disease; however, it is unclear how many of their patients
initially showed '*'I localization in neoplasm outside the
thyroid bed or if any showed '*'I uptake in the recurrent
lesions. In the series of Flynn et al. (4), three of four
patients with insular carcinoma received postoperative '*'l
ablative therapy. Two (one with a prior diagnosis of met-
astatic follicular thyroid cancer and one with papillary
carcinoma containing foci of insular carcinoma metastatic
to bone) received more than one therapeutic '*'I dose. The
percent of '*'I uptake was not given in either case.

Both reports documented the propensity of insular thy-
roid carcinoma to recur locally and as distant metastases
(1,4). In addition, total thyroidectomy, nodal resection,
and prophylactic radioactive iodide therapy “failed to con-
trol disease” in several patients. Currently, the percent of
insular carcinomas that have sufficient '*'I concentration
to allow postoperative '*'I therapy is unknown. Neverthe-
less, postoperative '3'I ablation of residual functioning
thyroid tissue usually allows '*'I uptake in remaining
neoplastic deposits or metastases that may not be identified
on pre-therapy images (/0). Furthermore, '*'I localization
in residual thyroid bed tissue and/or in differentiated cell
components of metastatic lesions may allow ablation of
adjacent neoplastic cells that have poor '*'I uptake (11).

Although additional documentation is needed, it is
likely that early detection of metastases will enhance '*'l
therapeutic intervention and subsequently improve sur-
vival and/or palliation in patients with insular thyroid
carcinoma. For this reason, postoperative '*'l imaging is
recommended for all patients with insular carcinoma of
the thyroid.
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EDITORIAL

Differentiating Anaplastic Thyroid Carcinomas

Diffcrentiated thyroid carcinomas
of follicular cell origin (pure
papillary, papillary-follicular, and fol-
licular carcinomas) are amenable to
treatment with the combination of
surgery, thyroxine suppression, and
radioiodine ablation of thyroidal rem-
nants and metastases, with excellent
results relative to morbidity, recur-
rence, and survival in the overwhelm-
ing majority of patients. Medullary
thyroidal carcinoma of C-cell origin
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tends to be a more aggressive tumor
with unremitting progression and me-
tastases to cervical lymph nodes, liver,
bone, lungs, and adrenals unless early
surgical intervention results in total
removal and cure. Ten-year survival
rates are about 50%.

On the other hand, undifferen-
tiated, anaplastic carcinomas, until re-
cent years, have been considered to be
extremely aggressive and rapidly and
almost universally fatal. The few sur-
vivors of these cancers were consid-
ered to result from removal, some-
times fortuitously, of small anaplastic
carcinomas at a very early stage. In
the last dozen or so years, electron
microscopic and immunohistochem-
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ical techniques have been developed,
permitting the recognition of a num-
ber of tumors of differing origin that
have been included under the rubric
of anaplastic thyroid carcinoma. Cor-
rectly categorizing and specifically
treating these tumor types have a sal-
ubrious effect in a number of circum-
stances. Whereas the majority of an-
aplastic large-cell carcinomas (of fol-
licular cell origin) still carry an
extraordinarily grave prognosis, most
of the anaplastic small-cell thyroid
carcinomas are of the diffuse type and
really represent primary malignant
lymphoma (/-3); these primary thy-
roidal non-Hodgkins extranodal lym-
phomas are often confounded with
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other anaplastic thyroidal carcino-
mas. Advances in radiation therapy
and chemotherapy for lymphoma in
recent decades have resulted in a sig-
nificant increase in longevity for pa-
tients suffering from anaplastic small-
cell thyroid carcinomas.

In this issue of The Journal of Nu-
clear Medicine, Justin et al. report on
another recently recognized category
of anaplastic carcinoma: five patients
with insular carcinoma were culled
from a group of 35 cases of poorly
differentiated carcinoma of the thy-
roid. This insular carcinoma was re-
classified as a distinct histologic entity
in 1984, has a follicular cell origin,
appears to concentrate radioiodine, is
potentially treatable with radioiodine,
and demonstrates a less aggressive
course than poorly differentiated
large-cell thyroid carcinoma. Indeed,
in the five cases reported, survival
ranged from at least 6 mo to 5 yr with
the patients still alive at the time of
the report. Contrast this with large-
cell anaplastic thyroid carcinoma
where only a small percentage of pa-
tients survive beyond one year despite
aggressive surgery, chemotherapy,
and external radiation therapy.

Whereas radioiodine treatment has
been recommended only for differen-
tiated thyroid carcinomas of the pap-
illary and follicular types in general, it
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is apparent that such treatment also
may be useful in insular carcinoma
where there is potential radioiodine
localization. In addition, as the au-
thors and others have indicated, '*'l
localization in residual non-cancerous
thyroid tissue or in differentiated
components of metastatic lesions may
allow for sufficient irradiation of ad-
jacent neoplastic cells with therapeu-
tic benefit (4). Radioiodine treatment
even has been advocated in anaplastic
large-cell carcinoma to attack the
more differentiated follicular tumor
components from which the poorly
differentiated tumor arises (5). Par-
enthetically, even medullary thyroid
carcinoma of C-cell, not follicular, or-
igin may concentrate radioiodine with
positive clinical results; irradiation of
medullary carcinoma from radioio-
dine localization in residual normal
thyroid tissue also has been suggested
to be useful (4,6).

Given the generally invasive nature
and poor prognosis of anaplastic or
poorly differentiated thyroid carcino-
mas, it is important to aggressively
undertake diagnostic measures to de-
termine the histologic type, enabling
th{épplication of specific therapeutic
measures, including surgery, external
radiation and radioiodine therapy,
and chemotherapy. This particularly
applies to anaplastic small-cell carci-

nomas, medullary thyroid carcinomas
and, now, insular carcinomas. With
current knowledge of the latter two
conditions, the conventional wisdom
must be modified: evaluation for ra-
dioiodine uptake and localization
with a view towards therapy is not
futile in medullary and anaplastic car-
cinoma.

Martin L. Nusynowitz
University of Texas Medical Branch
Galveston, Texas
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