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Abstract: Radio-iodine refractory (RAI-R) differentiated thyroid cancer (DTC) is a rare disease
with a poor prognosis and limited therapeutic resources. Therefore, identifying prognostic factors
is essential in order to select patients who could benefit from an early start of treatment. The
aim of this study is to identify positron emission tomography with 18F-fluorodeoxyglucose with
integrated computed tomography (18F-FDG-PET/CT) parameters to predict overall survival (OS) in
patients with RAI-R DTC. In this single-center retrospective study, we analyze the 18F-FDG-PET/CT
parameters of 34 patients with RAI-R DTC between April 2007 and December 2019. The parameters
collected are MTV, SUVmax and progression for each site of metastasis (neck, mediastinum, lungs,
liver, bone) and total sites. ROC curves, Kaplan–Meier survival analysis curves, univariate and
multivariate Cox analyses determine prognostic factors for 1-year and 5-year OS. The parameters
for mediastinum, liver and total sites are significantly associated with worse 1-year and 5-year OS
by both ROC curve analysis and Kaplan–Meier survival analysis. Univariate Cox analysis confirms
significance of mediastinum SUVmax (HR 1.08; 95% CI [1.02–1.15]; p = 0.014) and total SUVmax
(HR 1.06; 95% CI [1–1.12]; p = 0.042) for worse 1-year OS; of mediastinum SUVmax (HR 1.06; 95%
CI [1.02–1.10]; p = 0.003), liver SUVmax (HR 1.04; 95% CI [1.01–1.08]; p = 0.02), liver MTV (HR
2.56; 95% CI [1.13–5.82]; p = 0.025), overall SUVmax (HR 1.05; 95% CI [1.02–1.08]; p = 0.001) and
total MTV (HR 1.41; 95% CI [1.07–1.86]; p = 0.016) for worse 5-year OS. Multivariate Cox analysis
confirms a significant association between liver MTV (HR 1.02; 95% CI [1–1.04]; p = 0.042) and
decrease 1-year OS. In this study, we demonstrate that in RAI-R DTC, 18F-FDG-PET/CT parameters
of the mediastinum, liver and overall tumor burden were prognostic factors of poor 1-year and
5-year OS. Identifying these criteria could allow early therapeutic intervention in order to improve
patients’ survival.

Keywords: thyroid cancer; RAI-refractory; 18F-FDG-PET/CT; prognostic factors

1. Introduction

Thyroid neoplasm is a rare disease with an incidence of 586,000 worldwide and 87,000
in Europe [1]. Differentiated thyroid carcinoma (DTC) represents over 90% of all thyroid
neoplasms [2], of which 10–30% are metastatic [3,4].

Treatment of metastatic DTC includes levothyroxine at suppressive dosage, local
treatments (such as surgery, external beam therapy, thermoablation, etc.) and radio-iodine
(RAI) therapy [5,6]. Unfortunately, a range of 60–70% of metastatic DTCs will become
RAI refractory (RAI-R) [7]. The definition of RAI-R tumors is controversial, but most
recommendations and publications retain the following criteria [8]: absence of initial
RAI uptake, absence of RAI uptake after treatment with RAI in at least one metastasis,
progression of at least one metastasis despite RAI uptake in all metastases and extensive
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RAI exposure, which includes patients who have received cumulatively 600 mCi (22.2 GBq)
or more of RAI without signs of remission.

Mortality rates of patients with DTC from all stages are low (93% overall survival at
5 years) [9] but rise considerably in the case of metastasis (from 25 to 40% overall survival
at 10 years) [7,10] and are even higher in the case of RAI-R metastatic DTC (10% overall
survival at 10 years) [7]. Unlike most DTCs, RAI-R metastatic DTCs median survival is low,
estimated at 3–5 years [11].

Therapeutic resources for RAI-R metastatic DTCs are limited and can significantly
impair patients’ quality of life. The two multikinase inhibitors available for the treatment of
RAI-R DTC in Europe, lenvatinib [12] and sorafenib [13] led to 64–85% of grade 3 or more
adverse events [14]. For these reasons, for asymptomatic patients with stable or slowly
progressive RAI-R metastatic DTC, a monitoring attitude is recommended, with the aim
of therapeutic sparing [8]. A treatment by multikinase inhibitors should be considered in
case of tumor progression and/or threatening metastasis when a focal treatment is not
possible [6].

Therefore, the identification of factors of poor prognosis is essential in order to start
early targeted treatment for patients who could benefit from it. Several staging systems
to select patients at high risk of cancer death for more aggressive treatment have been
developed, such as the EORTC system [15], MACIS system [16] or AMES score [17]. Unfor-
tunately, none of these systems were able to accurately predict cancer-related death risk at
an individual level [18]. The factors of poor prognosis identified to date are male gender [9],
age ≥ 55 years old [19], doubling time of thyroglobulin <1 year [20], histologic type [21],
the presence of BRAFV600E mutation [22], the absence of iodine uptake [7,10,23] and a high
tumor burden [7,24,25].

An 18F-FDG PET/CT is recommended for patients with metastatic DTC in order to
identify the sites of metastasis and FDG status [6]. PET-positive lesions are generally of less
differentiated histologic type compared with primary thyroid tumors [26]. Several studies
have shown that the intensity of FDG avidity [23], the number of FDG avid lesions [24,27]
and the volume of PET-positive lesions [28] are prognostic factors of poorer survival,
while the intensity of 18F-FDG uptake is not predictive of tumor growth in patients with
metastatic DTC [29].

The aim of this study is to determine 18F-FDG PET/CT parameters predictive of
survival in patients with RAI-R metastatic DTC.

2. Methods
2.1. Study Population

This retrospective observational study included patients treated at the Henri Becquerel
Cancer Centre, Rouen, France, between April 2007 and December 2019. The study has
been approved by the institutional review board. Patients were informed about the use
of anonymized data for research and their right to oppose this use. The inclusion criteria
were patients with (i) DTC confirmed by our pathologist; (ii) presence of neck recurrence or
distant metastasis; (iii) presence of at least one radio-iodine refractory site; (iv) availability
of an 18FDG-PET/CT performed in the year of diagnosis of RAI-R DTC; and (v) absence of
systemic treatment, but radioactive iodine, or local treatment before the reference 18FDG-
PET/CT. Data obtained from all patients included the following information: sex, age at
disease onset, pathology, margin resection status, primary disease stage (8th edition of the
AJCC/TNM staging system), cumulative RAI dose, site of metastasis, history of previous
treatments, Tyrosine Kinase Inhibitor (TKI) treatment initiated during the 12 months after
diagnosis of RAI-R, delay to death and cause of death.

2.2. Radioactive Iodine-Refractory Diagnosis

The criteria we used for defining RAI-R tumors followed recent guidelines and stud-
ies [8,30–32]. We classified patients into the following three categories: “no RAI uptake”,
which included patients with absence of initial RAI uptake or absence of RAI uptake after
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treatment with RAI in at least one metastasis; “disease progression despite RAI avidity”
defined by the progression of at least one metastasis despite RAI uptake in all metastases;
“extensive RAI exposure”, which included patients who received 600 mCi (22.2 GBq) or
more of RAI cumulatively without signs of remission.

2.3. PET/CT Acquisition and Reconstruction

All patients underwent 18FDG PET/CT scans, which were performed after a 6-h
fasting period and when blood glucose level was less than 1.7 g/L before the injection
of the radiotracer. FDG PET/CT scans were performed under thyroxine treatment in all
cases. Data from PET were acquired from the mid-thigh toward the base of the skull
approximately 60 min after injection of a weight-adjusted dose of 3.0–4.5 MBq/kg. The PET
system was normalized daily, and the calibration coefficient validated if the day-to-day
variation remained below 0.3%. The global quantification, from the dose calibrator to the
imaging system, was measured internally on a quarterly basis and double-checked by the
EARLs quality assurance program.

