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Lee, M.D., Say-Jun Kim, M.D., Jung-Koo Kim, M.D.,
Chang-Joon Ahn, M.D. and Kwan-Ju Lee, M.D.

Purpose: Although the detected incidence of papillary thy-
roid microcarcinoma (PTMC) has increased with develop-
ment of ultrasonography and fine-needle aspiration biopsy,
the best treatment has not yet been established. Treatment
decisions require information on many factors including
lymph node metastasis, extrathyroidal extension, and bila-
terality. With this aim, the present study analyzed clin-
icopathologic features of PTMC according to cut-off of tu-
mor size.

Methods: The clinicopathologic features of patients with
PTMC between January 2007 and December 2009 were
reviewed retrospectively from medical records. Patients
were divided according to tumors lesser than or equal to
cut-off (Group 1) and tumors exceeding cut-off (Group II).
Results: Both capsule invasion and lymphovascular in-
vasion were significantly different at all cut-off diameters (5
~9 mm). Central node metastasis revealed a difference
in all cut-off values except 8 mm. Extrathyroidal extension
differed at all cut-off values except 5 mm. Bilaterality dis-
played a statistically significantdifference only at the 8 mm
cut-off.

Conclusion: A cut-off of 5 mm represents a safe value to
discriminate less aggressive from aggressive treatment for
PTMC. (Korean J Endocrine Surg 2010;10:152-156)
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T 5] TAAE "1z AAES 2ol A3 ekt 5 g=ZA Aol 113949l 355%0014 P-P=ZI HHe
T A 2eTellA A 2| A &7o] HolA] gk 11278(35.2%), 4542 627(19.5%), thHA 2 1027 (32.1%),
ddHer gz Aozt A=A =, vhol7t 454 o] TEe A4 AZAZE 25298 (792%)l A Al ek
Ao A AFE G5 AAEs ASAHL o)l W F (Table 1).
FRFHZA AAELE FFNA AR FE A 4 Table 29} Table 32 %429 2 Z7]dl] & I3t
5ol Rz Ao|7t A HAUAU diE e A FAEF A 540 FAANE Kol ] A Aol o=
Rz AAlEs T T A DA} A A Bk A7 A= HolA| ¢kgirt. 45415 7|F & IAE U E
AT el TAE A A ebol obd g Al vt 73-%, 5 mm o|s}e] Foll Kl 5 mmE 2Iee 279
I fFEE Ak shake A9l = Ak T4E 2 TollA 454 o] 49| AT} SAIF R Bk
Fde] 2715,6,7,8, 9 mmE 7|F2E UFAUL 34}
=% 4 37 ol3te] F(group DI} T IV v T
(group ) &2 }7o] AH, 454] 7129 vhel, T4+ © Table 1. Clinicopathologic features of papillary thyroid micro-
= Aol, sk A, A 8 A, Wz A, carcinoma
o], k4, kel ojal vl LAl O e
4o gaae) el BF Fool EAlehs 492 A
Slehl b e SISt Aglol ATl o) olghel 73 Gender
$2 Aolstgd el EAX] gl Chi-square, Fisher’s exact test Ilz/irlleale 3(1)2 847)3)
£ o] &3k3LaL P value?} 005 |l A5 SAITFH Y 9 Capsule invasion 120 (37.7)
vl 7k Qe #kslgict Extrathyroidal extension 79 (24.8)
Central node metastasis 113 (35.5)
=7 1} Lymphovascular invasion 112 (35.2)
Type of surgery
= wo] Blal & UAlS 1gm oA o Lobectomy. 66 (20.8)
% 31899 A T FAS 189 (5.7%), oA 300 Total thyroidectomy 252 (79.2)
(94.3%)°1% ek =k WL 1209l 37.7%0l4 BEE Q) Bilaterality 62 (19.5)
A 7HAA 9] A2 79 (24.8%)0l| A BEE]| Qi) Sl Multifocality 102 (32.1)

Table 2. Analysis of clinicopathologic features of papillary thyroid microcarcinoma according to 5 mm, 6 mm, and 7 mm cut-off

