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ABSTRACT

Objective: To review the cases of malignant tumors of thyroid gland in respect to their presentations,
histological types and its management.

Materials and Methods: A total of 194 cases of malignant tumors of thyroid gland operated from 2006 to
2013 in East Surgical ward, Mayo hospital , Lahore are reviewed. The distribution of histological types,
presenting symptoms and outcome of treatment are discussed.

Results: Out of 194 cases, 71.1% were females and 28.9% were males. 88.6% were euthyroid, 9.2%
were hypothyroid and 2% were hyperthyroid. 40.2% presented with a solitary nodule, 58.5% with
multinodular goiter and 31.9% with goiter along with cervical lymphadenopathy. 3.6% had hoarseness and
fixed unilateral vocal cords. 87.6% were primary tumors and 12.3% were recurrent tumors. 64.3% were
Papillary carcinoma, 30.3% were Follicular carcinoma, 3.7% were anaplastic carcinoma and 3.2% were
medullary carcinoma. 31.4% underwent lobectomy and isthmusectomy followed by completion
thyroidectomy, 27.8% had total thyroidectomy, 29.3% had total thyroidectomy and unilateral block neck
dissection, 5.1% had total thyroidectomy and bilateral block neck dissection, 2% had subtotal
thyroidectomy, 0.05 % had isthmusectomy, 1.03% had Sistrunk’s operation followed by total thyroidectomy
and 0.05% had suprahyoid neck dissection.

Conclusion: Female preponderance was found in our study in carcinoma thyroid. Papillary carcinoma was
the commonest cancer type found followed by Follicular carcinoma. Both commonest types of cancers if

treated in time and adequately can result in good patient’s survival.

INTRODUCTION

Malignant tumors of thyroid gland account for 1%
of all malignancies and six/million of all cancer
deaths."??

Thyroid cancer is a malignant neoplasm arising
from follicular or parafollicular thyroid cells.* In
United States it accounts for less than 1% of all
malignancies but is the commonest endocrine
malignancy.‘g'6 It is three times more common in
females than in males. The incidence of this
disease peaks during third and fourth decades of
life.” Commonest presentation of a malignant
thyroid tumor is a painless neck swelling. It may
also present with voice change, difficulty in
breathing and swallowing, enlarged nodes in the
neck and pain in the neck. Differentiated tumors
(papillary/follicular) are highly treatable and usually
curable. Poorly differentiated tumors
(medullary/anaplastic) are much less common,
more aggressive, metastasize early and have a
poorer prognosis.®

Papillary cancer represents 80% of all thyroid
cancers. Follicular carcinoma is the second most
common thyroid malignancy and is present in 10%
cases, medullary thyroid carcinoma is 5-10% and

anaplastic  carcinoma is  1-2%.°  Primary
lymphomas and sarcomas are rare.® Papillary
follicular and anaplastic carcinomas arise from
follicular cells and medullary from parafollicular
cells of thyroid.* Radiation exposure increases the
risk of papillary thyroid carcinoma and iodine
deficiency increases the risk of all carcinomas.®In
Pakistan thyroid cancer is responsible for 1.2%
cases of all malignant tumors with papillary
carcinoma constituting 57-89% of all thyroid
malignancies. Female to male ratio in this part of
the World is 2.5 to 4:1.°

MATERIALS & METHODS
A retrospective chart review was conducted of all
the patients who underwent thyroid surgery for
malignant disease and for those patients whose
biopsy came out to be malignant between 2006 to
2013.

The data on postoperative follow up care was
scanty and thus was not included in final analysis.
SPSS 15 was used to analyze the data.

RESULTS

194 patients of thyroid cancer (28.9% males and
71.1% females, Fig 1) were treated in East
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Surgical Ward, one of the four surgical units of
Mayo Hospital, Lahore. Mayo Hospital Lahore is a
tertiary care center, a main referral hospital of
Lahore and its suburbs. Case records of all
patients were reviewed and all relevant information
was entered into a Performa. In our study 24 cases
were recurrent and 170 were primary tumors. The
mean age of presentation for females was 39.7
years (SD=15.38) and for males it was 47.6 years
(SD=16.6)

Gender Distribution

= FEMALES
m MALES

Figure 1: Showing gender distribution

AGE & SEX DISTRIBUTION:

The mean ages of 56 males and 138 females were
47.6 years and 39.7 years respectively. The mean
ages for papillary, follicular, medullary carcinomas
and anaplastic carcinoma were 39.2 years, 43.37
years, 41.83 years and 56.28 years respectively.
Majority of the patients were in 3@ and 4"
decades. The youngest being 13 years and oldest
being 83.

PRESENTING SYMPTOMS & SIGNS:

170 patients presented as a primary disease and
24 presented as recurrent case. 5 presented as
lateral neck mass with no visible goiter. 86 patients
presented clinically with a solitary thyroid nodule,
54 patients presented with cervical
lymphadenopathy along with goiter. 13 presented
with systemic metastasis, 2 presented with
metastasis in thyroglossal cyst, 2 with metastatic
deposits in maxilla, 2 with skull metastasis and 2
with vertebral metastasis. One patient presented

with  thyroid  swelling, bilateral cervical
lymphadenopathy, thyrotoxicosis, marfanoid
facies, neuromas of lip and tongue, and

pheochromocytoma, diagnosed as MEN 2b. In 8
patients pressure symptoms were recorded. These
symptoms consisted of difficulty in breathing or
swallowing. 8 Patients had hoarseness of voice.

INVESTIGATIONS
141 Patients had an isotope scan and 77 showed
a decreased uptake or a cold nodule and 1
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showed hot nodule. X-ray thoracic inlet showed
deviation of trachea in 15 patients, compression of
trachea in 9 and both in 7 patients. TFTs were
performed on all patients. 172 showed euthyroid
status and 18 hypothyroid and 4 hyperthyroid at
the time of presentation.