2.4. PET/CT Metrics

The manual segmentation of lesions was performed using semi-automatic software
(PET VCAR, General Electrics®). A volume of interest was set around each lesion on the PET
images. Each FDG-avid lesion was subjected to segmentation, which allowed calculation
of the SUVmax (maximum standardized uptake value) and the MTV (metabolic tumor
volume). The SUVmax was measured by using a volume of interest with Standardized
Uptake Value (SUV) being expressed using the following definition of SUV (g/mL) = (Tissue
activity (Bq/mL)/[(injected activity (Bq)/body weight (g)]). The SUVmax represents
the voxel with the highest intensity of uptake in each lesion and reflects the glucose
avidity of the lesion. The MTV of each lesion, representing the volume measured in the
volume of interest, was determined using margin thresholds set at 42% of the SUVmax, as
recommended by the European Association of Nuclear Medicine [33]. If necessary, a manual
adjustment of the segmentations was performed by adapting the intensity threshold. MTV
is complementary to SUVmax as it integrates information from voxels of the whole lesion.
Progression of lesions was defined as the appearance of a new lesion or an increase of
at least 20% of the sum of diameters of a pre-existing lesion on the reference PET/CT, in
comparison with an 18FDG PET/CT or CT scan undertaken during the 12 previous months.

2.5. Statistical Analysis

Descriptive statistics of the population and results were performed with continu-
ous variables reported as mean ± standard deviation (SD) and categorical variables as
frequencies (percentage). The statistical analysis was conducted using the R software
(version 3.4.2) [34]. To characterize the relationship between MTV and SUVmax, we com-
puted the Spearman’s rank correlation coefficient between each pair of PET/CT metrics.
Receiver operator characteristics (ROC) analysis was performed on continuous variables to
determine prognostic value. The effect of individual parameters on OS was studied with a
Kaplan–Meier (KM) survival analysis using dichotomous grouping based on the threshold
determined by ROC analysis. A log-rank test was used for the comparison between survival
curves. Statistical significance was considered at p < 0.05. Univariate, multivariate and
multivariate stepwise analyses were performed using a Cox proportional-hazards model to
test the relationship between the study variables and survival rates.

3. Results
3.1. Patients’ Characteristics

Forty-four patients were included in this study, but ten were subsequently excluded
as PET images were missing for analysis. Subsequently, thirty-four patients (19 women
and 15 men; mean age at diagnosis of RAI-R DTC as follows: 65 years; range from 34 to
82 years) were analyzed.
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Patients were followed for a mean of 2 years and 9 months (range 2 months to 12 years).
Patients’ characteristics for the whole population are described in Table 1.

Table 1. Patients clinical characteristics for the whole population (n = 34).

Patients Characteristics Whole Population (n = 34)

Sex Female 19 (56%)
Male 15 (44%)

Age (years) at diagnosis of RAI-R <55 7 (21%)
≥55 27 (79%)

Pathology

Papillary 14 (42%)
Classic 12 (86%)

Tall cell variant 1 (7%)
Columnar 1 (7%)

Follicular 9 (26%)
Classic 7 (21%)

Oncocytic 2 (12.5%)

Poorly differentiated 11 (32%)

Margin resection status R0 23 (68%)
R1 11 (32%)

Vascular invasion Absent 14 (41%)
Present 20 (59%)

Stage I 8 (24%)
II 17 (50%)
III 2 (5.5%)
IVa 2 (5.5%)
IVb 5 (15%)

Cumulative RAI dose (mCi) Med (SD) 200 (SD 89)

RAI-R inclusion criteria “no RAI uptake” 27 (79%)
“disease progression despite RAI avidity” 5 (15%)

“extensive RAI exposure” 2 (6%)

Sites of metastasis Neck 24 (71%)
Mediastinum 13 (38%)

Lung 24 (71%)
Liver 8 (24%)
Bone 13 (38%)
Other 5 (15%)

Progressive lesion Neck 13 (54%)
Mediastinum 6 (46%)

Lung 9 (38%)
Liver 6 (75%)
Bone 7 (54%)
Other 3 (60%)

Tyrosine kinase inhibitor Lenvatinib 1 (3%)
Sorafenib 1 (3%)
Pazopanib 2 (6%)

Death 20 (59%)

Delay to death (months) Med (SD) 22 (SD 23)

Cause of death Respiratory deficiency 8 (40%)
Heart failure 2 (10%)

Kidney failure 1 (5%)
Unknown 9 (45%)
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Pathology was papillary in 14 cases (42%), follicular in 9 cases (26%) and poorly differ-
entiated thyroid carcinoma in 11 cases (32%). All patients underwent total thyroidectomy
with or without neck dissection as primary treatment and resection margins were complete
in 23 cases (68%) and incomplete (micro or macroscopically) in 11 cases (32%). Pathology
analysis revealed a vascular invasion in 20 cases (59%). At the time of initial diagnosis,
DTC was classified according to the AJCC/TNM staging system as stage I for 8 patients
(24%), stage II for 17 patients (50%), stage III for 2 patients (5.5%), stage IVa for 2 patients
(5.5%) and stage IVb for 5 patients (15%).

All patients received RAI administration after either thyroid hormone withdrawal
or injection of recombinant thyroid stimulating hormone, with a median number of RAI
treatments of 2 (range from 1 to 6). Patients were classified as RAI-R because of metastasis
with no RAI uptake on a post-therapeutic scan in 27 cases (79%), because of disease
progression despite RAI avidity in 5 cases (15%) and because of extensive RAI exposure in
2 cases (6%).

TKI treatment was initiated during the 12 months after the diagnosis of RAI-R DTC for
4 of the patients in our study (12%). Amongst these patients, 1 was treated with sorafenib
(3%), 1 with lenvatinib (3%) and 2 with pazopanib (6%).

Metastases were located in the neck for 24 patients (71%), mediastinum for 13 patients
(38%), lungs for 24 patients (71%), liver for 8 patients (24%), bone for 13 patients (38%) and
in other sites for 5 patients (15%), including the brain (n = 2), pancreas (n = 2) and adrenal
glands (n = 1). Progression during the past year was observed in 13 of the 24 neck lesions
(54%), 6 of the 13 mediastinum lesions (46%), 9 of the 24 lung lesions (38%), 7 of the bone
lesions (54%), 6 of the 8 liver lesions (75%) and 3 of the 5 lesions in other sites (60%).

The death occurred in 20 of the 34 patients (59%) with a median delay of 22 months
(range 1 month to 8 years and 3 months). The causes of death were a respiratory deficiency
in 8 cases (40%), heart failure in 2 cases (10%), kidney failure in one case (5%) and unknown
in 9 cases (45%). Amongst known factors of poor prognosis, none were statistically signifi-
cant in our study. The death rate was 66.7% for men vs 52.6% for women. In univariate
analysis, age (HR 0.98; 95% CI [0.9–1.05]; p = 0.53) and pathology type (HR 1.17; 95% CI
[0.2–7.03]; p = 0.86) were not predictive of overall survival at 1 year.

3.2. PET/CT Metrics and Correlation

The analyzed parameters were the metabolic tumor volume (MTV) of metastasis in
each site (neck, mediastinum, lungs, liver, bone and other) and the SUVmax (maximum
standardized uptake value) for each site (Figure 1). These parameters are described in
Table 2. These parameters were all highly correlated by Spearman’s correlation, with a
correlation coefficient close to 1 (minimal ρ = 0.74) regardless of the site of metastasis.

Table 2. Description of PET metrics on diagnostic 18FDG/PET-CT.

