therapy of 
DTC patients can be assessed using a biphasic model (54).

6. CONCLUSIONS

Over the last decades, nuclear medicine in 
TC examination and treatment has been developed to 
be more efficacious and safe. In addition to classical 
radioactive iodine examination and therapy, novel 
methods have also been widely used. However, most 
findings are from studies with small samples. Thus, 
future studies with a large sample or a long follow-up 
may provide more convincible information concerning the 
efficacy and safety of nuclear medicine in TC examination 
and treatment. Furthermore, the side effects unavoidable 
in TC radionuclide imaging and treatment should also 
be examined extensively, as this is an important aspect 
regarding the clinical use of radionuclides. In addition, 
studies regarding the mechanism underlying how 
radiation exposure damage occurs may provide increased 
understanding that may help to avoid or treat side effects; 
this may be help to eliminate the bottleneck in the use of 
radionuclide medicine in TC or even other diseases.

7. ACKNOWLEDGEMENTS

I would like to express my gratitude to all those 
who have helped me during the writing of this thesis. 
I gratefully acknowledge the help of my supervisor 
professor Li Xian Feng. I do appreciate her patience, 
encouragement, and professional instructions in writing 
my thesis. Also, I would like to thank Miss Ren Ruan, 
who kindly gave me considerable help by means of 
suggestion and comments and constructive criticism. 
Last, but not the least, my gratitude is also extended 
to my family who have been assisting, supporting and 
caring for me throughout my life.

8. REFERENCES

1. Pellegriti G1, Frasca F, Regalbuto C, Squatrito 

S, Vigneri R: Worldwide increasing incidence 
of thyroid cancer: update on epidemiology 
and risk factors. J Cancer Epidemiol 2013, 
965212 (2013)

2. Hofman MS: Thyroid nodules: time to stop 
over-reporting normal findings and update 
consensus guidelines. BMJ 347, f5742 (2013)
DOI: 10.1136/bmj.f5742

3. Thyroid Cancer. MedicineNet.com.
4. Numbers from EUROCARE, from Page 10 

in: F. Grünwald; Biersack, H. J Grںunwald, F. 
Thyroid cancer. Berlin: Springer. (2005)

5. ThyCa: Thyroid Carcinoma. http://www.thyca.
org

6. Pusztaszeri MP, Bongiovanni M, Faquin 
WC: Update on the cytologic and molecular 
features of medullary thyroid carcinoma. Adv 
Anat Pathol 21(1), 26-35 (2014)
DOI: 10.1097/PAP.0000000000000004

7. Wei WJ, Shen CT, Song HJ, Qiu ZL, Luo 
QY: MicroRNAs as a potential tool in the 
differential diagnosis of thyroid cancer: a 
systematic review and meta-analysis. Clin 
Endocrinol (Oxf) (2015)

8. Zhang Y, Meng Z, Zhang M, Tan J, Tian W, 
He X: Immunohistochemical evaluation 
of midkine and nuclear factor-kappa B as 
diagnostic biomarkers for papillary thyroid 
cancer and synchronous metastasis. Life Sci 
118(1), 39-45 (2014)
DOI: 10.1016/j.lfs.2014.09.025

9. Krajewska J, Handkiewicz-Junak D, Jarzab B: 
Sorafenib for the treatment of thyroid cancer: 
an updated review. Expert Opin Pharmacother 
1-11 (2015)
DOI: 10.1517/14656566.2015.1005601

10. Dadu R, Shah K, Busaidy NL, Waguespack 
SG, Habra MA, Ying AK: Efficacy and 
Tolerability of Vemurafenib in Patients with 
BRAF(V600E)-Positive Papillary Thyroid 
Cancer: M.D. Anderson Cancer Center Off 
Label Experience. J Clin Endocrinol Metab 
100(1), E77-81 (2015)
DOI: 10.1210/jc.2014-2246

11. Tochilin VI, Volodchenko NP: Differential 
diagnosis of thyroid cancer. Klin Khir (12), 
8-10 (1989)

12. Hindié E, Zanotti-Fregonara P, Keller I, 
Duron F, Devaux JY, Calzada-Nocaudie M: 

http://dx.doi.org/10.1136/bmj.f5742
http://dx.doi.org/10.1097/PAP.0000000000000004
http://dx.doi.org/10.1016/j.lfs.2014.09.025
http://dx.doi.org/10.1517/14656566.2015.1005601
http://dx.doi.org/10.1210/jc.2014-2246


