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Prognostic Factors for Biochemical Cure in
Patients with Medullary Carcinoma of Thyroid

Jeong-Han Kim, M.D., Sang-wook Kim, M.D., Seok-Jin
Nam, M.D., Jeong-meen Seo, M.D. and Jung-Hyun Yang,
M.D.

Purpose: Medullary thyroid carcinoma (MTC) is an un-
common thyroid tumor. Calcitonin (CT) is a very specific
marker of this cancer and has a major place in the post-
operative follow-up. The aim of this study was to evaluate
the outcome of surgical treatment for MTC and to identify
the prognostic factors for the normalization of CT after
surgery.

Methods: Retrospective analysis of 29 patients with MTC
from 1994 to 2002 in Samsung Medical Center was carried
out.

Results: 22 female and 7 male were identified and their
mean age was 46.9 years. Mean follow-up was 42.7 months.
5 patients had MEN2a; all had pheochromocytoma and 2
among them had hyperplasia of parathyroid gland. The
majority of patients (86.2%) presented with a palpable neck
mass and 23 patients were diagnosed with MTC pre-
operatively. Total thyroidectomy with or without neck dissec-
tion was performed in all patients. Cervical lymph node
involvement was detected in 34.5% of these patients. Basal
CT levels were found to be normal in 15 patients (51.7%)
postoperatively. 1 distant metastasis, 6 loco-regional meta-
stases and 1 death were observed during follow-up period.
Overall survival rate was 94.7% and disease-free survival
rate was 62.9% at 5 years. Univariate analysis showed that
extra-thyroidal invasion and involvement of lymph node were
significant prognostic factors for normalization of CT after
surgery.

Conclusion: Considering the high recurrence rate in the
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thyroid bed and cervical lymph node, more extensive and
thorough neck dissection is needed for the treatment of
MTC. (Korean J Endocrine Surg 2003;3:121-126)

Key Word: Medillary cancer of thyroid
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Department of Surgery, Seoul National University College of
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Table 1. Preoperative diagnosis of the thyroid nodules

Diagnosed as medullary carcinoma 21
FNAC: medullary ca. 12
FNAC: non-medullary ca., elevated calcitonin 7
RET mutation(+) or MEN IIA 2

Diagnosed as other tumor

6

Other malignancy, calcitonin: unchecked)
Unknown 2
Total 29

i, YA 134 F A fESS TS A TEeE
JAHRD A7t 74, FHo2 AGHUALA B571 64
Aot 1 9 33 A- giske A8 St calcitonind 7
At A dsE 2HE BolAY 2 EEF AdE o] 2
Ad A5 2Fste] 299 F 2190(724%) o] Fa A
A FAGeE Adwrs = dd. e A d4H
o7} HAHNUY Afve 162 oy = Holrt Utk
(Table 1).
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Table 2. Primary operations for MTC

No. of patients %
T 3 10.3
T+C 14 48.3
T+C+I 8 27.6
T+C+I+CL 3 10.3
Palliative debulking 1 34
Total 29 100

*T-total thyroidectomy, C-central neck dissection, I-ipsilat; neck
dissection, CL-contralat; neck dissection



Table 3. Pathologic findings

Table 4. Prognostic factors for the normalization of calcitonin (I)

Tumor size (n=27) <1 cm 7
<3 cm 10
<5 cm
5 em< 3

Extra-capsular invasion (n=27) Yes 9

No 18

Bilateral or multiple tumor (n=27) Yes 9

No 18
Metastasis to L/N Yes 10
No 19
a4 o Fo] dis] AHRgES w) 7HA ol F3E A
W 49 186, A ok g o) 2389 27
o] A9 B¢7F94(333%) Rt TFY thEA = dF
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Normalized Not P-value*
Sex
Female 13 9
0.159
Male 2 5
Age
<40 5
s 0.597
>41 yrs 10 8
Association with MEN
Yes 3 2 0.684
No 12 12 ’
Palpability
Yes 12 11
0.924
No 3 3

*chi-square test

Table 5. Prognostic factors for the normalization of calcitonin (II)

Normalized Not P-value
Preop. calcitonin level
<1000 8 2
0.044
> 1000 7
Tumor size
<2 cm 8 5
0.256
>2 cm 6 9
Extrathyroidal extension
Yes 1 8
0.003
No 13 5
Bilateral or multiple
Yes 4 6
0.345
No 10 7
L/N metastasis
Y 0 10
es 0.000
No 15 4
8) = = calcitonin H 4510 FES 0|X|i= of FLIA}
=2

d A2 A AW, A%, MENZS] A4, T4 =X
A%, 5% A clcitonin 579} £ R, £} 27, F
FO) 1A 9 A o, A T PS4 o, Y=
A o] oo tiste] 4% F calcitonin FF3}el| 1] X &
Fe i EAGAS W £ A ZAED A7 2
SEE(P=0.044), 1A 24 AFo] ¢S A $(0.003)
g2 o)zt gl 000, SARH O Folghl &
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