Neck Mediastinum Liver Bone Lungs Total

MTV
Mean 20.84 13.73 14.01 7.60 8.34 64.5

Median ± SD 1.11 ± 39.71 0 ± 42.71 0 ± 40.24 0 ± 14.45 0 ± 18.32 24.12 ± 100.7
[min–max] [0–152] [0–240] [0–181] [0–59.1] [0–69.3] [0–495]

SUVmax
Mean 13.02 6.35 3.93 5.50 5.35 16.7

Median ± SD 5.53 ± 16.6 0 ± 11.2 0 ± 10.2 0 ± 9.76 2.69 ± 7.95 8.04 ± 16.9
[min–max] [0–56.7] [0–42.2] [0–42.1] [0–36.9] [0–32.1] [0–56.7]

3.3. ROC Curve Analysis

The numeric results of the ROC curve analysis for 1-year OS are shown in Table 3.
These data reveal a significant decrease in survival for metastasis located in the medi-
astinum, liver and overall tumor burden. The MTV cut-off points were respectively 3.21 cm3

(AUC 0.869; p = 0.002) for the mediastinum, 1.16 cm3 (AUC 0.824; p = 0.001) for the liver
and 79.5 cm3 (AUC 0.876; p = 0.004) for overall tumor burden. The SUVmax cut-off points
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were 3.9 (AUC 0.862; p = 0.002) for the mediastinum, 5.3 (AUC 0.824; p = 0.001) for the liver,
and 18.61 (AUC 0.779; p = 0.026) for the maximum value of SUVmax. Progression in the
mediastinum (AUC 0.748; p = 0.004) and in the liver (AUC 0.748; p = 0.004) was associated
with a significant decrease in 1-year OS. Mediastinum SUVmax and total MTV had the best
sensitivity (1.0) and liver SUVmax had the best specificity (0.897).
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Figure 1. 18F-FDG-PET/CT acquisitions of (A) a 53-year-old woman, liver MTV is 181 cm3, and
(B) of a 51-year-old man, mediastinum SUVmax is 42.2 g/mL.

The numeric results of the ROC curve analysis for 5-year OS are shown in Table 4. All
parameters were associated with a significant decrease in survival, except for lung MTV
(p = 0.099) and progression (p = 0.437), neck progression (p = 0.737) and overall progression
(p = 0.396).

3.4. Kaplan–Meier Survival Analysis

A Kaplan–Meier survival analysis was performed according to the cut-off value of
the ROC curves. Mediastinum MTV (p = 0.0015), SUVmax (p = 0.00086) and progression
(p = 0.006), liver MTV (p = 0.0015), SUVmax (p < 0.0001) and progression (p = 0.006), and
total MTV (p = 0.00032) were found as risk factors of 1-year OS. This confirmed that these
variables were robust prognostic factors at a univariate level with statistical significance.
The corresponding curves are given in Figure 1.

The Kaplan–Meier analysis was also performed on values for 5-year OS, showing
statistical significance for SUVmax in all metastatic sites as well as for MTV except in the
lungs (p = 0.18).
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Table 3. Diagnostic performance of parameters measured on 18FDG PET/CT for 1-year overall survival using a ROC analysis. AUC: area under the curve, Se:
sensitivity, Sp: specificity, Acc: accuracy.

MTV SUVmax Progression

Threshold AUC Se Sp Acc p-Value Threshold AUC Se Sp Acc p-Value Threshold AUC Se Sp Acc p-Value

Neck 11.73 0.724 0.8 0.759 0.882 0.057 18.61 0.752 0.8 0.759 0.882 0.037 1 0.51 0.4 0.621 0.853 0.477
Mediastinum 3.21 0.869 0.8 0.828 0.882 0.002 3.9 0.862 1 0.759 0.882 0.002 1 0.748 0.6 0.897 0.853 0.004

Liver 1.16 0.824 0.8 0.862 0.882 0.001 5.3 0.824 0.8 0.897 0.882 0.001 1 0.748 0.6 0.897 0.853 0.004
Bone 1.45 0.614 0.6 0.655 0.853 0.187 4.76 0.593 0.6 0.655 0.853 0.235 1 0.614 0.4 0.828 0.853 0.133

Lungs 19.39 0.583 0.4 0.897 0.853 0.244 3.94 0.724 0.8 0.724 0.882 0.055 1 0.462 0.2 0.724 0.853 0.649
Total 79.50 0.876 1 0.793 0.853 0.004 18.61 0.779 0.8 0.665 0.882 0.026 1 0.507 0.6 0.414 0.853 0.489

Table 4. Diagnostic performance of parameters measured on 18FDG PET/CT for 5-year overall survival using a ROC analysis. AUC: area under the curve, Se:
sensitivity, Sp: specificity, Acc: accuracy.

MTV SUVmax Progression

Threshold AUC Se Sp Acc p-Value Threshold AUC Se Sp Acc p-Value Threshold AUC Se Sp Acc p-Value

Neck 1.65 0.729 0.667 0.75 0.706 0.011 6.33 0.747 0.722 0.875 0.794 0.007 1 0.448 0.333 0.562 0.529 0.737
Mediastinum 0.92 0.795 0.667 0.938 0.794 <0.001 3.79 0.792 0.667 0.938 0.794 <0.001 1 0.667 0.333 1 0.647 0.007

Liver 1.16 0.722 0.444 1 0.706 0.002 4.76 0.722 0.444 1 0.706 0.002 1 0.667 0.333 1 0.647 0.007
Bone 1.85 0.674 0.556 0.812 0.676 0.025 4.76 0.691 0.556 0.812 0.676 0.016 1 0.635 0.333 0.938 0.618 0.029

Lungs 7.23 0.606 0.389 0.875 0.618 0.099 3.04 0.757 0.667 0.812 0.735 0.005 1 0.514 0.278 0.75 0.529 0.437
Total 3.2 0.816 0.889 0.688 0.794 0.001 7.36 0.809 0.889 0.75 0.824 0.001 1 0.524 0.611 0.438 0.529 0.396
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3.5. Cox Univariate and Multivariate Analysis

Univariate Cox analysis showed a significant decrease in 1-year OS for neck SUVmax
(HR 1.06; 95% CI [1.01–1.12]; p = 0.019), mediastinum SUVmax (HR 1.08; 95% CI [1.02–1.15];
p = 0.014), lung SUVmax (HR 1.08; 95% CI [1–1.16]; p = 0.049), total SUVmax (HR 1.06; 95%
CI [1–1.12]; p = 0.042), mediastinum progression (HR 8.25; 95% CI [1.37–49.7]; p = 0.02) and
liver progression (HR 8.25; 95% CI [1.37–49.7]; p = 0.02). These data are presented in Table 5.
In binary analysis, only liver MTV (HR 15.2; p = 0.015) was correlated with a significant
1-year OS decrease.

Table 5. Univariate Cox analysis of 1-year OS. HR: hazard ratio.

1-Year OS

MTV SUVmax Progression

HR 95% CI p-Value HR 95% CI p-Value HR 95% CI p-Value

Neck 4.27 [0.98–18.56] 0.053 1.06 [1.01–1.12] 0.019 1.03 [0.17–6.14] 0.978
Mediastinum 1.57 [0.42–5.83] 0.504 1.08 [1.02–1.15] 0.014 8.25 [1.37–49.7] 0.02

Liver 2.55 [0.71–9.21] 0.152 1.04 [0.99–1.1] 0.093 8.25 [1.37–49.7] 0.02
Bone 3.80 [0.03–564.1] 0.601 0.99 [0.89–1.09] 0.815 2.57 [0.43–15.4] 0.301

Lungs 4.47 [0.11–175.4] 0.423 1.08 [1–1.16] 0.049 0.68 [0.08–6.09] 0.731
Total 1.55 [0.95–2.53] 0.077 1.06 [1–1.12] 0.042 1.03 [0.17–6.14] 0.977

Univariate Cox analysis showed a significant decrease in 5-year OS for neck MTV
(HR 2.77; 95% CI [1.16–6.62]; p = 0.02) and mediastinum progression (HR 6.87; 95% CI
[2.35–20.06]; p < 0.001), liver MTV (HR 2.56; 95% CI [1.13–5.82]; p = 0.025) and progression
(HR 6.87; 95% CI [2.26–20.82]; p < 0.001), total MTV (HR 1.41; 95% CI [1.07–1.86]; p = 0.016)
and SUVmax of all sites except bone, (HR 1.04; 95% CI [1–1.08]; p = 0.052). These data are
presented in Table 6.

Table 6. Univariate Cox analysis of 5-year OS. HR: hazard ratio.

