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ABSTRACT

of thyroid cancer patients (20%) has had one of these non cancerous thyroid problems. Adenomas have the largest increase in risk, The aim of this study Is to discuss two cases of adenomas goiter that
became aggressive during follow-ups. Two patients, with an average age of 64 years, reffered to Nuclear Medicine Dr.M.Djamil Hospital in Padang for bone scintigraphy examination during the period of

2007-2008.Both patients had a thyroid surgery several years back for histopathology adenomas. Hi ,after the adi | surgery, the patients did not have proper follow-ups. Now, both of
them developed pelvic pain. Bone scintigraphy and radiography showed anincrease in the uptake and distruction at the pelvic bane. Thyroid scintigraphy also showed a residual thyroid tissue; inaddition
to, el dthyroglobulinserum. Thesec highlights the necessity for patientswith arisk factor for thyroid cancer to have aunderg plete follow-upprog detailed and sufficientinlength.
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BACKGROUND

Thyroid nodules (adenomas) are discrete and solitary. They are derived from follicular epithelium, then they were called as a follicular adenoma. Meanwhile, About 20% of follicular adenomas have point

mutations in the RAS family of oncogenes, which have also been identified in 30%-40% of follicular carci Jules (adenomas), enlarged thyroid(goiter) and infl ion of thyroid (thyroiditis) are
the mostimportant risk factors for thyroid cancer. Onein five cases of thyroid cancer(20%)has had one of non-cancerous thyroid problems in thepast. Adenomas have thelargestincreasein risk.
Theriskisbecome strong when thyroid nodules had fromayoung age till 55 year. The aim of this studyisto report two cases of adi goiter that turned be malignant

CaseReports

1. Awomanhada pelvic bone pain. She was referred to Nuclear Medicine division at Dr.M.Djamil Hospital, Padang. The CT-scan result showed amultiple bone destructionat spina ischiadica anterior
superior and ramus superior ossis pubis sinistra with a bone metastasesimpression. Nine years before, she had thyroid surgery and histopathology result as adenomatous goiter result. She did not
have proper follow-ups. The thyroid scintigraphy result showed a residual thyroid tissue (Figure 1), Bane scintigraphy demonstrated an increased uptake at os vertebrae lumbal IV-V, spinaischiadica
anteriorsuperiorandramussuperior ossispubis sinistra(Figure 2). The thyroglobulinserumwas 2.000ng/mLand TSHwas1.231ulU/mL. Threemonths later her pelvic bone painwas getting less.

Figure 1: Thyroid scintigraphy showed a thyroid remnant Figure 2 :Bone scan showed a high uptake at os vertebrae lumbal IV-V and spina
ischiadica anterior superior and ramus superior ossis pubis sinistra.

2.A woman had the right hip join complain. She referred to nuclear medicine division based on x-ray result, that said a metastases process on a destruction of caput os femur dextra, She underwent
lobectomy five years before with adenc goiter histopathology. She had not have a proper follow-up. The bone scintigraphy showed high uptakes at caput os femur dextra, ossis ischii and
acetabulum dextra (figure 3). The thyroglobulin serum was 89ng/mL and TSH was 0.571ulU/mL.
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Figure 3: The bone scintigraphy showed high uptakes at caput os femur dextra, ossisischii and acetabulum dextra.
DISCUSSION

Diagnosis of the thyroid neoplasms are subject to pathologist interpretation on specific architecture and cytologic features. Certain anatomic features may missed, where the point was a potential tobe
malignant, Morphologic only couldn't predict a biologic behavior. In general, benign tumors are well-differentiated and certain well -differentiated thyroid cancer may form normal-appearing follicles.
Thus, morphologic diagnosis of awell-differentiated thyroid tumor may sometimes quite difficult. Around 58% of 700 cases of thyroid cancer which had five individual observers agreed on the diagnosis.
Observer variations occurred in the ber of cancer di is and also in the classification of tumors in various histologic categories. Itis not surprisingly,the observer disagreement is highest for
folliculartype, where the differentiationb benignandmalignantcan be difficult.

The aggressiveness of particular morphologic type of thyroid neoplasm remains unpredictable in the individual case. An appropriate follow-up protocol with benign thyroid morphologicisimportant
for determining their likelihood of developing cancer and a follow up studies of each neoplasm can establish the level of risk. It should be reminded, did cancer arise from a non-malignant cellin the benign
tumor or did the benign tumor contain fromthe outset, asilent orindolent malignant focus?

CONCLUSION

These caseshighlightsthe follow-upsshouldbe completed, patients educationi dedfordurationfollow-up compliance especially for patients withrisk factor for thyroid cancer
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