Radionuclide medcine in thyroid cancer

 1191 © 1996-2016

Bone metastases of differentiated thyroid 
cancer: impact of early 131I-based detection 
on outcome. Endocr Relat Cancer 14(3), 
799-807 (2007)
DOI: 10.1677/ERC-07-0120

13. Schlumberger M, Arcangioli O, Piekarski 
JD, Tubiana M, Parmentier C: Detection and 
treatment of lung metastases of differentiated 
thyroid carcinoma in patients with normal chest 
X-rays. J Nucl Med 29(11), 1790-4 (1988)

14. Chebotareva ED, Dzhuzha DA, Shishkin 
VV, Siniuta BF, Protsyk VS: The importance 
of radionuclide tests in postop monitoring of 
patients with differentiated thyroid cancer. Klin 
Khir (3), 24-7 (2000)

15. Sgouros G, Kolbert KS, Sheikh A, Pentlow 
KS, Mun EF, Barth A, Robbins RJ, Larson 
SM: Patient-specific dosimetry for 131I 
thyroid cancer therapy using 124I PET and 
3-dimensional-internal dosimetry (3D-ID) 
software. J Nucl Med 45(8), 1366-72 (2004)

16. Jentzen W, Weise R, Kupferschläger J, 
Freudenberg L, Brandau W, Bares R: 
Iodine-124 PET dosimetry in differentiated 
thyroid cancer: recovery coefficient in 2D and 
3D modes for PET(/CT) systems. Eur J Nucl 
Med Mol Imaging 35(3), 611-23 (2008)
DOI: 10.1007/s00259-007-0554-7

17. de Geus-Oei LF, Oei HY, Hennemann G, 
Krenning EP: Sensitivity of 123I whole-body 
scan and thyroglobulin in the detection of 
metastases or recurrent differentiated thyroid 
cancer. Eur J Nucl Med Mol Imaging 29(6), 
768-74 (2002)
DOI: 10.1007/s00259-002-0781-x

18. Wisotzki C, Friese M, Ehresmann J, Derlin T: 
Esophageal metastasis from papillary thyroid 
cancer: diagnosis by 131I SPECT/CT. Clin 
Nucl Med 39(1), e73-4 (2014)
DOI: 10.1097/RLU.0b013e3182816303

19. Kundu P, Lata S, Sharma P, Singh H, Malhotra 
A, Bal C: Prospective evaluation of (68)
Ga-DOTANOC PET-CT in differentiated thyroid 
cancer patients with raised thyroglobulin and 
negative (131)I-whole body scan: comparison 
with (18)F-FDG PET-CT. Eur J Nucl Med Mol 
Imaging 41(7), 1354-62 (2014)
DOI: 10.1007/s00259-014-2723-9

20. Versari A, Sollini M, Frasoldati A, Fraternali 
A, Filice A, Froio A: Differentiated thyroid 

cancer: a new perspective with radiolabeled 
somatostatin analogues for imaging and 
treatment of patients. Thyroid 24(4), 
715-26 (2014)
DOI: 10.1089/thy.2013.0225

21. Görges R, Kahaly G, Müller-Brand J, Mäcke 
H, Roser HW, Bockisch A: Radionuclide-
labeled somatostatin analogues for diagnostic 
and therapeutic purposes in nonmedullary 
thyroid cancer. Thyroid 11(7), 647-59 (2001)
DOI: 10.1089/105072501750362718

22. Lee JH, Anzai Y: Imaging of thyroid and 
parathyroid glands. Semin Roentgenol 48(1), 
87–104 (2013)
DOI: 10.1053/j.ro.2012.09.003

23. Joyce JM, Swihart A: Thyroid: nuclear 
medicine update. Radiol Clin North Am 49(3), 
425–434 (2011)
DOI: 10.1016/j.rcl.2011.02.004

24. Wahl RL. In: Werner &Ingbar’s The Thyroid. 
10. Braverman LE, editor. Philadelphia: 
Lippincott Williams and Wilkins; Thyroid 
Radionuclide uptake and imaging studies. 
(2013)