5-Year OS

MTV SUVmax Progression

HR 95% CI p-Value HR 95% CI p-Value HR 95% CI p-Value

Neck 2.77 [1.16–6.62] 0.02 1.04 [1.02–1.07] 0.002 0.74 [0.28–1.99] 0.554
Mediastinum 1.53 [0.77–3.02] 0.226 1.06 [1.02–1.10] 0.003 6.87 [2.35–20.06] <0.001

Liver 2.56 [1.13–5.82] 0.0251 1.04 [1.01–1.08] 0.016 6.87 [2.26–20.82] <0.001
Bone 3.97 [0.30–51.87] 0.294 1.04 [1–1.08] 0.052 2.93 [1.07–8.03] 0.036

Lungs 4.56 [0.53–39.11] 0.166 1.09 [1.04–1.15] 0.0004 0.97 [0.34–2.73] 0.952
Total 1.41 [1.07–1.86] 0.0155 1.05 [1.02–1.08] 0.001 1.05 [0.41–2.72] 0.915

Univariate Cox analysis showed no correlation between TKI treatment and 1-year OS
(HR 1.03; 95% CI [1.01–1.12]; p = 0.98) and 5-year OS (HR 1.9; 95% CI [0.76–4.87]; p = 0.17).

Multivariate Cox analysis showed a significant decrease in 1-year OS only for neck
MTV (HR 1.04; 95% CI [1.01–1.07]; p = 0.015) and liver MTV (HR 1.02; 95% CI [1–1.04];
p = 0.0418). These data are presented in Table 7. In a multivariate stepwise Cox analysis of
1-year OS including all parameters (MTV, SUVmax and progression), only mediastinum
SUVmax (HR 1.2; 95% CI [1.05–1.42]; p < 0.01) and liver lesion progression (HR 19.7; 95%
CI [1.70–227.63]; p < 0.05) were kept in the final model. These data are presented in Table 8.
In the multivariate stepwise Cox analysis of 5-year OS, a significant model combining
mediastinum lesion progression, lung SUVmax, liver lesion progression and neck lesion
progression was found (p < 0.05) while excluding the other parameters. These data are
presented in Table 9.
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Table 7. Multivariate Cox analysis of 1-year OS. HR: hazard ratio.

MTV SUVmax

HR 95% CI p-Value HR 95% CI p-Value

Neck 1.04 [1.01–1.07] 0.0153 1.04 [0.96–1.11] 0.3453
Mediastinum 0.97 [0.94–1.01] 0.1398 1.22 [1–1.49] 0.0544

Liver 1.02 [1–1.04] 0.0418 1.07 [1–1.16] 0.0841
Bone 1.05 [0.95–1.16] 0.3431 0.80 [0.62–1.03] 0.0836

Lungs 1.01 [0.96–1.06] 0.7364 0.97 [0.78–1.22] 0.8021

Table 8. Multivariate stepwise Cox analysis of 1-year OS. HR: hazard ratio.

1-Year OS

HR 95% CI p-Value

SUVmax–
mediastinum 1.2 [1.05–1.42] 0.009

Progression–liver 19.7 [1.70–227.63] 0.017

Table 9. Multivariate stepwise Cox analysis of 5-year OS. HR: hazard ratio.

5-Year OS

HR 95% CI p-Value

Progression–
mediastinum 40.9 [5.48–305.30] <0.001

SUVmax–lung 1.1 [1.03–1.19] 0.008
Progression–liver 8.9 [2.19–36.21] 0.002
Progression–neck 0.14 [0.03–0.70] 0.017

4. Discussion

In this study, we showed that 18FDG PET/CT metrics of metastasis located in the
mediastinum and the liver and of the overall tumor burden were prognostic factors of poor
overall survival at 1 year and 5 years.

The population of our study was similar to most studies on RAI-R DTC in age and sex
distribution, but our patients showed a higher frequency of aggressive pathologic types, at
32%, while the usual rate is 3–24% [35–37]. Consistently, the median OS of our population
was 22 months, shorter than the expected 3–5 years described in the literature [38]. On the
contrary, in our population, only 20.5% of patients had stage IV AJCC/TNM while this
group usually represents 40–50% of patients with RAI-R DTC. The reason for this difference
in staging is that we used the eighth edition of the AJCC/TNM classification, implemented
on 1 January 2018, which reclassified all metastatic patients aged between 45 and 55 years
from stage IV to stage II [39]. These observations might have introduced a bias in our study
since histologic type and AJCC/TNM stage are known prognostic factors of DTC survival.
Nevertheless, age, sex, histologic type and stage were not significant prognostic factors of
OS in this study. This might be explained by the fact that the inclusion criteria of our study
selected patients at a high risk of disease-related death, thus abolishing the pertinence of
usual risk factors.

The 18FDG PET/CT metrics we analyzed, MTV and SUVmax, were highly correlated
by Spearman’s correlation, with a correlation coefficient close to 1 (minimal ρ = 0.74)
regardless of the site of metastasis. We chose to study them nonetheless since both MTV
and SUVmax have shown their prognostic value in previous studies [23,28].

Metabolic tumor volume is representative of tumor burden, and a high overall tumor
burden has long been known to be a factor in poor prognosis. In 2006, a study by Durante
et al. of 444 patients with distant metastasis showed that those who had macronodular
lung metastasis or multiple bone metastases or both bones and lung metastases had a
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7.3 relative risk of death (p < 0.0001) compared to patients with metastasis on 131 I-TBS
but with normal chest and bone x-rays [7]. In another study in 2011 of 80 patients with
metastatic DTC, the two-year survival was 50% for patients with more than 10 lesions with
FDG uptake (p = 0.009) against 70-80% for patients with 1–10 lesions and 100% for patients
without lesions with FDG uptake [24]. Furthermore, in a recent study of 717 patients
with metastatic DTC, the presence of 3 or more different distant organ system metastases
was the only independent prognostic factor of 10-year OS by multivariate analysis [25].
Concordantly, Terroir et al. showed that an MTV/patient ≥ 15.2 cm3 was predictive of
poorer 1-year and 2-year OS (p = 0.005) [29] and Manohar et al. showed that MTV values
above the median were predictive of poorer progression-free survival (p = 0.007) [36]. Our
results are therefore in accordance with previous studies.

The standardized uptake value is representative of the glycolytic rate of tumors,
which is higher in malignant cells. It has been demonstrated that the majority of RAI-R
lesions with high FDG avidity are of an aggressive histologic type and correspond to a
transformation to a higher grade compared to the primary tumor [26]. Several studies have
shown that the SUV is negatively correlated with OS and have suggested cut-off values
ranging from 5 to 13.3 g/mL [23,24,27,28]. In our study, SUVmax cut-off values were 3.9
for the mediastinum (p = 0.002), 5.3 for the liver (p = 0.001) and 18.6 for the total SUVmax
(p = 0.026).

The most common site of metastasis of DTC is the lungs [3,7,10,24,40], a finding which
was also true in our study with 71% of patients bearing lung metastasis. Respiratory
deficiency is the main cause of death in patients with metastatic DTC [41,42]. However,
lung MTV was not found to be a significant prognostic factor either for 1-year OS or 5-year
OS in this study. This could be explained by the frequency of miliary metastases for which
the estimation of tumor volume is challenging on 18FDG PET/CT and was observed in 72%
of our patients who had lung metastasis. Similarly, a study of 138 patients with metastatic
DTC did not find that lung tumor volume was predictive of survival, despite a significant
effect on progression-free survival in univariate and multivariate analysis [43].

Liver MTV was also a significant prognostic factor identified in our study, most
probably because metastases in this organ attest to a more advanced stage of illness. Indeed,
liver metastases occur in less than 7% of cases of metastatic DTC that are not RAI-R [7,13,35].
On the contrary, in our study, 24% of patients had liver metastases, a rate comparable to
those described in the literature for RAI-R DTC that range from 16 to 36% [25,44–46] and
liver metastases are rarely sensitive to RAI treatment [47]. The median volume of liver
metastasis in our study was zero, with a range of 0–181.2 cm3, which means that the results
obtained from the analysis of these data can be interpreted as binary instead of continuous.
This was evidenced by the binary univariate Cox analysis, which showed a significant
association between liver MTV (HR 15.2; p = 0.015) and overall survival at 1 year. Shah et al.
analyzed a cohort of 11 patients bearing liver metastases from DTC and showed that the
survival rate was poor but could not be attributed to liver metastases per se because of the
extensive metastatic disease at other sites [48]. Therefore, the presence of liver metastasis
itself is a factor of a poor prognosis, regardless of volume.