Patients (%)

5 mm cut-off 6 mm cut-off 7 mm cut-off
P value P value P value
Group 1 Group 11 Group 1 Group 11 Group 1 Group 11
Gender 0.79 0.65 0.44
Male 8 (6.1) 10 (5.4) 11 (6.2) 7 (5.0) 14 (6.3) 4 (4.2)
Female 124 (93.9) 176 (94.6) 167 (93.8) 133 (95.0) 208 (93.7) 92 (95.8)
Age (years) 0.02 0.09 0.26
<45 57 (43.2) 57 (30.6) 71 (39.9) 43 (30.7) 84 (37.8) 30 (31.3)
>45s 75 (56.8) 129 (69.4) 107 (60.1) 97 (69.3) 138 (62.2) 66 (68.8)
Capsule invasion 35 (26.5) 85 (45.7) 0.001 50 (28.1) 70 (50.0) <0.001 70 (31.5) 50 (52.1) 0.001
ETE* 27 (20.5) 52 (28.0) 0.12 33 (18.5) 46 (32.9) 0.003 46 (20.7) 33 (344) 0.01
CN' metastasis 37 (28.0) 76 (40.9) 0.019 52 (29.2) 61 (43.6) 0.008 70 (31.5) 43 (44.8) 0.023
LV' invasion 37 (29.8) 75 (41.7) 0.036 50 (29.8) 62 (45.6) 0.004 69 (33.0) 43 (45.3) 0.04
Type of surgery <0.001 0.002 0.003
Lobectomy 41 (31.1) 25 (13.4) 48 (27.0) 18 (12.9) 56 (25.2) 10 (10.4)
Total thyroidectomy 91 (68.9) 161 (86.6) 130 (73.0) 122 (87.1) 166 (74.8) 86 (89.6)
Bilaterality§ 18 (19.8) 44 (27.3) 0.181 29 (22.3) 33 (27.0) 0.38 37 (22.3) 25 (29.1) 0.236
Multifocality 33 (25.00 69 (37.1) 0.023 52 (29.2) 50 (35.7) 0.21 65 (29.3) 37 (38.5) 0.104

*Extrathyroidal extension; T Central node; TLymphvasculalr; The case that was not described about lymphovascular invasion was excluded;

“The patients who underwent lobecotmy were excluded.
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Table 3. Analysis of clinicopathologic features of papillary thyroid microcarcinoma according to 8 mm and 9 mm cut-off

Patients (%)

8 mm cut-off

9 mm cut-off

P value P value
Group 1 Group 1I Group 1 Group 1I
Gender 0.42 0.28
Male 16 (6.2) 2 (3.4 17 (6.2) 122
Female 244 (93.8) 56 (96.6) 256 (93.8) 44 (97.8)
Age (years) 0.58 0.29
<45 95 (36.5) 19 (32.8) 101 (37.0) 13 (28.9)
=>45s 165 (63.5) 39 (67.2) 172 (63.0) 32 (71.1)
Capsule invasion 88 (33.8) 32 (55.2) 0.002 96 (35.2) 24 (53.3) 0.02
ETE* 57 (21.9) 22 (37.9) 0.011 62 (22.7) 17 (37.8) 0.03
CN' metastasis 87 (33.5) 26 (44.8) 0.102 91 (33.3) 22 (48.9) 0.04
LV' invasion 84 (34.0) 28 (49.1) 0.03 90 (34.6) 22 (50.0) 0.05
Type of surgery <0.001 0.004
Lobectomy 64 (24.6) 2 (34 64 (23.4) 2 (44)
Total thyroidectomy 196 (75.4) 56 (96.6) 209 (76.6) 43 (95.6)
Bilaterality§ 42 (21.4) 20 (35.7) 0.029 48 (23.0) 14 (32.6) 0.18
Multifocality 74 (28.5) 28 (48.3) 0.003 81 (29.7) 21 (46.7) 0.024

*Extrathyroidal extension; T Central node; TLymphvasculalr; The case that was not described about lymphovascular invasion was excluded;

The patients who underwent lobecotmy were excluded.
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