25. Lind P, Gallowitsch HJ: The use of non-specific 
tracers in the follow up of differentiated thyroid 
cancer: results with Tc-99m tetrofosmin whole 
body scintigraphy. Acta Med Austriaca 23(1-
2), 69-75 (1996)

26. Roelants V, Michel L, Lonneux M, Lacrosse 
M, Delgrange E, Donckier JE: Usefulness of 
(99mTC)MIBI and (18F)fluorodeoxyglucose 
for imaging recurrent medullary thyroid 
cancer and hyperparathyroidism in MEN 2a 
syndrome. Acta Clin Belg 56(6), 373-7 (2001)
DOI: 10.1179/acb.2001.057

27. Tsyb AF, Drozdovskiĭ BI, Proshin VV: Long-
term results of iodine radioisotope therapy for 
lung metastasis of thyroid cancer. Vopr Onkol 
42(3), 73-5 (1996)

28. Dohán O, De la Vieja A, Paroder V, Riedel 
C, Artani M, Reed M: The sodium/iodide 
Symporter (NIS): characterization, regulation, 
and medical significance. Endocr Rev 24(1), 
48-77 (2003)
DOI: 10.1210/er.2001-0029

29. Schmitz G(1), Füzesi L, Struck J, Siefker U, 
Hamann A, Sahlmann CO: Expression of 
the sodium iodide symporter in differentiated 
thyroid cancer: clinical evidence. 

http://dx.doi.org/10.1677/ERC-07-0120
http://dx.doi.org/10.1007/s00259-007-0554-7
http://dx.doi.org/10.1007/s00259-002-0781-x
http://dx.doi.org/10.1097/RLU.0b013e3182816303
http://dx.doi.org/10.1007/s00259-014-2723-9
http://dx.doi.org/10.1089/thy.2013.0225
http://dx.doi.org/10.1089/105072501750362718
http://dx.doi.org/10.1053/j.ro.2012.09.003
http://dx.doi.org/10.1016/j.rcl.2011.02.004
http://dx.doi.org/10.1179/acb.2001.057
http://dx.doi.org/10.1210/er.2001-0029


Radionuclide medcine in thyroid cancer

 1192 © 1996-2016

Nuklearmedizin 44(3), 86-93 (2005)
30. Lee YJ, Chung JK, Kang JH, Jeong JM, Lee 

DS, Lee MC: Wild-type p53 enhances the 
cytotoxic effect of radionuclide gene therapy 
using sodium iodide symporter in a murine 
anaplastic thyroid cancer model. Eur J Nucl 
Med Mol Imaging 37(2), 235-41 (2010)
DOI: 10.1007/s00259-009-1251-5

31. Drozdovskiĭ BI, Proshin VV: Treatment 
of distant iodine-negative metastases of 
thyroid cancer with 32P. Vopr Onkol 42(3), 
71-2 (1996)

32. Barbet J, Kraeber-Bodéré F, Vuillez 
JP, Gautherot E, Rouvier E, Chatal JF: 
Pretargeting with the affinity enhancement 
system for radioimmunotherapy. Cancer 
Biother Radiopharm 14(3), 153-66 (1999)
DOI: 10.1089/cbr.1999.14.153

33. Kraeber-Bodéré F, Goldenberg DM, Chatal JF, 
Barbet J: Pretargeted radioimmunotherapy in 
the treatment of metastatic medullary thyroid 
cancer. Curr Oncol 16(5), 3-8 (2009)

34. Kraeber-Bodéré F, Salaun PY, Oudoux 
A, Goldenberg DM, Chatal JF, Barbet J: 
Pretargeted radioimmunotherapy in rapidly 
progressing, metastatic, medullary thyroid 
cancer. Cancer 116(4 Suppl), 1118-25 (2010)
DOI: 10.1002/cncr.24800

35. Salaun PY, Campion L, Bournaud C, Faivre-
Chauvet A, Vuillez JP, Taieb D: Phase II trial 
of anticarcinoembryonic antigen pretargeted 
radioimmunotherapy in progressive metastatic 
medullary thyroid carcinoma: biomarker 
response and survival improvement. J Nucl 
Med 53(8), 1185-92 (2012)
DOI: 10.2967/jnumed.111.101865