Patients demonstrating more rapid disease progression over time can be expected
to reach a lethal tumor burden more quickly than patients with slowly growing or stable
disease [49]. In our study, this was only true for the progression of lesions in the medi-
astinum and the liver, as they were the only sites of the progression predictive of poor
1-year and 5-year OS. As discussed above, the progression of pulmonary lesions may have
been underestimated because of resolution limitations. Of the 24 patients who had neck
lesions, 12 (50%) underwent surgery (n = 9) or external beam therapy (EBT) (n = 3) after the
reference PET/CT. The absence of correlation between the progression of neck lesions and
OS could be explained by the efficacy of surgical reintervention and EBT. The progression
of bone metastases might not be predictive of poor OS because they are associated with
skeletal-related events responsible for functional-threatening rather than life-threatening
complications and usually respond to local treatments such as EBT, radiofrequency or
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cementoplasty. Therefore, our study reveals the importance of providing more effective
treatment for liver and mediastinum lesions that may have fewer therapeutic resources
than neck or bone lesions.

In our study, death occurred in 59% of patients. The causes of death were respiratory
deficiency (40%), heart failure (10%), kidney failure (5%) or unknown (45%). Thyroid
cancer is the main cause of death in patients with metastatic DTC [41,50–52]. Respiratory
insufficiency due to large pulmonary metastases replacing lung tissue, massive hemorrhage
and airway obstruction due to uncontrolled local tumors, and circulatory failure resulting
from compression of the vena cava by extensive mediastinal or sternal metastases have
been found to be the most important immediate causes of death [41,42,53]. These findings
are consistent with the results of our study, which demonstrated that neck MTV was a
prognostic factor of 1-year and of 5-year OS and that mediastinum MTV was a significant
factor of poor prognosis by ROC and Kaplan–Meier analysis (p = 0.002).

One of the strengths of our study is that we have analyzed a rare population, whose
incidence is estimated at 4–5 cases per million inhabitants [5]. Indeed, our enrolment of
34 patients is comparable to other cohorts with similar inclusion criteria [27,29,35–37].

Our primary endpoint was overall survival at 1 year and 5 years. Overall survival
appears to be the most relevant endpoint because it is a precise, objective event not subject
to observer interpretation, unlike progression-free survival or disease-specific survival. The
median overall survival of patients with iodine-refractory CDT is 3 years [54] so we chose
to study overall survival at 1 year and 5 years to identify short- and medium-term factors
of poor prognosis.

One of the main strengths of our study is its originality. Many authors have focused
on FDG PET/CT parameters in search of prognostic factors of survival in RAI-R DTC. In
contrast, this study is the only one to our knowledge that has investigated these parameters
in relation to the organs bearing DTC metastasis. This approach allows a better correlation
of FDG PET/CT parameters with the immediate causes of death, thus identifying in patients
the lesions at risk of poor prognosis that would require early management.

The main weakness of our study was its retrospective and single-center nature,
which included a small number of patients. As stated above, RAI-R DTC is a rare
disease, the diagnosis of which is based on a range of investigations (thyroglobulin
level, anatomical imaging, post-therapy scintigraphy, FDG PET/CT). For these reasons,
the implementation of a prospective study to identify prognostic factors for survival is
difficult in this population.

Among the FDG PET/CT parameters, we did not study the SUL peak (peak SUV
normalized to the patient’s lean mass). This is the recommended quantitative compo-
nent according to the PERCIST (PET Response Criteria In Solid Tumors) criteria used
for the follow-up of patients with solid cancers. The SUL peak was a prognostic factor
of progression-free survival in one study [27]. It was not possible for us to analyze this
parameter because of the heterogeneity of the CT scans to which PET was coupled and
from which lean mass was calculated.

This study included patients managed at the Henri Becquerel Cancer Centre between
April 2007 and December 2019. During this period, two multikinase inhibitor treatments,
sorafenib and lenvatinib, were approved by the European Medicines Agency in 2015. The
absence of systemic treatment prior to FDG PET/CT was among our inclusion criteria.
However, some patients, particularly those included after 2015, were able to benefit from
these new therapies, which have demonstrated efficacy on survival [12,13]. This difference
in management could have introduced a bias in our study on survival between patients who
were treated or not with multikinase inhibitors. However, in our study, kinase inhibitor
treatment was not correlated with OS at 1 year and at 5 years in Cox univariate analysis.
This result does not refute the benefit of TKI treatment since our study was not designed
for this purpose.

It has been shown that the sensitivity of FDG PET/CT may be increased for the
number of lesions detected after recombinant human TSH (rhTSH) stimulation compared
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to FDG-PET/CT performed on suppressive thyroid hormone treatment [55]. However,
the sensitivity for detecting patients with at least one tumor site was not improved by the
rhTSH stimulation and the clinical benefit of identifying these additional small lesions
remains to be proven.

Finally, the presence of the BRAFV600E mutation and thyroglobulin doubling time
<1 year are poor prognostic factors that we did not include in our analysis. A recent
study confirmed that thyroglobulin correlated with overall survival but that MTV was
not significantly correlated with thyroglobulin levels [56]. The retrospective design of our
study did not allow for the reliable collection of thyroglobulin levels and BRAFV600E
mutation of the included patients because blood samples were often analyzed in external
laboratories and surgery was frequently conducted in a care center other than the Henri
Becquerel Cancer Centre.

In conclusion, in this study, we demonstrated that in radio-iodine refractory differen-
tiated thyroid cancer, 18FDG PET/CT parameters of the mediastinum, the liver and the
overall tumor burden were prognostic factors of poor overall survival at 1 year and 5 years.
The identification of these criteria could allow patients to benefit from an early therapeutic
intervention in order to improve their overall survival.

Author Contributions: Data curation, M.R. and A.E.-S.; writing-original draft, M.R.; conceptualiza-
tion, A.E.-S. and P.D.; methodology, H.L. and P.V.; writing-review and editing, H.L., P.V. and P.D.;
formal analysis, P.D.; supervision, P.D. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: All procedures performed in this study were in accordance
with the ethical standards of the institutional research committee and with the 1964 Helsinki declara-
tion and its later amendments or comparable ethical standards.

Informed Consent Statement: Informed consent was obtained from all individual participants
included in the study.

Data Availability Statement: Some or all datasets generated during and/or analyzed during the
current study are not publicly available but are available from the corresponding author on reason-
able request.

Acknowledgments: The authors are grateful to Nikki Sabourin-Gibbs, Rouen University Hospital,
for her help in editing the manuscript.

Conflicts of Interest: The authors declare that they have no conflict of interest.

References
1. International Agency for Research on Cancer. Cancer Today. Available online: http://gco.iarc.fr/today/home (accessed on

27 February 2021).
2. Fagin, J.A.; Wells, S.A., Jr. Biologic and Clinical Perspectives on Thyroid Cancer. N. Engl. J. Med. 2016, 375, 1054–1067.

[CrossRef] [PubMed]
3. Baudin, E.; Schlumberger, M. New therapeutic approaches for metastatic thyroid carcinoma. Lancet Oncol. 2007, 8, 148–156. [CrossRef]
4. Mazzaferri, E.L.; Jhiang, S.M. Long-term impact of initial surgical and medical therapy on papillary and follicular thyroid cancer.

Am. J. Med. 1994, 97, 418–428. [CrossRef]
5. Berdelou, A.; Lamartina, L.; Klain, M.; Leboulleux, S.; Schlumberger, M. Treatment of refractory thyroid cancer. Endocr. Relat.

