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A Clinical Review of Papillary Microcarcinoma of
the Thyroid

Bugoan Cho, M.D., Jaeyoung Choi, M.D. and Jeong-Hoon
Kim, M.D.

Purpose: Most cases of papillary microcarcinomas of the
thyroid (PMC) are not palpable and are clinically asympto-
matic. The natural history of the microcarcinoma is unclear
and remains debatable. There is continued discussion of
whether thyroid microcarcinomas should be treated surgically
and to what extent surgical removal should be extended. The
main goal of this study was to analyze the clinical features
and to determine the appropriate surgical treatment for well
differentiated PMC in one lobe of the thyroid with favorable
features in regard to consideration of radical surgery.
Methods: We studied 134 patients with the histological
diagnosis of PMC from March 2003 to January 2006. The
tumor was defined as 10 mm or less in the greatest diame-
ter according to the World Health Organization guidelines.
For all patients we confirmed the diagnosis by ultrasound-
guided fine-needle aspiration biopsy (US-FNAB) preopera-
tively. There were 11 men and 123 women. The age at initial
treatment ranged from 22 to 74 years (mean 46). Thyroid
resection was lobectomy in 31 (23.1%) and total thyroidec-
tomy (TT) in 103 (76.9%). CCND was performed routinely
at the time of thyroidectomy. Lateral neck dissection was
carried out in eight patients (5.9%) who had biopsy-proven
metastatic cervical lymphadenopathy demonstrated clinically
or by imaging. Patient records were reviewed retrospective-
ly. Categorical variables were analyzed using the chi-square
test or Fisher's exact test. Two-sided Student's t-test was
used to compare paired data.

Results: The mean tumor size was 6.77 mm. PMC was
associated in  36.6% (49/134) with lymph node metastasis,
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in 20.1% (27/134) with multifocality and in 26.9% (36/134)
with capsular invasion. The mean tumor size differences
influenced lymph node metastasis (LNM) (P < 0.05). Capsu-
lar invasion (38.8%, 19/49) and multifocality (30.6%, 15/49)
were associated with LNM (P=0.018, 0.022 respectively).
The subdivision of primary tumors according to size ( <or=5
mm vs. >5 mm) influenced multifocality (P=0.031). The
frequency of LNM, in the contralateral central compartment
of patients with lesions in one lobe of thyroid, without
capsular invasion, underwent TT with CCND in 1.7% (1/59).
Conclusion: Currently, thyroidectomy with lymph node dis-
section has been the recommended first line treatment for
microcarcinoma of the thyroid because of the high incidence
of multifocality and lymph node metastasis. However, when
we excluded patients with aggressive prognostic features we
could successfully perform lobectomy and isthmusectomy
with ipsilateral CCND based on considerations of radical
surgery (98.3%, 58/59). However, subsequent surgery for
contralateral nodes or lobe metastasis would not be easy
and a longer follow-up period would be required to confirm
our hypothesis with regard to the long term recurrence and
mortality. (Korean J Endocrine Surg 2006;6:87-93)
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B A A 8(6.0%), YA A T HA
= 114@2%)%er mxEto g 4 gL 89
(6.0%) AT dFEA =T T BHFAH &L 314, A
Zﬂzéxﬂj\ﬂr F¢ AEHEAHE 959, A AEAET ¢
T2 A5 WY IA A A s 44 399 4 A F
4

2 WYeA AVAAES TS BN 2AE] 10]
¢ TH(Table 1).



Table 1. Baseline clinicopathological characteristics of patients

(n=134)
46.21£10.71
Mean of age (range)
(22~74 years)
<45 52 (38.8%)
>45 82 (61.2%)
Gender
Male 11 (8.2%)
Female 123 (91.8%)
Tumor size (mean £SD) 6.7712.43 mm
<5 mm 39 (29.1%)
> 5 mm 95 (70.9%)
LNM*
+ 49 (36.6%)
- 85 (63.4%)
Multifocality
+ 27 (20.1%)
- 107 (79.9%)
Multifocality
os’ 107 (79.9%)
oM’ 8 (6.0%)
BS® 11 (82%)
BM' 8 (6.0%)
Extrathyroidal extension
+ 36 (26.9%)
- 98 (73.1%)
Thyroidectomy with Lymph node dissection
Lobectomy with CCND” 31 (23.1%)
TT** with CCND 95 (70.9%)
TT with right MRND ' ' 3 (22%)
TT with left MRND 4 (3.0%)
TT with both MRND 1 (0.7%)

*LNM = lymph node metastasis; '0S = one lobe single lesion;
TOM = one lobe multiple lesions; SBS = both lobe single lesion,
respectively; 'BM = both lobe multiple lesions; ICCND = central
compartment neck dissection; **TT = total tyroidectomy; TTMRND
= modified radical neck dissection.
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Table 2. Comparison of clinical features based on the ages

<45 >45 P-value
Multifocality
+ 9 (17.3%) 18 (22.0%) 0.514*
- 43 (82.7%) 64 (78.0%)
LNM
+ 19 (36.5%) 30 (36.6%) 0.996*
- 33 (63.5%) 52 (63.4%)
Extrathyroidal
extension 0.047%
+ 9 (17.3%) 27 (32.9%) '
- 43 (82.7%) 55 (67.1%)

*chi-square test.