36. Salaun PY, Campion L, Ansquer C, Frampas 
E, Mathieu C, Robin P: ¹⁸F-FDG PET predicts 
survival after pretargeted radioimmunotherapy 
in patients with progressive metastatic 
medullary thyroid carcinoma. Eur J Nucl Med 
Mol Imaging 41(8), 1501-10 (2014)
DOI: 10.1007/s00259-014-2772-0

37. Kraeber-Bodéré F, Saï-Maurel C, Campion 
L, Faivre-Chauvet A, Mirallié E, Chérel M: 
Enhanced antitumor activity of combined 
pretargeted radioimmunotherapy and 
paclitaxel in medullary thyroid cancer xenograft. 
Mol Cancer Ther 1(4), 267-74 (2002)

38. Kraeber-Bodéré F, Salaun PY, Ansquer C, Drui 

D, Mirallié E: Pretargeted radioimmunotherapy 
(pRAIT) in medullary thyroid cancer (MTC) 
Tumour Biol 33(3), 601-6 (2012)
DOI: 10.1007/s13277-012-0359-6

39. Verburg FA, Anlauf M, Mottaghy FM, Karges 
W: Somatostatin receptor imaging-guided 
pasireotide therapy in medullary thyroid 
cancer with ectopic adrenocorticotropin 
production. Clin Nucl Med 40(1), e83-4 (2015)
DOI: 10.1097/RLU.0000000000000522

40. Vaisman F, de Castro PH, Lopes FP, Kendler 
DB, Pessoa CH, Bulzico DA: Is There a Role 
for Peptide Receptor Radionuclide Therapy 
in Medullary Thyroid Cancer? Clin Nucl Med 
40(2):123-7 (2015)

41. Xing M, Haugen BR, Schlumberger M: 
Progress in molecular-based management 
of differentiated thyroid cancer. Lancet 
381(9871), 1058-69 (2013)
DOI: 10.1016/S0140-6736(13)60109-9

42. Amin A, Badwey A, El-Fatah S: Differentiated 
thyroid carcinoma: an analysis of 249 patients 
undergoing therapy and aftercare at a single 
institution. Clin Nucl Med 39(2), 142-6 (2014)

43. Nixon IJ, Whitcher MM, Palmer FL, Tuttle RM, 
Shaha AR, Shah JP, Patel SG, Ganly I: The 
impact of distant metastases at presentation 
on prognosis in patients with differentiated 
carcinoma of the thyroid gland. Thyroid 22(9), 
884-9 (2012)
DOI: 10.1089/thy.2011.0535

44. Durante C, Haddy N, Baudin E, Leboulleux 
S, Hartl D, Travagli JP: Long-term outcome 
of 444 patients with distant metastases from 
papillary and follicular thyroid carcinoma: 
benefits and limits of radioiodine therapy. 
J Clin Endocrinol Metab 91(8), 2892-9 (2006)
DOI: 10.1210/jc.2005-2838

45. Czepczyński R, Matysiak-Grześ M, 
Gryczyńska M, Bączyk M, Wyszomirska 
A, Stajgis M, Ruchała M: Peptide Receptor 
Radionuclide Therapy of Differentiated 
Thyroid Cancer: Efficacy and Toxicity. Arch 
Immunol Ther Exp (Warsz) 63(2):147-54. 
(2015)

46. Budiawan H, Salavati A, Kulkarni HR, Baum 
RP: Peptide receptor radionuclide therapy of 
treatment-refractory metastatic thyroid cancer 
using (90)Yttrium and (177)Lutetium labeled 
somatostatin analogs: toxicity, response and 

http://dx.doi.org/10.1007/s00259-009-1251-5
http://dx.doi.org/10.1089/cbr.1999.14.153
http://dx.doi.org/10.1002/cncr.24800
http://dx.doi.org/10.2967/jnumed.111.101865
http://dx.doi.org/10.1007/s00259-014-2772-0
http://dx.doi.org/10.1007/s13277-012-0359-6
http://dx.doi.org/10.1097/RLU.0000000000000522
http://dx.doi.org/10.1016/S0140-6736(13
http://dx.doi.org/10.1089/thy.2011.0535
http://dx.doi.org/10.1210/jc.2005-2838


Radionuclide medcine in thyroid cancer

 1193 © 1996-2016

survival analysis. Am J Nucl Med Mol Imaging 
4(1), 39-52 (2013)