Cancer 2018, 25, R209–R223. [CrossRef]
6. Haugen, B.R.; Alexander, E.K.; Bible, K.C.; Doherty, G.M.; Mandel, S.J.; Nikiforov, Y.E.; Pacini, F.; Randolph, G.W.; Sawka,

A.M.; Schlumberger, M.; et al. 2015 American Thyroid Association Management Guidelines for Adult Patients with Thyroid
Nodules and Differentiated Thyroid Cancer: The American Thyroid Association Guidelines Task Force on Thyroid Nodules and
Differentiated Thyroid Cancer. Thyroid 2016, 26, 1–133. [CrossRef] [PubMed]

7. Durante, C.; Haddy, N.; Baudin, E.; Leboulleux, S.; Hartl, D.; Travagli, J.P.; Caillou, B.; Ricard, M.; Lumbroso, J.D.; De Vathaire,
F.; et al. 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. 2006, 91, 2892–2899. [CrossRef]

8. Schlumberger, M.; Brose, M.; Elisei, R.; Leboulleux, S.; Luster, M.; Pitoia, F.; Pacini, F. Definition and management of radioactive
iodine-refractory differentiated thyroid cancer. Lancet Diabetes Endocrinol. 2014, 2, 356–358. [CrossRef]

http://gco.iarc.fr/today/home
http://doi.org/10.1056/NEJMra1501993
http://www.ncbi.nlm.nih.gov/pubmed/27626519
http://doi.org/10.1016/S1470-2045(07)70034-7
http://doi.org/10.1016/0002-9343(94)90321-2
http://doi.org/10.1530/ERC-17-0542
http://doi.org/10.1089/thy.2015.0020
http://www.ncbi.nlm.nih.gov/pubmed/26462967
http://doi.org/10.1210/jc.2005-2838
http://doi.org/10.1016/S2213-8587(13)70215-8


Diagnostics 2022, 12, 2381 13 of 15

9. Colonna, M.; Grande, E.; Jonasson, J.G. EUROCARE Working Group Variation in relative survival of thyroid cancers in
Europe: Results from the analysis on 21 countries over the period 1983–1994 (EUROCARE-3 study). Eur. J. Cancer 2006, 42,
2598–2608. [CrossRef]

10. Dinneen, S.F.; Bergstralh, E.J.; Goellner, J.R.; Hay, I.D.; Valimaki, M.J.; Gorman, C.A. Distant metastases in papillary thyroid carcinoma:
100 cases observed at one institution during 5 decades. J. Clin. Endocrinol. Metab. 1995, 80, 2041–2045. [CrossRef] [PubMed]

11. Fugazzola, L.; Elisei, R.; Fuhrer, D.; Jarzab, B.; Leboulleux, S.; Newbold, K.; Smit, J. 2019 European Thyroid Association Guidelines
for the Treatment and Follow-Up of Advanced Radioiodine-Refractory Thyroid Cancer. Eur. Thyroid J. 2019, 8, 227–245. [CrossRef]

12. Schlumberger, M.; Tahara, M.; Wirth, L.J.; Robinson, B.; Brose, M.S.; Elisei, R.; Habra, M.A.; Newbold, K.; Shah, M.H.;
Hoff, A.O.; et al. Lenvatinib versus Placebo in Radioiodine-Refractory Thyroid Cancer. N. Engl. J. Med. 2015, 372, 621–630.
[CrossRef] [PubMed]

13. Brose, M.S.; Nutting, C.M.; Jarzab, B.; Elisei, R.; Siena, S.; Bastholt, L.; de la Fouchardiere, C.; Pacini, F.; Paschke, R.; Shong,
Y.K.; et al. Sorafenib in radioactive iodine-refractory, locally advanced or metastatic differentiated thyroid cancer: A randomised,
double-blind, phase 3 trial. Lancet 2014, 384, 319–328. [CrossRef]

14. Fleeman, N.; Houten, R.; Chaplin, M.; Beale, S.; Boland, A.; Dundar, Y.; Greenhalgh, J.; Duarte, R.; Shenoy, A. A systematic review
of lenvatinib and sorafenib for treating progressive, locally advanced or metastatic, differentiated thyroid cancer after treatment
with radioactive iodine. BMC Cancer 2019, 19, 1209. [CrossRef] [PubMed]

15. Byar, D.P.; Green, S.B.; Dor, P.; Williams, E.; Colon, J.; van Gilse, H.A.; Mayer, M.; Sylvester, R.J.; Van Glabbeke, M. A
prognostic index for thyroid carcinoma. A study of the E.O.R.T.C. thyroid cancer cooperative group. Eur. J. Cancer 1979, 15,
1033–1041. [CrossRef]

16. Hay, I.D.; Bergstralh, E.J.; Goellner, J.R.; Ebersold, J.R.; Grant, C.S. Predicting outcome in papillary thyroid carcinoma: Develop-
ment of a reliable prognostic scoring system in a cohort of 1779 patients surgically treated at one institution during 1940 through
1989. Surgery 1993, 114, 1050–1057, Discussion 1057–1058.

17. Haigh, P.I.; Urbach, D.R.; Rotstein, L.E. AMES prognostic index and extent of thyroidectomy for well-differentiated thyroid
cancer in the United States. Surgery 2004, 136, 609–616. [CrossRef]

18. Lang, B.H.H.; Lo, C.Y.; Chan, W.F.; Lam, K.Y.; Wan, K.Y. Staging systems for papillary thyroid carcinoma: A review and
comparison. Ann. Surg. 2007, 245, 366–378. [CrossRef]

19. Nixon, I.J.; Wang, L.Y.; Migliacci, J.C.; Eskander, A.; Campbell, M.J.; Aniss, A.; Morris, L.; Vaisman, F.; Corbo, R.; Momesso,
D.; et al. An International Multi-Institutional Validation of Age 55 Years as a Cutoff for Risk Stratification in the AJCC/UICC
Staging System for Well-Differentiated Thyroid Cancer. Thyroid 2016, 26, 373–380. [CrossRef]

20. Miyauchi, A.; Kudo, T.; Miya, A.; Kobayashi, K.; Ito, Y.; Takamura, Y.; Higashiyama, T.; Fukushima, M.; Kihara, M.; Inoue, H.; et al.
Prognostic Impact of Serum Thyroglobulin Doubling-Time Under Thyrotropin Suppression in Patients with Papillary Thyroid
Carcinoma Who Underwent Total Thyroidectomy. Thyroid 2011, 21, 707–716. [CrossRef]

21. Omur, O.; Baran, Y. An update on molecular biology of thyroid cancers. Crit. Rev. Oncol. 2014, 90, 233–252. [CrossRef]
22. Elisei, R.; Ugolini, C.; Viola, D.; Lupi, C.; Biagini, A.; Giannini, R.; Romei, C.; Miccoli, P.; Pinchera, A.; Basolo, F. BRAFV600E

mutation and outcome of patients with papillary thyroid carcinoma: A 15-year median follow-up study. J. Clin. Endocrinol. Metab.
2008, 93, 3943–3949. [CrossRef] [PubMed]

23. Robbins, R.J.; Wan, Q.; Grewal, R.K.; Reibke, R.; Gonen, M.; Strauss, H.W.; Tuttle, R.M.; Drucker, W.; Larson, S.M. Real-Time
Prognosis for Metastatic Thyroid Carcinoma Based on 2-[18F]Fluoro-2-Deoxy-d-Glucose-Positron Emission Tomography Scanning.
J. Clin. Endocrinol. Metab. 2006, 91, 498–505. [CrossRef] [PubMed]

24. Deandreis, D.; Al Ghuzlan, A.; Leboulleux, S.; Lacroix, L.; Garsi, J.P.; Talbot, M.; Lumbroso, J.; Baudin, E.; Caillou, B.; Bidart, J.M.;
et al. Do histological, immunohistochemical, and metabolic (radioiodine and fluorodeoxyglucose uptakes) patterns of metastatic
thyroid cancer correlate with patient outcome? Endocr. Relat. Cancer 2011, 18, 159–169. [CrossRef] [PubMed]

