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Clinical Behaviors and Treatment Outcome of Papillary Thyroid
Microcarcinomas : Tumor Size-Based Therapeutic Concept
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Purpose : The incidence of papillary thyroid microcarcinoma (PTMC) has increased due to the widespread
use of high resolution ultrasonography and fine-needle aspiration biopsy. However, the clinical and biologic
behaviors of PTMC is debatable. The aim of this study was to describe clinicopathologic features of PTMC
and to suggest whether tumor size (5mm) might prove the useful parameter for determining the surgical strat-
egy in PTMC.

Material and Methods : From Jan. 2000 to Dec. 2005, 1355 of 2678 patients with papillary thyroid car-
cinoma were identified as having PTMC, based on tumor size <10mm (50.6%) . Among patients with PTMC,
we further separated tumors<5mm (minute group : group M) from those 5 to 10mm (tiny group : group T).
We compared the clinicopathological characteristics and the TNM stagings between two groups.

Results : There were 114 (8.4%) men and 1241(91.6%) women with a median age of 47 years(range ; 13—
79). During a mean follow-up of 47.3(range ; 22—93), 13 patients (1.0%) developed locoregional recur-
rences and 3 patients (0.2%) showed distant metastases at initial presentation. Statistical analysis revealed that
the presence of extracapsular invasion (p<0.0001), invasion to adjacent structure (p<0.0001), multifocality (p<
0.0001), central lymph node metastasis (p<0.0001), and lateral lymph node metastasis (p<0.0001) were all
significantly higher in tiny group (tumor>=5mm). Furthermore, minute group demonstrated a significantly
lower tumor stage (AJCC TNM classification) compared with tiny group (p<0.0001).

Conclusion : Patients with PTMC have a favorable treatment outcomes, although the distinction needs to be
made with reference to the clinicopathologic behaviors. It would be reasonable to consider that tumor size (5Smm)
would be useful parameter for the treatment strategy of PTMC.

KEY WORDS : Papillary thyroid microcarcinoma - Clinical behaviors - Minute carcinoma - Tiny carcinoma -
Treatment outcome.
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Fig. 1. Proportion of papillary microcarcinoma in patients with

papillary thyroid carcinoma increased progressively.
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Table 1. Comparison of clinicopathologic characteristics between two groups

Variables Group M (<0.5cm) Group T(0.5—1.0cm) Total by aluer
N=439 (%) N=916(%) N=1355(%)
Age (years)
=45 268( 61.0) 498(54.4) 766 (56.5)
<45 171( 39.0) 418(45.6) 589(43.5) 0.089
Gender
Male 41( 9.1) 74( 8.1) 114( 8.4)
Female 399( 90.9) 842(91.9) 1241(91.6) 0.510
Incidental cancer detected by permanent pathology (occult carcinoma)
Yes 297( 67.8) 98(10.7) 395(29.2)
No 142( 32.2) 818(89.3) 960(70.8) <0.0001
Extracapsular invasion
Yes 83( 18.9) 528(57.6) 611(45.1)
No 356( 81.1) 388(42.4) 744(54.9) <0.0001
Invasion to adjacent structure
Yes 1( 02 17( 1.9 18( 1.3
No 438( 99.8) 899(98.1) 1337(98.7) <0.0001
Multifocality
Yes 64( 14.6) 271(29.6) 335(24.7)
No 375( 85.4) 645(70.4) 1020(75.3) <0.0001
Central neck node metastasis
Yes 79( 18.0) 374(40.8) 453(33.4)
No 360( 82.0) 542(59.2) 902 (66.6) <0.0001
Lateral neck node metastasis
Yes 1( 02 76( 8.3 77( 5.7)
No 438( 99.8) 840(91.7) 1278(94.3) <0.0001
Distant metastasis at presentation
Yes 0( 0.0 3( 0.3 3( 0.2
No 439(100.0) 913(99.7) 1352(99.8) 0.231
Local recurrence
Yes 2( 05 11( 1.2) 13( 1.0)
No 437( 99.5) 905(98.8) 1342(99.0) 0.420

*Group M vs. Group T, Chi-square test



Table 2. Comparison of TNM stages between two groups

Group M Group T Total
NM P-valuex
N=439 (%) N=916(%) N=1355(%)
TNM
T
T1 355( 81.1) 389(42.4) 744(54.9)
T3 82( 18.7) 527(57.5) 609 (44.9)
Tda 1( 02 1( 02 2( 0.1 <0.0001
N
NO 359( 82.0) 543(59.2) 902 (66.6)
Nla 79( 18.0) 329(35.9) 408(30.1)
Nib o( 0 45( 4.9) 45( 3.3) <0.0001
M
MO 438(100.0) 914(99.7) 1352(99.8)
M1 o( 0.0 3( 0.3 3( 0.2 0.231
Stage
| 334( 79.0) 541(67.5) 875(71.4)
1 o( 0.0 1( 0.0 1( 0.0
n 88( 20.8) 237(29.6) 325(26.5)
IVA 1( 01 21( 2.6) 22( 1.8
IVB oC 0 0( 0 0( 0
IVC oC 0 2( 0.2 2( 0.1 <0.0001

*Group M vs. Group T, Chissquare test. 6thedition TNM staging : Primary tumor(T)-T1. tumor<2cm. T2 : tumor>2cm, to<4cm,
limited to the thyroid. T3 : tumor >4cm or of any size with minimal extrathryoid extension, T4a : tumor of any size extending beyond
the thyroid capsule to invade subcutaneous soft tissue, larynx, trachea, esophagus, or recurrent laryngeal nerve, T4b : tumor of
any size extending beyond the thyroid capsule to invades prevertebral fascia or encases carotid artery or mediastinal vessels.
Regional lymph nodes(N)-NO, no regional lymph node metastasis, N1 : regional lymph node metastasis 15, 16
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