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Less than 0.5 cm Papillary Thyroid Cancer

Sung-Hee Choi, M.D., Sang-Uk Woo, M.D., Dae-Kyum
Kim, M.D., Jeong-Han Kim, M.D., Seok-Jin Nam, M.D. and
Jung-Hyun Yang, M.D.

Purpose: The authors analyzed the characteristics of pa-
pillary thyroid microcarcinomas less than 0.5 cm in diameter
to investigate an optimal extent of surgical resection.
Methods: Between October 1994 and October 2003, out of
635 cases of papillary thyroid microcarcinomas, 229 cases
less than 0.5 cm in diameter were reviewed retrospectively
to analyze their clinical and pathological characteristics.
Results: Mean diameter of the carcinomas was 3.9+1.2
mm for carcinomas less than 0.5 cm in diameter (group 1)
and 7.7£1.4 mm for carcinomas between 0.5 and 1.0 cm
in diameter (group 2). Total thyroidectomy, subtotal thyroi-
dectomy, lobectomy & isthmectomy in group 2 were carried
out in 308 (75.9%), 72 (17.7%) and 26 (6.4%) cases. Follow
by group 1 were carried out in 109 (47.6%), 84 (36.7%) and
36 (16.7%)cases respectively. Between the two groups,
perithyroidal invasion was 29.3% and 49.0%, multifocality
was 24.9% and 32.8%, bilaterality was 13.1% and 21.4%,
lymph node metastasis was 10.1% and 18.3% respectively
with each data showing statistical significance (P <0.05).
Completion thyroidectomy was carried out in 14 cases, of
which 8 cases revealed carcinomas in the residual thyroid
lobe. The group 1 required completion thyroidectomy more
than the group 2 (P=0.026). There were less cases of lymph
node metastasis among the group 1. Nine out of the 36
cases (25%) of the group 1 which underwent lobectomy &
isthmectomy needed completion thyroidectomy, among them
6 cases (66.7%) revealed papillary carcinoma in the residual
thyroid lobe.
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Conclusion: Micropapillary cancer was discovered more
frequently by increasing the use of ultrasonography. Multi-
focality, bilateraluty and perithyroidal invasion were observed
higher in group 2 rather than group 1. However, the relation
between these facts and prognosis will need long term follow
up. (Korean J Endocrine Surg 2004;4:16-20)
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Fig. 1. The incidence of thyroid carcinoma and papillary thyroid
microcarcinoma.
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Table 1. Comparisons of clinical and pathologic characteristics in

Table 2. Comparisons of operative procedures in papillary thyroid

papillary thyroid microcarcinoma microcarcinoma
Group 1* Group 2' . Group 1* Group 2'
n=229 n=406 P Operation n=229 (%)  n=406 (%)
Age (year-old) 45.8 46.6 NS Thyroidectomy
Sex (male to female) 202 : 27 377 : 29 NS Lobectomy & isthmusectomy 38 (16.6) 27 (6.7)
Mean size (cm) 0.4 0.8 Subtotal thyroidectomy 84 (36.7) 72 (17.7)
Total thyroidect 107 (46.7 307 (75.6
Pathologic features n (%) n (%) olal tyrotdectomy (46.7) (75.6)
Multifocality 57 (24.9) 133 (32.8) .038 Lymph node dissection 72 (31.4) 162 (39.9)
Bilaterality 30 (13.1) 87 (21.4) .010 Central node dissection 63 123
Extrathyroidal Ipsilateral MRND 8 37
. 67 (29.3) 199 (49.0) <.001 .
Extension Bilateral MRND 1 2
Lymph node ;
metastasis 23 (10.0) 74 (18.2) <.001 *tumor<0.5 cm size papillary thyroid microcarcinoma; = 0.5<

*tumor<0.5 cm size papillary thyroid microcarcinoma; "05<
tumor<1 cm size papillary thyroid microcarcinoma.
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Bl xo
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group 1, group 2 FAH] 0] 16.6% %} 6.7%Z group 1°] =
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2FA) 89 2. group 29 A= 75.9% 9} 22.8% 2 group 201 A]
WY X3 AR ZHEY WE7F =% th(Table 2).

tumor<1 cm size papillary thyroid microcarcinoma.

Table 3. Comparision of completion thyroidectomy in papillary
thyroid microcarcinoma

Group 1*  Group 2 p
n=229 n=406

Completion thyroidectomy 9 5 .026

Immediate post-operation 6 3

After 1 year 3 2
Tumor in remnant thyroid

Immediate post-operation 4 0

After 1 year 2 2

*tumor<0.5 cm size papillary thyroid microcarcinoma; T05<
tumor<1 cm size papillary thyroid microcarcinoma.
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