25. Zhang, X.-Y.; Sun, J.-W.; Qiu, Z.-L.; Wang, Y.; Chen, X.-Y.; Zhao, J.-H.; Luo, Q.-Y. Clinical outcomes and prognostic factors in
patients with no less than three distant organ system metastases from differentiated thyroid carcinoma. Endocrine 2019, 66,
254–265. [CrossRef] [PubMed]

26. Rivera, M.; Ghossein, R.A.; Schoder, H.; Gomez, D.; Larson, S.M.; Tuttle, R.M. Histopathologic characterization of radioactive
iodine-refractory fluorodeoxyglucose-positron emission tomography-positive thyroid carcinoma. Cancer 2008, 113, 48–56.
[CrossRef] [PubMed]

27. Masson-Deshayes, S.; Schvartz, C.; Dalban, C.; Guendouzen, S.; Pochart, J.M.; Dalac, A.; Fieffe, S.; Bruna-Muraille, C.; Dabakuyo-
Yonli, T.S.; Papathanassiou, D. Prognostic Value of 18F-FDG PET/CT Metabolic Parameters in Metastatic Differentiated Thyroid
Cancers. Clin. Nucl. Med. 2015, 40, 469–475. [CrossRef]

28. Wang, W.; Larson, S.M.; Fazzari, M.; Tickoo, S.K.; Kolbert, K.; Sgouros, G.; Yeung, H.; Macapinlac, H.; Rosai, J.; Robbins, R.J.
Prognostic Value of [18F]Fluorodeoxyglucose Positron Emission Tomographic Scanning in Patients with Thyroid Cancer. J. Clin.
Endocrinol. Metab. 2000, 85, 1107–1113. [CrossRef]

29. Terroir, M.; Borget, I.; Bidault, F.; Ricard, M.; Deschamps, F.; Hartl, D.; Tselikas, L.; Dercle, L.; Lumbroso, J.; Baudin, E.; et al. The
intensity of 18FDG uptake does not predict tumor growth in patients with metastatic differentiated thyroid cancer. Eur. J. Nucl.
Med. Mol. Imaging 2017, 44, 638–646. [CrossRef]

http://doi.org/10.1016/j.ejca.2006.04.026
http://doi.org/10.1210/jcem.80.7.7608252
http://www.ncbi.nlm.nih.gov/pubmed/7608252
http://doi.org/10.1159/000502229
http://doi.org/10.1056/NEJMoa1406470
http://www.ncbi.nlm.nih.gov/pubmed/25671254
http://doi.org/10.1016/S0140-6736(14)60421-9
http://doi.org/10.1186/s12885-019-6369-7
http://www.ncbi.nlm.nih.gov/pubmed/31830943
http://doi.org/10.1016/0014-2964(79)90291-3
http://doi.org/10.1016/j.surg.2003.12.009
http://doi.org/10.1097/01.sla.0000250445.92336.2a
http://doi.org/10.1089/thy.2015.0315
http://doi.org/10.1089/thy.2010.0355
http://doi.org/10.1016/j.critrevonc.2013.12.007
http://doi.org/10.1210/jc.2008-0607
http://www.ncbi.nlm.nih.gov/pubmed/18682506
http://doi.org/10.1210/jc.2005-1534
http://www.ncbi.nlm.nih.gov/pubmed/16303836
http://doi.org/10.1677/ERC-10-0233
http://www.ncbi.nlm.nih.gov/pubmed/21118976
http://doi.org/10.1007/s12020-019-01999-6
http://www.ncbi.nlm.nih.gov/pubmed/31317522
http://doi.org/10.1002/cncr.23515
http://www.ncbi.nlm.nih.gov/pubmed/18484584
http://doi.org/10.1097/RLU.0000000000000780
http://doi.org/10.1210/jcem.85.3.6458
http://doi.org/10.1007/s00259-016-3551-x


Diagnostics 2022, 12, 2381 14 of 15

30. Gulec, S.A.; Ahuja, S.; Avram, A.M.; Bernet, V.J.; Bourguet, P.; Draganescu, C.; Flux, G.; Führer, D.; Giovanella, L.; Greenspan,
B.; et al. Controversies, Consensus, and Collaboration in the Use of 131I Therapy in Differentiated Thyroid Cancer: A Joint
Statement from the American Thyroid Association, the European Association of Nuclear Medicine, the Society of Nuclear
Medicine and Molecular Imaging, and the European Thyroid Association. Thyroid 2019, 29, 461–470.

31. Vaisman, F.; Carvalho, D.; Vaisman, M. A new appraisal of iodine refractory thyroid cancer. Endocrine-Related Cancer 2015, 22,
R301–R310. [CrossRef]

32. Kiyota, N.; Robinson, B.; Shah, M.; Hoff, A.O.; Taylor, M.H.; Li, D.; Dutcus, C.E.; Lee, E.K.; Kim, S.-B.; Tahara, M. Defining
Radioiodine-Refractory Differentiated Thyroid Cancer: Efficacy and Safety of Lenvatinib by Radioiodine-Refractory Criteria in
the SELECT Trial. Thyroid 2017, 27, 1135–1141. [CrossRef] [PubMed]

33. Boellaard, R.; Delgado-Bolton, R.; Oyen, W.J.G.; Giammarile, F.; Tatsch, K.; Eschner, W.; Verzijlbergen, F.J.; Barrington, S.F.; Pike,
L.C.; Weber, W.A.; et al. FDG PET/CT: EANM procedure guidelines for tumour imaging: Version 2.0. Eur. J. Nucl. Med. Mol.
Imaging 2015, 42, 328–354. [CrossRef] [PubMed]

34. R Core Team. R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing: Vienna, Austria,
2012; Available online: http://www.R-project.org (accessed on 27 February 2021).

35. Wassermann, J.; Bernier, M.-O.; Spano, J.-P.; Lepoutre-Lussey, C.; Buffet, C.; Simon, J.-M.; Ménégaux, F.; Tissier, F.; Leban, M.;
Leenhardt, L. Outcomes and Prognostic Factors in Radioiodine Refractory Differentiated Thyroid Carcinomas. Oncologist 2015,
21, 50–58. [CrossRef] [PubMed]

36. Manohar, P.; Beesley, L.J.; Bellile, E.; Worden, F.P.; Avram, A.M. Prognostic Value of FDG-PET/CT Metabolic Parameters in
Metastatic Radioiodine-Refractory Differentiated Thyroid Cancer. Clin. Nucl. Med. 2018, 43, 641–647. [CrossRef] [PubMed]

37. Kang, S.Y.; Bang, J.-I.; Kang, K.W.; Lee, H.-Y.; Chung, J.-K. FDG PET/CT for the early prediction of RAI therapy response in
patients with metastatic differentiated thyroid carcinoma. PLoS ONE 2019, 14, e0218416. [CrossRef]

38. Schlumberger, M.; Leboulleux, S. Treatment of distant metastases from follicular cell-derived thyroid cancer. F1000Prime Rep.
2015, 7, 22. [CrossRef]

39. Tuttle, R.M.; Haugen, B.; Perrier, N.D. Updated American Joint Committee on Cancer/Tumor-Node-Metastasis Staging System for
Differentiated and Anaplastic Thyroid Cancer (Eighth Edition): What Changed and Why? Thyroid 2017, 27, 751–756. [CrossRef]

40. Lee, J.; Soh, E.Y. Differentiated Thyroid Carcinoma Presenting with Distant Metastasis at Initial Diagnosis: Clinical Outcomes and
Prognostic Factors. Ann. Surg. 2010, 251, 114–119. [CrossRef]

41. Kitamura, Y.; Shimizu, K.; Nagahama, M.; Sugino, K.; Ozaki, O.; Mimura, T.; Ito, K.; Ito, K.; Tanaka, S. Immediate causes of death
in thyroid carcinoma: Clinicopathological analysis of 161 fatal cases. J. Clin. Endocrinol. Metab. 1999, 84, 4043–4049. [CrossRef]