Table 3. Comparison of clinical characteristics based on the size
of primary tumors

No. of patients (%)

. . P-value
tumor size tumor size
<5 mm >5 mm
LNM
+ 11 (28.2%) 38 (40.0%) 0.198*
- 28 (71.8%) 57 (60.0%)
Multifocality
+ 3 (1.7%) 24 (25.3%) 0.031*
- 36 (92.3%) 71 (74.7%)
Extrathyroidal
extension 0.136*
+ 7 (17.9%) 29 (30.5%) '
- 32 (82.1%) 66 (69.5%)

*chi-square or fisher’s exact test.
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Table 4. Comparison of mean values of tumor size (1SD) bet-

Table 6. Comparison of mulitifocality with thyroid capsular inva-

ween clinical factors sion
Tumor size P_value Thyroid capsular invasion
(mean =SD mm) P-value
+ J—
Multifocality
+ 7.5612.28 0.060* Multifocality
- 6.5712.44 + 11 (30.6%) 16 (16.3%) 0.069*
Extrathyroidal extension - 25 (69.4%) 82 (83.7%)
+ 7.31£1.97 0.122* Multifocality
- 6.5712.56 oS 27 (69.4%) 82 (83.7%)
LNM OM 1 (2.8%) 7 (7.1%) 0.035*
+ 7.4712.19 0.011* BS 5 (13.9%) 6 (6.1%)
- 6.36 12.48 BM 5 (13.9%) 3 (3.1%)
*Student t-test. *chi-square test.
Table 5. Comparison of clinical characteristics based on lymph Table 7. Comparison of multifocality with Gender
node metastasis
Multifocality
No. of patients with lymph P-value
. + _
node metastasis (%) P-value
+ - Gender
Male 3 (11.1%) 8 (7.5%) 0.694*
Multifocality Female 24 (88.9%) 99 (92.5%)
+ 15 (30.6%) 12 (14.1%) 0.022*
— 34 (69.4%) 73 (85.9%) *Fisher’s exact test.
Extrathyrodal extension
+ 19 (38.8%) 17 (20.0%) 0.018*
- 30 (612%) 68 (80.0%) w = Pgko] 0.035%2 F&5 4] T 2 thadolA &
Multfocality Aol B e L g agRT P FA2A el
o O O e ST A H e NER JeH st Table 6). ol
o oo o uhE Thy 44 e] BA A = PRto] 06942 BA HQl oe]
. 0 . 0
= Yoy Aol A . 2
BM 7143% 1 (12%) AR o FAb A 3e/1100(27.3%) 2 I 2} 244] /1234
(183%)E th thA/do] =7 Lhghth(Table 7).
Gender
Male 7 (14.3%) 4 (4.7%) 0.098* 3) l7=||./é|_ AN %§o 0_” E'Ol'5| 4 5 9" Eg lelL
Female 42 (857%) 81 (95.3%)

*chi-square test.
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Table 8. Relation between single lobe multifocality and various
clinincal features (n=115)

Table 9. Relation between capsular invasion and LNM in one lobe
PMC

Single lesion in ~ Multifocal in

one lobe one lobe P-value*
Gender
Female 99 (92.5%) 7 (87.5%) 0.490
Male 8 (7.5%) 1 (12.5%)
Tumor size (cm)
<0.5 36 (33.6%) 1 (12.5%) 0.433
>0.5 71 (66.4%) 7 (87.5%)
Age (years)
<45 43 (40.2%) 2 (25.0%) 0.479
>45 64 (59.8%) 6 (75.0%)
Capsular invasion
+ 25 (23.4%) 1 (12.5%) 0.681
- 82 (76.6%) 7 (87.5%)
LNM
+ 34 (31.8%) 3 (37.5%) 0.711
- 73 (68.2%) 5 (62.5%)
Contralateral
lobe pathology
Unremarkable 43 (55.8%) 4 (57.1%)
Hashimoto’s 14 (18.2%) 1 (14.3%)
thyroiditis
Nodular hyperplasia 14 (18.2%) 1 (14.3%)
Follicular adenoma 6 (7.8%) 1 (14.3%)
*chi-square or Fisher’s exact test
Aol 4 WARFTY PFAGe AY, T 2717
B mm /1), vhol FRUSA /1), A 315 2y of
B, WA TG AFEEAE do] o, aga HES T
ARPZA Aol f7 BRolA B Was gysn 7
M W FA%A frolgol fo Y A g
WolRol mE HAl F% AR YT Ho| oo} uAZ
T BHrEEd dolgk= Pghol Zkzt 00158t 001603
SAA o] BATKHTable 8, 9).
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A7 1 cm o]3te] FFALE PlARF AR
1988'd World Health Organization (WHO) A A 2] S W #
th(l) L o] doll= golet Hefo] o7 AR 7F Ho]
B & v wst 77 A=Ak 718, A7 1.5 cm ©] 81 small
papillary carcinomaz} EgHE| A FHoly d4Ho =
oS e iS5 UMY A A A s
A 93] A" ¢ ZAA 9Hoceult papillary carcinoma)
%2 incidentaloma® 7|& % 7% 3P o EALS FAY

L

Capsular invasion in
unilateral lobe

P-value*
+ —
Contralateral LNM
—+ 4 (19.0%) 1 (1.7%)
0.016
— 17 (81.0%) 58 (98.3%)
Central LNM
—+ 11 (52.4%) 14 (23.2%) 0015
— 10 (47.6%) 45 (76.3%) '

*chi-square or Fisher’s exact test.
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