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Bilaterality of Papillary Thyroid Carcinoma: Anal-
ysis of Clinicopathologic Factors and the Value
of Preoperative Ultrasonography

Hee Seung Lee, M.D., Beom Seok Kwak, M.D., Yeon
Dae Kim, M.D., Hong Yong Kim, M.D., Young Jin Park,
M.D., Yong Hae Baik, M.D., Min Gu Oh, M.D. and Won
Yong Choi, M.D.

Purpose: Papillary thyroid carcinoma (PTC) is the most
common endocrine malignancy. The extent of the initial sur-
gical treatment for PTC is still controversial and the bi-
laterality of PTC is an important factor for determining the
extent of surgical resection. The aim of this study was to
analyze clinicopathologic factors and the value of pre-
operative ultrasonography (PU) for bilateral tumor.
Methods: We retrospectively reviewed clinicopathologic fac-
tors and PU findings of 91 patients who underwent total
thyroidectomy for PTC at the Dongguk University llsan
Hospital from January 2006 to April 2009.

Results: Of the 91 patients, 28 (30.7%) had bilateral PTC
in postoperative pathology. Of these 28 patients, only 18
patients (64.3%) were checked for bilateral PTC by PU find-
ings and fine needle aspiration cytology. Sensitivity and
specificity for bilaterality of PTC were 64.3% and 85.7%,
respectively. The presence of benign nodules or malignant
nodules in the same lobe in PU (P=0.008) and post-oper-
ative pathology (P=0.014) were statistically correlated with
bilaterality.

Conclusion: For the surgical care of PTC, bilaterality must
always be considered, even though the tumor is diagnosed
unilateral small PTC. PU in PTC patients has limited diag-
nostic value for bilateral PTC. (Korean J Endocrine Surg
2009;9:85-89)
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Table 1. Clinical characteristics of patients

Characteristics
Sex (M/F) 91 (11/80)
Age (yests) 48.81+11.10
<45 35 (38.5%)
=45 56 (61.5%)
Cancer size by USG* (cm) 1.414+0.864
Cancer size by Biopsy (cm) 1.327+0.828

*Ultrasonography.

Bilaterality

[ True positive-18 case
[ False positive-9 case
[ True negative-54 case
Il False negative-10 case

= Sensitivity-64.3%

= Specificity-85.7%

= Positive predictive value-84.4%
» Negative predictive value-66.7%

Fig. 1. Ultrasonographic assessment for bilaterality of the papillary
thyroid carcinoma.
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Table 2. Correlation of clinical factors and ultrasonography Table 3. Correlation of pathologic factors with bilaterlaity in the
findings with bilaterlaity in the papillary thyroid papillary thyroid carcinoma patients
carcinoma patients Bilaterality
; ; Factors P value
Factors Bilaterality P value No Yes
No Yes Multifocality 0.014

Sex 0.787 No 23 (56.1%) 18 (43.9%)

Female 55 (68.8%) 25 (31.3%) Yes 40 (80.0%) 10 (20.0%)

Male 8 (72.7%) 3 (27.3%) Size (cm) 0.624
Age (yesrs) 0.720 <1.0 28 (66.7%) 14 (33.3%)

<45 25 (71.4%) 10 (28.6%) >1.0 35 (71.4%) 14 (28.6%)

=45 38 (67.9%) 18 (32.1%) Thyroiditis 0.148
AMES system* 0.914 No 52 (675%) 25 (32.5%)

Low risk 24 (68.6%) 11 (31.4%) Yes 26 (81.3%) 6 (18.8%)

High risk 39 (69.6%) 17 (30.4%) Tumor margin 0.389
Size (cm) 0.122 Infiltrative 44 (66.7%) 22 (33.3%)

<1.0 25 (61.0%) 16 (39.0%) Pushing 19 (76.0%) 6 (24.0%)

>1.0 38 (76.0%) 12 (24.0%) Extrathyroidal invasion 0.914
Multifocality 0.008 No 24 (68.6%) 11 (31.4%)

No 29 (85.3%) 5 (14.7%) Yes 39 (69.6%) 17 (30.4%)

Yes 34 (59.6%) 23 (40.4%) Lymphovascular invasion 0.179
Calcification 0.970 No 55 (72.4%) 21 (27.6%)

No 43 (69.4%) 18 (30.6%) Yes 7 (53.8%) 6 (46.2%)

Yes 20 (69.0%) 9 (31.0%) Lymph node metastasis 0.470
Lymph node metastasis 0.095 No 41 (71.9%) 16 (28.1%)

No 47 (65.3%) 25 (34.7%) Yes 22 (64.7%) 12 (35.3%)

Yes 16 (84.2%) 3 (15.8%)

*Age, distant metastasis, extent of primary tumor, size of tumor.
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