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The Prognostic Factors and Therapeutic Strategy
for Papillary Thyroid Microcarcinoma

Kyung Min Kim, M.D., Min Su Cho, M.D.", Yong Hyun
Choi, M.D., Keum Seok Bae, M.D. and Seong Joon
Kang, M.D.

Purpose: The objectives of this study were to define the
prognostic factors of papillary microcarcinoma of the thyroid
(PMCT), to analyse their histopathologic and epidemiologic
characteristics and to investigate the optimal therapeutic
management.

Methods: Our series included 254 consecutive patents who
were affected by PMCT and who were operated on by the
same surgeon between 1985 and 2002 among a total of
3,100 patients who underwent thyroid surgery. All the surgi-
cal specimens were examined in the same Department of
Pathology. The prognostic factors were evaluated by uni-
and multivariate statistical analyses.

Results: The histopathologic characteristics such as vas-
cular extension, infiltration into the adjacent parenchyma, a
larger primary tumor (size >5 mm) or tumor in the thyroid
capsule were all indicative of a poor prognosis. For the pat-
ents with poor prognostic factors and who were treated by
partial thyroidectomy alone, the prevalence of recurrent dis-
ease was higher than that for the patients who were with
treated by total thyroidectomy and 131 iodine admini-
stration.

Conclusion: According to the prognostic factors, different
therapeutic modalities could be proposed to treat patients
with pillary thyroid microcarcinoma. It is reasonable to per-
form total thyroidectomy and 131 iodine therapy for patients
with PMCT and who have high risk factors. (Korean J
Endocrine Surg 2008;8:177-182)
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Table 1. Clinical characteristics of PTM

. Intr.athyroid Lymp}.1 node . Ext.rathyroid P value*
microcarcinoma (n=210) metastasis (n=30) invasion (n=14)
Age at diagnosis (mean+SD, y) 47.3%13.5 50.2+11.2 55.248.9 B, C
Gender, no. F/M (ratio) 179/31 (5.8 : 1) 24/6 (41 1) 10/4 (2.5: 1) B, C
Operative method, 147/63 2.3 : 1) 327 (0.1: 1) 0/14 (0) <05
no. partial/total thyroidectomy (ratio)
Tumor size, mean+SD, cm 0.59+0.04 0.72+0.05 0.83+0.04 A, B
Present status, 206/4 (51.5: 1) 282 (14 : 1) 10/4 2.5: 1) <.05
no. disease free/non-disease free (ratio)
Survival, no. yes/no (ratio) 195/10 (19.5: )" 282 (14: 1 122 6: D7 <.05

PTM = papillary thyroid microcarcinoma; Extrathyroid invasion = histopathologic characteristics such as the vascular extension, infiltraion
into the adjacent parenchyma or in the thyroid capsule; partial = lobectomy and isthmectomy. *A indicates P<.05 for intrathyroid vs

lymph node groups; B, P<.05 for intrathyroid vs extrathyroid groups; and C, P<.05 for lymph node vs extrathyroid groups.

died of causes other than thyroid cancer.
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Table 2. Classification of PTM FNAC, frozen, and final pathology

Time of PTM finding (n=254)

Preoperative diagnosis Diagnosed during Final histopathological

(FNAC) (n=51) operation (Frozen) (n=178)  diagnosis (n=25) P valuer
Age at diagnosis (mean+SD, y) 53.249.3 47.5%£10.2 41.7£7.3 B, C
Operative method, 40/11 3.6 : 1) 90/88 (1:1) 20/5 (1 :4) <.05
no. partial/total thyroidectomy (ratio)
Tumor size, mean+SD, cm 0.71+0.06 0.63+0.04 0.33+0.05 B, C
TNM stage, no. stage 1/Stages 2~4 (ratio) 46/5 9.2: 1) 166/12 (13.8 : 1) 22/3 (7.3 : 1) B, C
Present status, 48/3 (16 : 1) 171/7 244 : 1) 25/0 (NA) .43

no. disease free/non-disease free (ratio)

PTM = papillary thyroid microcarcinoma; FNAC = fine-needle aspiration cytology; NA = not applicable; partial = lobectomy and
isthmectomy. *A indicates P<.05 for FNAC vs Frozen; B, P<.05 for FNAC vs final histopathological diagnosis; and C, P<.05 for
Frozen vs final histopathological diagnosis.

Table 3. Clinical characteristics of PTM categorized into high- or low-risk group

Low risk (n=233) High risk (n=21) P value*
Age at diagnosis (meantSD, y) 46.8+9.8 62.3£13.2 <.05
Gender, no. F/M (ratio) 204/29 (7.0 : 1) 10/11 (09 : 1) <.05
Operative method, 145/88 (1.6 : 1) 5/16 (0.3 : 1) <.05
no. partial/total thyroidectomy (ratio)
Tumor size, mean+SD, cm 0.60+0.03 0.82+0.01 .16
Present status, 2312 (1155 : 1) 13/8 (1.6 : 1) <.05
no. disease free/non-disease free (ratio)
Survival, no. yes/no (ratio) 223/10% 17/4* NS’

PTM = papillary thyroid microcarcinoma; NS = not significant; partial = lobectomy and isthmectomy. *All patients died of causes other
than thyroid cancer. TOnly compared patients who died of thyroid cancer and patients who survived (223/0 vs 17/0).
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Table 4. Comparison of clinical characteristics of PTM, based
on the size of primary tumors

No. of patients (%)

Tumor size  Tumor size P valuer
<5 mm =5 mm
Total patients 72 182 -
Mean+SD
Age (y) 45.8+%6.5  49.0+7.5 0.03
Tumor size (cm) 0.39+0.02 0.71£0.04 <.001
Follow-up (y) 14.8+4.4  15.4+4.8 0.6
Gender no. F/M (ratio) 60/12 153/29 0.4
G:1 53:1)
Extrathyroidal extension 2 (2.7 12 (6.5) <.05
Lymph node metastasis 9 (12.5) 21 (11.5) 0.45
Multifocal disease 4 (5.6) 8 4.4) 0.17
DM at presentation 0 0 -
Thyroid surgery <.05
Total thyroidectomy 23 (31.9) 81 (44.5) -
Partial thyroidectomy 49 (68.1) 101 (55.5) -
Lymph node surgery 0.21
Not LN excised 31 43.1) 53 (29.1) -
Sampling 20 (27.8) 48 (26.4) -
Neck dissection 21 (29.2) 73 (40.1) -
Radio iodine ablation 20 (27.8) 78 429) <.05

DM = distant metastasis.
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Table 5. Comparison of clinical outcome of PTM, based on the
size of primary tumors

No. of patients (%)

Tumor size  Tumor size P value
<5 mm =5 mm
Recurrences
Locoregional
Thyroid bed 0 0 -
Lymph node 1 (1.4) 9 49 <.05
Distant metastasis 0 0 -

Status at last follow-up
Alive with no disease
Alive with disease

Locoregional 0
Distant metastasis 0
0
7

65 (90.3) 175 (96.2) -

Died of disease

Died of other disease
Ten year survival (%)

Disease-specific survival 100 100 -

Local-regional failure-free 100 978t 0.47

survival
Distant metastasis failure-free 100 100 -
survival

Tpatients who have local-regional failure-free (178/182).

A gl AEEol gk A% AAE Tt X &R
o F 4312} AGES (age, tumor grade, extent of disease, size),
AMES (age, distant metastasis, extent of primary tumor, size),
MACIS (metastasis, age, completeness of resection, invasion,
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