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A Clinical Review of 1547 Cases of Thyroid Nodule
— Excluding Diffuse Hyperplasia —

Weon Gap Park, M.D., Samuel Lee, M.D,,
Sung Soo Oh, M.D,, Yoon Kyu Park, M.D.

Department of Surgery, Presbyterian Medical Center, Chonju, Korea

A pathologic review was made of 1547 cases of thyroid nodule during the 20 years from
1970 to 1989 at the department of Head and Neck surgery of Presbyterian Medical Center
in Chonju.

1547 cases were analysed in regard to cancer incidence of thyroid nodule, correlation of
preoperative diagnosis with pathology and of frozen section diagnosis with final pathology,
surgical procedures employed in managing thyroid itself, location of metastatic nodes, further
definite procedure in cnacer cases, effectiveness of prophylactic neck dissection with lymph
node pathology. The results are summarized as follows -

1) The cancer incidence of thyroid nodule was 21.7%.

2) The incidence of thyroid cnacer in total neoplasms increased from 16% to 29%.

3) The thyroid cancer was prevalent in female(59 : 1) and in fifth, fourth and sixth decade
of life.

4) The incidence of solitary cold nodule in thyroid cancer was 72.7% (210/289).

5) The incidence of thyroid cancer in solitary cold nodule was 28.7% (210/782).

6) The false negative of frozen section(1240 cases) was 19.8%.

7) Histologically, well differentiated carcinoma comprises about 94% of all cases and papillary
carcinoma was 785% of all cases.

8) The most frequent lymphatic metastasis was pre- & paratrachel nodes(63.3%), followed
by Level II(50%) and Level 11(47.7%).

9) 47.7% among 130 cases of papillary adenocarcinoma and 12.5% among 16 cases of follicu-
lar adenocarcinoma, each group treated with prophylactic neck dissection, were confirmed to

be occult cervical node metastasis.
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Fig. 1. Incidence of thyroid cancer(Excluding diffuse hvperplasia).
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Fig. 2. Incidence of thyroid cancer in neoplasms.
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Fig. 3. Sex Distribution.

Bl 0mAR e o
X3 Fg 4.

H2o HAA 9 70.9% 7} B

ZAA 0] 11959)9) whA, chabad AH & 329
ZAZAo| 3ufol} Byrh ¢ NEE
AR NME 26.4%(315/1195), t}akA

= 20.7%(68/329) 2 A iy FAo|

Bl 7} =9t} (Table 1).

i

it

¢
il

[s

FAL 2

32 FAL(thyroid scan) & ¥He A}ZL 1063
Yolglth o]F MdFo] 6014, ARo] 594,
Hashimoto#] ZHAFA o] 594, o] 2894 %t}
Al ere] 72.79% (210/289) 7} T

A
or=Zo
n o

A cold 22 &

84

Bngon, Dby cold A9 28.7%(210/732)7}
olo) ¢l t}H(Table 2).

e

EE o|8F AAM ¢
197@1]:?:5'«1 T 51.6%,
= 81.8% G th(Table 3).

> BN

244 {E‘roﬂ/‘i FHoz JTEReY, 9

FREEAA god 1} A9E £ 358 o F 714
(19. 8%)3’iﬁ}
OAEE 802%, EolEE 99.1% QY A8

A r{r

93.6% Atk SAAANA otoz ety 7g o



. Total

@ Cancer
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Table 1. Incidence of cancer according to nodula-

ity
Benign Cancer %
Single nodule 880 315  315/1195(26.4%)
Multiple nodule 261 68 68/ 329(20.7%)
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Table 2. Thyroid scan findings
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Finding Adenomatous Hashimoto’ s
. Adenoma . Lo Cyst Cancer
Histoloy goiter thyroiditis ’
Normal 48 10 10 4 33
Cold nodule
Solimy(732) 436 29 14 43 210
Multiple 26 5 6 2 14
Hot nodule
Solitary 7
Multiple 39 4 3 2 9
Diffuse 27 7 16 3 7
enlargement
Diffuse decreased 20 2 3 3 16
uptkae
Total 601 59 59 55 289
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Table 3. Accuracy of preoperative diagnosis

Table 5. Pathological type of thyroid cancer

Benign Malignancy Pathology Number %
Benign nodule 1050 185 Papillary 299 78.5
Malignant nodule 92 197 Follicular 58 15.2
*Sensitivity © 51.6 % Mixed 14 3.7
*Specificity : 91.9% Medullary 3
* Accuracy . 81.8% Epidermoid 3
Table 4. Accuracy of frozen section diagnosis Adenocarcinoma ! 2.6
Final Spindle & giant 2
¥/S pathology Cancer Benign Hiithle 1
Cancer 987 3 Mucoepidermoid 1
Benign 71 874
* Sensitivity : 80.2% Hgo] 80% ol Z UIRE FHAT FEo] 4
*Speficiy  99.1% 771 gR0n, olF 29 BE IAE 4%
Accuracy © 95.6% g0l 65%8 AAHA uhd, Hode 9F
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Fig. 5. Location of positive nodes in cnacer.
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Fig. 6. Types of neck dissection in thyroid cancer.

Table 6. Surgical procedure in managing thyroid it-
self

Table 7. Effectiveness of prophylactic neck dissec-

tion
Cancer Benign Patholgy Positive node Negative node
Biopsy or removal of 5 51 Papillary 62(47.7%) 68(52.3%)
thyroid nodule Follicular 2(12.5%) 14(87.5%)
Isthmectomy 7 38
Subtotal lobectomy 2 106 o _
Lobectomy, total 70(18.4%) 603(52.8%) ;2) oqwgz% ay H%EEI 284
Lobectomy & isthmectomy 55 148 sddE 52 97 EEOA goz Jus
subtotal thyroidecomy ~ 171(45%) 154(13.5%) o7 HBEE ARF A9 2309 AU ol F
Near total thyroidectorny 19 25 Fad dutd Mot FXE e 794 (34.4%)
Total thyroidectomy 48 18 Aotk A d9d Aozt FXHAE %o,
330 113 ooz NgE A% BREE 15162 F54
AgHge] 1309], ARG HgFo] 169, TTF
ALFol 785%2 AL BRAT, JxF HLFOl  grzo) ey}

152%, Y ¢Fo] 8.7% Ik 29, +
Ato)3q), FH o =0 34, spindle & giant cell
typeo] 24, A%, Huthle cell, AR F FFol
Z+7F 149} (Table 6).
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(Fig. 5).
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