47. Sfakianakis G, Sfakianaki E: The sodium-
iodine symporter and the proton-pump 
inhibitors in - related to the side effects of- the 
treatment of thyroid cancer with iodine-131. 
Hell J Nucl Med 10(1), 2-5 (2007)

48. Liu YY, Brandt MP, Shen DH, Kloos RT, 
Zhang X, Jhiang SM: Single photon 
emission computed tomography imaging for 
temporal dynamics of thyroidal and salivary 
radionuclide accumulation in 17-allyamino-
17-demothoxygeldanamycin-treated thyroid 
cancer mouse model. Endocr Relat Cancer 
18(1), 27-37 (2010)
DOI: 10.1677/ERC-10-0185

49. Casara D, Rubello D, Saladini G, Piotto 
A, Pelizzo MR, Girelli ME, Busnardo B: 
Pregnancy after high therapeutic doses of 
iodine-131 in differentiated thyroid cancer: 
potential risks and recommendations. Eur J 
Nucl Med 20(3), 192-4 (1993)
DOI: 10.1007/BF00169997

50. Nalley C, Wiebeck K, Bartel TB, Bodenner D, 
Stack BC Jr: Intraoperative radiation exposure 
with the use of (18)F-FDG-guided thyroid 
cancer surgery. Otolaryngol Head Neck Surg 
142(2), 281-3 (2010)
DOI: 10.1016/j.otohns.2009.11.005

51. Ramírez MJ, Surrallés J, Galofré P, Creus 
A, Marcos R: Radioactive iodine induces 
clastogenic and age-dependent aneugenic 
effects in lymphocytes of thyroid cancer 
patients as revealed by interphase FISH. 
Mutagenesis 12(6), 449-55 (1997)
DOI: 10.1093/mutage/12.6.449

52. Lassmann M, Hänscheid H, Gassen D, Biko J, 
Meineke V: In vivo formation of gamma-H2AX 
and 53BP1 DNA repair foci in blood cells after 
radioiodine therapy of differentiated thyroid 
cancer. J Nucl Med 51(8), 1318-25 (2010)
DOI: 10.2967/jnumed.109.071357

53. Willegaignon J, Sapienza MT, Buchpiguel CA: 
Comparison of different dosimetric methods 
for red marrow absorbed dose calculation in 
thyroid cancer therapy. Radiat Prot Dosimetry 
149(2), 138-46 (2012)
DOI: 10.1093/rpd/ncr214

54. Tabei F, Neshandar Asli I, Azizmohammadi Z, 
Javadi H, Assadi M: Assessment of radioiodine 

clearance in patients with differentiated 
thyroid cancer. Radiat Prot Dosimetry 152(4), 
323-7 (2012)
DOI: 10.1093/rpd/ncs063

Abbreviations: TC: thyroid cancer; PET: 
positron emission tomography; CT: computed 
tomography; differentiated thyroid cancer (DTC:); 
MTC: medullary thyroid cancer; I131: iodine-131; 
3D: 3-dimensional; SPECT: single photon 
emission computed tomography; F18-FDG: 18 
fluorine-fluorodeoxyglucose; FDG-PET: 2-F18-
fluorodeoxyglucose-positronemission tomography; 
NIS: sodium iodide symporter; Na+: sodium cations; 
I–: iodide anion; PRIT: pretargeted radioimmuno-
therapy; Ga-DOTATATE: DOTA-(Tyr)-octreotate 
labeled with gallium; PRRT: peptide receptor 
radionuclide therapy; TSH: thyroid htimulating 
hormone

Key Words: Thyroid Cancer, Radionuclide Imaging, 
Therapy, Review

Send correspondence to: XiuJuan Wang, 
Department of Nuclear Medicine, ShanXi 
Tumor Hospital, Shan Xi, 030013, China, 
Tel: 86-13934130970, Fax: 86-029-85276000, 
E-mail: wangxiujuan_xj@126.com

http://dx.doi.org/10.1677/ERC-10-0185
http://dx.doi.org/10.1007/BF00169997
http://dx.doi.org/10.1016/j.otohns.2009.11.005
http://dx.doi.org/10.1093/mutage/12.6.449
http://dx.doi.org/10.2967/jnumed.109.071357
http://dx.doi.org/10.1093/rpd/ncr214
http://dx.doi.org/10.1093/rpd/ncs063
mailto:wangxiujuan_xj@126.com

