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Patholgic Finding and Surgical Consideration

in Micropapillary Carcinoma of the Thyroid”™

Hyun-Chul Lee, MD', Woon-Won Kim, MD?, Sang-Hoon Oh, MD?, Sang-Hyo Kim, MD!
Department of General Surgery,* College of Medicine, Inje University, Busan Paik Hospital, Busan, Korea
Department of General Surgery,? College of Medicine, Dongrae Paik Hospital, Busan, Korea

Objectives : The incidence of micropapillary thyroid carcinoma (MPC) which is very good prognosis is in-
creasing due to ultrasonography and accurate fine neede aspiration cytology. MPC defined papillary thyroid
carcinoma below 1cm. According to the size, histophaothogic feature is different, lymph node metastasis and
capsular invasion occur occasionally. So, we consider different treatment according to the size of MPC.

Matrials and Methods : We reviewed and analyzed the record of 216 MPC patients operated at department
of general surgery Busan Paik Hospital since 1995 January to 2005 Desember retrospectively.

Result : The sex ratiowas 1 : 9.29 (male ; 21, female ; 195). Total thyroidectomy 20cases (9.3%) , subtotal
thyroidectomy 141cases (65%), lobectomy 52cases (24%), completion operation 3cases (1.4%) were done.
Combined diseases were follicular carcinoma 4cases, follicular adenoma 11cases, thyroiditis 46cases, nodular
hyperplasia 44cases. Lymph node metastasis 56cases and capsular invasion 56cases were presented. Group
A(<5mm) was 53cases, group B(5—10mm) was 163cases. Group B showed higher lymph node metastasis
and capsular invasion (P<0.05) . Multiple carcinoma Showed higher capsular invasion than single carcinoma
(P<0.05). Complications were post operative bleeding 1case, husky voice 1case, hypocalcemia 1case.

Conclusion : We can consider more extensive operation in 5—10mm of MPC patients.

KEY WORDS : Micropapillary thyroid carcinoma - Lymph node metastasis - Capsular invasion.
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Table 1. Distribution according to age

Age 10-19 20—29 30—39 40-49 50-59 60—-69 70—
No of 2 10 59 81 46 17 1
patients

Table 2. Procedure of operation

Total thyroidectomy 2 1 %
with CND 12 6 %
with MND 6 3 %

Subtotal thyroidectomy 13 6 %
with CND 122 56 %
with LND 2 1 %
with MND 4 1.9%

Lobectomy & Ischmectomy 29 13 %
with CND 23 11 %

ompletion thyroidectomy 1 0.4%
with CND 2 1 %

Total 216 100%

Table 3. Lymph node invasion, Capsular invasion, Vascular in-
vasion, Multiplicity according to size of micropapillary
carcinoma of thyroid

Size
0—4mm 5—-10mm x2 P
A F %
Lymph node invasion
No 49(22.7%) 109(50.5%) 13.326  .000
Yes 4( 1.9%)  54(25.0%)
Capsularinvasion
No 48(22.2%) 112(51.9%)  9.947  .001
Yes 5( 2.3%) 51(23.6%)
Vascular invasion
No 51(23.6%) 156(72.2%) 0.027 .614
Yes 2( 0.9%) 7( 3.2%)
Multiplicity
Single 43(19.9%) 124(57.4%) 1.617 .656
Bilateral 5( 2.3%) 16( 7.4%)
Multiple 5( 2.3%) 19( 8.8%)
Bilateral & Multiple  0( 0.0%) 4( 1.9%)
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Table 4. Lymph node invasion, Capsular invasion, Vascular invasion according to multiplicity of micropapillary carcinoma of thyroid

Multiple
Single Bilateral Multiple Bilateral&Multiple x2 P
A F %
Lymph invasion
No 128(59.3%) 13(6.0%) 15( 6.9%) 2(0.9%) 4.869 .182
Yes 39(18.1%) 8(3.7%) 9( 4.2%) 2(0.9%)
Capsularinvasion
No 133(61.6%) 10(4.6%) 15( 6.9%) 2(0.9%) 13.229 .004
Yes 34(15.7%) 11(5.1%) 9( 4.2%) 2(0.9%)
Vascular invasion
No 160(74.1%) 19(8.8%) 24(11.1%) 4(1.9%) 2.727 436
Yes 7( 3.2%) 2(0.9%) 0( 0.0%) 0(0.0%)
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