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Diagnosis and Treatment of Papillary Thyroid Microcarcinoma(PMC)

Kyung Seok Yoon, M.D., Sung Soo Oh, M.D.,
Sung Gil Park, M.D., Eul Sam Chung, M.D.

Department of Surgery, Presbyterian Medical Center, Chonju, Korea

Objectives : Papillary microcarcinoma of the thyroid was evaluated as to the effectiveness of
diagnostic modalities, lymphatic spread pattern, and therapeutic decision according to tumor size.

Material and Methods : We retrospectively analyzed a clinicopathologic findings of 72 pa-
pillary microcarcinoma patients who were treated at the over 11 years between 1985 and 1995.
The authors divided papillary microcarcinoma of the thyroid into two subgroups according to
tumor size : 0<5mm and 5<0<10mm. An analysis including age and gender distribution,
diagnostic tools(thyroid sonogram, thyroid scan, thyroid function test, fine needle aspiration
cytology, frozen section), pathological examination of lymphnode, and surgical procedures was
carried out in each subgroups.

Results : The carcinoma of smaller than 5mm were found in 32 patients, and of 6 - 10mm
were in 40 patients. The average age of patients was 45years and all of them were female, Cold
nodules on thyroid scan were noticed in 53 patientss and normal findings were in 15 patients.
Suspicious malignant lesions(fine calcification, solid mass, irregular margin) on thyroid sonog-
raphy were detected in 23 patients and the sonography was more useful in detecting 0<5mm
small sized lesions than other diagnostic methods. FNAC were performed in 17 patients, and 7
patients were diagnosed as having thyroid papillary cancer. But diagnotic rate in 0=<5mm small
sized lesions was very low(one of eights).Frozen section were performed in all patients, among
these 15 patients were diagnosed as being benign diseases and false negative rates were higher
in 0=5mm small sized lesions than in 5<0=10mm sized lesions(p-value <0.006). Only thy-
roidectomies were performed in 24 patients and thyroidectomy with node dissections in 48
patients. The lymphnode metastatic rates were much higher in multifocal lesions(61.5%) than in
single lesion. The incidence of cervical lymphnode metastasis was 19.4% in 0<5mm sized
lesions and 47.9% in 5<0=10mm sized lesions. Postoperative management were performed
with TSH suppression therapy(T4, synthroid) in all patients and RI therapy in 29 patients.

Conclusion : On the basis of our study, improved preoperative diagnostic tools for papillary
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microcarcinoma of the thyroid was helpful in the choice of surgical treatment. As a result of
techninological progress(ultrasonography, FNAC), the pencentage of the discovery of papillary
microcarcinoma has been increased. The thyroid ultrasonography was useful in detecting small
sized lesions(0<5mm), but FNAC may not be beneficial in detecting small sized lesions(0<
5mm). In the surgical procedure, thyroid lobectomy alone should be avoided because of the

high rate of bilaterality and multifocality.

KEY WORDS : Papillary microcarcinoma - Lymphnode metastasis - FNAC - Thyroid sonogram.
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Table 1. Age and Gender Distribution according to tu-

mor size
Age \ Tumor size  <5mm >5mm Total
-20 4 0 4
21-30 2 6 8
31-40 7 12 19
41 -50 7 6 13
51-60 7 13 20
61— 5 3 8
Gender \ Tumor size  <5mm(n=32) >5mm(n=40)
Male 4 6
Female 28 34

2. 4YM FHUAL A AN

18N A 9L FAE A3l oF
cold nodule©] 53%HlA hot noduleo] 29olx e}
%o™, mixed noduleol 1%HeolA #ZHJ} =3
157l B34S Bt vlA §5 33AUS 9
A Qe 272 223 E 5 gAtHTable 2).

3. UYM X3 AW

23ol 4 A3 298 NAFEd 45 vl g
A eke] A g A38)3} (calcification) M4, n¥ 23}
(solid mass) 28]3 £33 ¥ (irregular mar-
gin)g°] 9u|9lE 2702 X33} WaAE 139, sol-
id mass= 127, mixed(solid+cystic) mass¥E 99
oA et} o) gE At (53], Y Alxy
2AA D 2 gL o Smmr] e ZHe §awA
839 tHTable 2).

