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Association between Preoperative Serum TSH Level and Papillary Thyroid Cancers
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Purpose: Recent research has shown that there is a relationship between the level of preoperative serum TSH and a papillary
thyroid carcinoma. Therefore, this study examined the correlation between the serum TSH and papillary thyroid carcinoma.
Methods: The preoperative serum TSH level of papillary thyroid carcinoma and nodular hyperplasia of 418 patients from
2009 Jan. to 2011 Dec. was examined. The patients were divided into 3 groups, nodular hyperplasia, less than 1 ¢cm micro-
papillary carcinoma and more than 1 c¢m papillary carcinoma, and their TSH levels were compared. Results: Nodular hyper-
plasia and total papillary carcinoma was found in 98 (23.0%) and 322 (77.0%) patients, respectively. After dividing the patients
according to the size of the mass, there were 224 (53.6%) patients with a mass less than 1 cm in size and 98 (23.4%)
patients with a mass more than 1 cm in size. The preoperative serum TSH level of the 3 groups showed a significant
difference, which was 1.180£1.168 . IU/ml in the nodular hyperplasia group, 1.670+1.224 1«|U/ml in the micropapillary carci-
noma group and 2.279+2.837 . IU/ml in the papillary carcinoma group (P <0.001). On the other hand, there were no sig-
nificant correlations between the preoperative serum TSH level and gender, age, metastasis to lymph node, number of masses
and extrathyroidal extensions. Conclusion: The larger size of the papillary thyroid carcinoma, the higher the preoperative
high serum TSH level. Therefore, the stimulation of TSH can affect the progression of papillary thyroid carcinoma but more
study will be needed.
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Table 1. Tumor characteristics

Nodular hyperplasia *PTC<1 cm 1 em <PTC
Gender M : F) 1:75 21.9% : 78.1%) 31:193 (13.8% : 86.2%) 20 : 78 (20.4% : 79.6%)
Age (mean) 14~78 (46.0) 21~76 (47.9) 24~78 (52.8)
<45 38 86 33
=45 58 138 65
Extrathyroidal extension (+/—) (%) - 99/125 (44.2%) 69/29 (70.4%)
Lymph node (+/—) (%) - 72/152 (32.1%) 54/44 (55.1%)
Multiplicity
Single (%) 46 (47.9%) 150 (67.0%) 52 (53.1%)
Multiple (%) 50 (52.1%) 74 (33.0%) 46 (46.9%)
Total 96 (23%) 224 (53.6%) 98 (23.4%)
*PTC = papillary thyroid carcinoma.
Preoperative TSH
Table 2. Preoperative serum TSH level 2.5+ 2.279
NH* PTCT<1 cm 1 em<PTC P value 5
Mean TSH 1.180+1.168 1.670£1.224 2279+2.837 P<0.001 _ 1.67
(1 1U/ml) E 151
— - - - =) 1.18
*NH = nodular hyperplasia; 'PTC = papillary thyroid carcinoma. 2
51
[
Table 3. Comparison of the P value of serum TSH level between 05-
nodular hyperplasia and PTC '
P value 0 ; ; )
: *NH PTC<1cm 1cm <PTC
Nodular hyperplasia vs PTC*<1 cm P<0.063 X . . o
Nodular hyperplasia vs 1 cm<PTC P<0.001 Fig. 1. Preoperative serurP TTSH level in .each subgr9ups. ‘NH =
PTC<1 cm vs 1 cm<PTC P<0.012 nodular hyperplasia; ' PTC = papillary thyroid carcinoma.

*PTC = papillary thyroid carcinoma.

Table 4. Serum TSH level in the aspect of tumor characteristics
in papillary thyroid cancers ( xIU/ml)

PTC<1 cm P value 1 cm<PTC P value
*/N (+) 1.792+1.344 P<0.304 2.584+3.696 P<0.240
TL/N (—) 1.612£1.163 1.904+1.028
TE/E (+) 1.574+1.142 P<0.297 2.142+2917 P<0.463
§E/E (—) 1.746+1.285 2.605+2.656
Single 1.605+1.061 P<0.320 2.285+3.210 P<0.984
Multiple 1.800+1.501 2.273+2.381
*L/N ( +) = lymph node positive; L/N (—) = lymph node neg-

ative; E/E (+) = extrathyroidal extension positive; E/E (=) =
extrathyroidal extension negative.

A5 998 (44.2%)°] %A w% Tl A= 697 (70.4%)°ll
H g Bk w3 gl = d 1] A5 vl Al
2 72%(32.1%), %J-&% H(55.1%)NA FA £AE
M‘:}(Table D.
T A 84 TSH 74 & B4E4 o9 o 4484 o

N

A Fol| A 1.180+1.168 £ IU/ml, v]A§-FF7ollA] 1.670+
1224 ¢IU/ml, 28] 3 §-FoFFoll A= 2.279+2.837 1« IU/ml

2 Jehflo] A RoE AN, el A §59k
o] A7t FAESE FE A 94 TSH $527t 24 34

Hekbe 2SI A J tH(P <0.001) (Table 2, Fig. 1).
gt /\]'—?—5?—@, (Bonferroni’s adjustment) E3l Al 77+
oG elelle uf 2AA AFALI vl Al A
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RO (P<0.063), AAA HPATH FFgToNAE 9
3 2ol S HYrhP<0.001). 2l AA §F F 1 cm
o]alql 73 1 emE ZIstE A 5-E vlasols uf
< A 84 TSH =71 723k 2| (P<0012)F Hof &%
9] Z7)ol WA E & A EA TSH 5571 &S uher)
= A5 ¢ F AArk(Table 3).
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Hol gl ZFolA vl =2 7€ A 94 TSH 558 E3
O} o] AA FAA FolA S HolA ¢kkrkP<0.297, P<
0.463) (Table 4).
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