42. Leite, A.K.N.; Cavalheiro, B.G.; Kulcsar, M.A.; Hoff, A.D.O.; Brandão, L.G.; Cernea, C.R.; Matos, L.L. Deaths related to
differentiated thyroid cancer: A rare but real event. Arch. Endocrinol. Metab. 2017, 61, 222–227. [CrossRef]

43. Hirsch, D.; Levy, S.; Tsvetov, G.; Gorshtein, A.; Slutzky-Shraga, I.; Akirov, A.; Robenshtok, E.; Shimon, I.; Benbassat, C.A.
Long-term Outcomes and Prognostic Factors in Patients with Differentiated Thyroid Cancer and Distant Metastases. Endocr.
Pract. 2017, 23, 1193–1200. [CrossRef] [PubMed]

44. Sherman, S.I.; Wirth, L.J.; Droz, J.-P.; Hofmann, M.; Bastholt, L.; Martins, R.G.; Licitra, L.; Eschenberg, M.J.; Sun, Y.-N.; Juan, T.; et al.
Motesanib Diphosphate in Progressive Differentiated Thyroid Cancer. N. Engl. J. Med. 2008, 359, 31–42. [CrossRef] [PubMed]

45. Schneider, T.C.; Abdulrahman, R.M.; Corssmit, E.P.; Morreau, H.; Smit, J.W.A.; Kapiteijn, E. Long-term analysis of the efficacy
and tolerability of sorafenib in advanced radio-iodine refractory differentiated thyroid carcinoma: Final results of a phase II trial.
Eur. J. Endocrinol. 2012, 167, 643–650. [CrossRef] [PubMed]

46. Cabanillas, M.E.; De Souza, J.A.; Geyer, S.; Wirth, L.J.; Menefee, M.E.; Liu, S.V.; Shah, K.; Wright, J.; Shah, M.H. Cabozantinib As
Salvage Therapy for Patients with Tyrosine Kinase Inhibitor–Refractory Differentiated Thyroid Cancer: Results of a Multicenter
Phase II International Thyroid Oncology Group Trial. J. Clin. Oncol. 2017, 35, 3315–3321. [CrossRef] [PubMed]

47. Song, H.-J.; Xue, Y.-L.; Xu, Y.-H.; Qiu, Z.-L.; Luo, Q.-Y. Rare metastases of differentiated thyroid carcinoma: Pictorial review.
Endocr. Relat. Cancer 2011, 18, R165–R174. [CrossRef]

48. Shah, D.H.; Samuel, A.M. Metastasis to the Liver in Well-Differentiated Carcinoma of the Thyroid. Thyroid 1996, 6, 607–611. [CrossRef]
49. Tuttle, R.M.; Brose, M.S.; Grande, E.; Kim, S.W.; Tahara, M.; Sabra, M.M. Novel concepts for initiating multitargeted kinase

inhibitors in radioactive iodine refractory differentiated thyroid cancer. Best Pract. Res. Clin. Endocrinol. Metab. 2017, 31,
295–305. [CrossRef]

50. Eustatia-Rutten, C.F.A.; Corssmit, E.P.M.; Biermasz, N.R.; Pereira, A.M.; Romijn, J.A.; Smit, J.W. Survival and Death Causes in
Differentiated Thyroid Carcinoma. J. Clin. Endocrinol. Metab. 2006, 91, 313–319. [CrossRef]

51. Akslen, L.A.; Haldorsen, T.; Thoresen, S.Ø.; Glattre, E. Survival and causes of death in thyroid cancer: A population-based study
of 2479 cases from Norway. Cancer Res. 1991, 51, 1234–1241. [PubMed]

52. Haq, M.; Harmer, C. Differentiated thyroid carcinoma with distant metastases at presentation: Prognostic factors and outcome.
Clin. Endocrinol. 2005, 63, 87–93. [CrossRef]

53. Smith, S.A.; Hay, I.D.; Goellner, J.R.; Ryan, J.J.; McConahey, W.M. Mortality from papillary thyroid carcinoma. A case-control
study of 56 lethal cases. Cancer 1988, 62, 1381–1388. [CrossRef]

54. Pfister, D.G.; Fagin, J.A. Refractory Thyroid Cancer: A Paradigm Shift in Treatment Is Not Far Off. J. Clin. Oncol. 2008, 26,
4701–4704. [CrossRef] [PubMed]

http://doi.org/10.1530/ERC-15-0300
http://doi.org/10.1089/thy.2016.0549
http://www.ncbi.nlm.nih.gov/pubmed/28665259
http://doi.org/10.1007/s00259-014-2961-x
http://www.ncbi.nlm.nih.gov/pubmed/25452219
http://www.R-project.org
http://doi.org/10.1634/theoncologist.2015-0107
http://www.ncbi.nlm.nih.gov/pubmed/26675742
http://doi.org/10.1097/RLU.0000000000002193
http://www.ncbi.nlm.nih.gov/pubmed/30015659
http://doi.org/10.1371/journal.pone.0218416
http://doi.org/10.12703/P7-22
http://doi.org/10.1089/thy.2017.0102
http://doi.org/10.1097/SLA.0b013e3181b7faf6
http://doi.org/10.1210/jcem.84.11.6115
http://doi.org/10.1590/2359-3997000000261
http://doi.org/10.4158/EP171924.OR
http://www.ncbi.nlm.nih.gov/pubmed/28704099
http://doi.org/10.1056/NEJMoa075853
http://www.ncbi.nlm.nih.gov/pubmed/18596272
http://doi.org/10.1530/EJE-12-0405
http://www.ncbi.nlm.nih.gov/pubmed/22918300
http://doi.org/10.1200/JCO.2017.73.0226
http://www.ncbi.nlm.nih.gov/pubmed/28817373
http://doi.org/10.1530/ERC-11-0068
http://doi.org/10.1089/thy.1996.6.607
http://doi.org/10.1016/j.beem.2017.04.014
http://doi.org/10.1210/jc.2005-1322
http://www.ncbi.nlm.nih.gov/pubmed/1997164
http://doi.org/10.1111/j.1365-2265.2005.02304.x
http://doi.org/10.1002/1097-0142(19881001)62:7&lt;1381::AID-CNCR2820620724&gt;3.0.CO;2-R
http://doi.org/10.1200/JCO.2008.17.3682
http://www.ncbi.nlm.nih.gov/pubmed/18541893


Diagnostics 2022, 12, 2381 15 of 15

55. Leboulleux, S.; Schroeder, P.R.; Busaidy, N.L.; Auperin, A.; Corone, C.; Jacene, H.A.; Ewertz, M.E.; Bournaud, C.; Wahl, R.L.;
Sherman, S.I.; et al. Assessment of the Incremental Value of Recombinant Thyrotropin Stimulation before 2-[18F]-Fluoro-2-Deoxy-
d-Glucose Positron Emission Tomography/Computed Tomography Imaging to Localize Residual Differentiated Thyroid Cancer.
J. Clin. Endocrinol. Metab. 2009, 94, 1310–1316. [CrossRef] [PubMed]

56. Gay, S.; Raffa, S.; di Pietralata, A.D.; Bauckneht, M.; Vera, L.; Miceli, A.; Albertelli, M.; Morbelli, S.; Giusti, M.; Ferone, D.
2-[18F]FDG PET in the Management of Radioiodine Refractory Differentiated Thyroid Cancer in the Era of Thyrosin-Kinases
Inhibitors: A Real-Life Retrospective Study. Diagnostics 2022, 12, 506. [CrossRef] [PubMed]

http://doi.org/10.1210/jc.2008-1747
http://www.ncbi.nlm.nih.gov/pubmed/19158200
http://doi.org/10.3390/diagnostics12020506
http://www.ncbi.nlm.nih.gov/pubmed/35204596

	Introduction 
	Methods 
	Study Population 
	Radioactive Iodine-Refractory Diagnosis 
	PET/CT Acquisition and Reconstruction 
	PET/CT Metrics 
	Statistical Analysis 

	Results 
	Patients’ Characteristics 
	PET/CT Metrics and Correlation 
	ROC Curve Analysis 
	Kaplan–Meier Survival Analysis 
	Cox Univariate and Multivariate Analysis 

	Discussion 
	References