4. 0N 3 2 ME HA(FNAC) AH

17380 w4 A & A AAE A8 794
AR FEgez AAEAEd Smmulgte) 2he |
AoM = 89 F 182 WA=t smmeolide] ¥a
A= 98 % 69o] oz AekE e}, o] ohzko] Wizt
e Hart ZASeE pvalue<0.050.8 EAEH o
2 oAl wktH(Table 2).
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(false negative)S X1 8xlo] tlH &2 s5mmn| e

Table 2. Diagnostic modalities

Less than More than

Diagnostic modalities 5mm(32)  Smm0) P-value
TFT
Euthyroidism(61) 27 34
Hyperthyroidism(6) 2 4
Hypothyroidism(3) 2
Thyroid scan
Cold nodule(53) 23 30
Normal(15) 7 8
Hot nodule(2) 1 1
Mixed(1) 0 1
Thyroid sonogram
Calcification(13) 8 5
Solid(12) 7 5
Mixed(9) 7 2
No mass(2) 2 0
FNAC*
Malignancy(7) 1 6 0.05
No tumor cell(10) 7 3
Frozen section
Malignancy(57) 21 36
Benign(15) 11 4 0.006

*FNAC : Fine Needle Aspiration Cytology

Zei i VElsEH, ool smmv] T 22
HadMe 328 F 11H0] 934 Bo] Havt 2%
4% Eo|%(specificity) 7} pvalue<0.0062.2 2jn
A SF}H(Table 2).
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Table 3. Types of treatment{surgical procedures)

Less than 5mm More than 5mm

Thyroidectomy only 24)

Lobectomy(12)

Subtotal thyroidectomy(9)

Near total thyroidectomy(3)

Thyroidectomy+Node dissection ~ (48)

Lobectomy +ACD*(5)

mRND**(2)

Subtotal thyroidectomy+ACD(20)
JND***(4)
mRND(9)

Near total thyroidectomy-+ACD(5)

Total thyroidectomy+ACD(2)

mRND(1)

4

7

2 1
2 3
0 2
8 12
0 4
3 6
3 2
0 2
1 0

*ACD : Anterior Compartment Dissection
*4ND : Jugular Node Dissection

Table 4. Metastasis in cervical lymphnodes(23/48 node
dissection patients)

Less than More than

P
Smm7/17) Smmie3n AN

Level Vi 7 15 0.49
Level I, I, 1 6* 0.19
Level V 0 1
Level | 0 0

*Level VI(—) and Level Il, Ill, IV(+) : 1 patients
A7y A4S APaE A$E AHEY frozen

section’d papillary cancer® ‘Jr@r routine©.& A8}
3+ 73$-(10%), pretracheal node$} paratracheal nodecll
A RAolrt #Asl A--8F)elM Algsiat. 718 fro-
zen section’d follicular tumor® W} eMgate] 7E0]
% A9l A sAcHTable 3).

7.99 N

go] @A (single)d ® Ao #ol&o] 24.6%
(14/57)9A % P (multifocal) Q. o A3hd Hel
€0l 60.0%(9/15)% Boj @ddd o lgpd ozt
SA et thibgd o) AR5 dolgo] Al
A o7 EhtH(p-value<0.008).

£ ME AMA MO

8. &9 AN HE '51- IR Mo| 3
@el Ao mE AR
nlgte] R WAl 2% * 174, &
487l A dotd Xﬁﬂ < Aldste] 23¢9 A FHol&
Ho] 47.9%9 dohd Aolg& RAT. Smmy|we]

*mRND : Modified Radical Neck Dissection

Table 5. Indications for radioactive iodine therapy

Absolute indication Relative indication

» Tumor with capsular
invasion

» Incompletly resected tumors

» Tumor with positive
neck nodes

P Progressive or recurrent
disease

» Non-resectable tumors

P Blood vessel invasion{tumor
emboli)
» Multifocal tumor

p Distant metastasis

At TR Level VIOl 213 17elA
Level 11, TI1, Vel #o]& Bt} 5mmol 9] fF
A Ao A = 15%elX Level VIl 6%l
Level II, III, IVe] Aolg Rjem 8% 1M
Level VIAo] glo] Level 11, III, VIl #el7| 3iSict.
aala 19elA Level Vol Aolg BEth ofs} 2ol
otzyleof e ZAKQlubA Aol Smmel/delA Lev-
el VIol&=71E A BA AR 2vle pvalue
<0.49% 2 ARBA7E AT}, Level 1L, I, TVellA
+ p-value<0.19°]1AvH(Table 4).

9. 28% N&

2% Xgx A FAA TSH suppression
therapyE Al&slsich. 298] 2l A RI therapy
& NFstgED RI therapy?l 2852 Table 59
A Jeht gk, B ARl Al@E da2e 35-dst
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5 ulA ke Ave of sk Al AslehA
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