All patients had preoperative FNAC. Majority
were Papillary Carcinoma. Many FNACs were
inconclusive which explains major operation being
Lobectomy and Isthmusectomy followed by
completion thyroidectomy. 7 cases on IDL showed
unilateral cord paralysis and rest showed normal
movement of both cords.

DISTRIBUTION OF HISTOLOGICAL TYPES

The commonest histological types were papillary
carcinoma constituting 62.3% of all the malignant
thyroid tumors. Out of these papillary carcinomas
8% (n=15) were follicular variant of papillary
carcinoma. Second commonest was follicular
carcinoma that constituted of 30.3% of all
malignant thyroid carcinomas. 3.7% (n=7) were
analplastic carcinoma. 3.2% (n=6) patient
presented to us with medullary carcinoma. within
these cases we had few rare cases like 1 patient
with mixed papillary and follicular picture, 1 case
with Men 2b syndrome, along with raised calcitonin
and CEA levels and pheochromocytoma, 2 cases
with recurrent medullary carcinoma, 1 case with
Pendred syndrome who had total thyroidectomy for
Papillary carcinoma but 15 years later presented
with  poorly differentiated carcinoma  with
squamous differentiation and 1 case had
Lymphoma. (Fig 2)
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Figure 2: Percentages of histological types
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TREATMENT

The management of patient was according to
preoperative clinical examination and FNAC
reports. Treatment was not uniform because of
lack of proper FNAC. 61 patients underwent
lobectomy and isthmectomy followed by a
completion thyroidectomy, 4 had STT, 54
underwent total thyroidectomy, 67 underwent total
thyroidectomy and unilateral block neck dissection,
11 underwent total thyroidectomy and bilateral
block neck dissection, 2 underwent sistrunk
operation followed by total thyroidectomy, 1 case
with recurrence underwent suprahyoid block neck
dissection and 3 Patients in the series did not
undergo surgery on account of irresectability. (Fig
3)
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Figure 3: Types of operations performed

The patient with lymphoma was sent for
chemotherapy. All patients with DTC received "'
ablation. After ablation all were prescribed lifelong
thyroxin therapy. 6 patients had tracheostomy at
primary operation and 2 had tracheostomy in
postoperative period in the ward.
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DISCUSSION

Thyroid carcinoma is one of the fastest growing
cancers World Wide. It is 2.9 times more common
in females than in males. It is the 7th most
common malignancy in females. The gender
disparity in thyroid carcinoma is also specific to

histological subtype of thyroid
carcinoma.'°Generally thyroid carcinomas are
divided broadly into differentiated thyroid

carcinomas i.e Papillary and follicular carcinomas,
and other being Medullary carcinoma and
Anaplastic carcinoma. Differentiated thyr0|d
carcinomas are more common in females.'’ The
more aggressive types of cancer, anaplastic and
medullary thyroid carcinoma have same incidence
in both sex.

The differentiated thyroid carcinoma mostly
presents as a uninodular or and multinodular
disease. The incidence of carcinoma in MNG is
reported to be 9.5% in a study by Khan et al , and

7.6% in a study by Memon et aI and 12. 3% in
solitary nodule by Somro et al.” ® While the rate
of malignancy in thyroid nodule detected at a
medical screening center was 7-15%."

In our study the male to female ratio was 1:2.5
while in a study by Zuberi et al it was 1:2.6 and by
Merchant it was 1:2.2.%°

In our study papillary carcinoma (62.3%) was
the commonest tumor which is comparable to
International literature and preV|ous reported case
series in Pakistan as well.’ 8 The usual
female to male ratio of PTC is 2.5 : 1 and the mean
age at presentation is 30 to 40 years." In our study
this ratio was 2.5:1.

The biological behavior of Papillary carcinoma
is variable as it tends to metastasize to local lymph
nodes. It may present denovo as a lateral aberrant
thyroid or metastatic enlargement of local cervical
lymph nodes with no visible or palpable thyroid
sweIIing.”Rarer in 5-10%cases it presents with
systemic metastasis to lungs and bones. It could
be unifocal or multifocal, has high incidence of
extrathyroidal involvement.' '® "9 |t may present
as Classical Papillary carcinoma or follicular
variant of Papillary carcinoma in 7% cases.

In our study the incidence of follicular
carcinoma was much higher i.e. 30%. It was
comparable to Pakistan study by Zubari who
showed ratio of papillary to follicular carcinoma as
2:1.° A western study reports it as 10% in lodine
sufficient areas and 25-40% of thyroid
malignancies in lodine deficient areas. FTC is not
diagnosed on routine FNAB. Therefore case with



follicular adenoma undergoes lobectomy and
isthmusectomy followed by completion
thyroidectomy if malignancy is found.® FTC
usually metastasizes to lungs, bones and less
commonly to brain, liver and skin. Extrathyroidal
involvement in this case is rare with however
angioinvasion affects the prognosis
significantly.?*?’

The initial treatment of differentiated thyroid
carcinoma (DTC) should always be preceded by
careful assessment of the neck to assess the
status of lymph node chains. The initial treatment
for DTC is total or near-total thyroidectomy.” In
case of carcinoma with regional nodes, neck
dissection should be under taken. Surgery is
usually followed by the administration of "I,
activities aimed at ablating any remnant thyroid
tissue and potential microscopic residual
tumour.”?'

3.2% of our cases had Medullary carcinoma.
One of these presented to us with MENZ2b
syndrome. MTC arises from Parafollicular or C
cells that produce Calcitonin. The usual incidence
of MTC is 5-10%. It may present as sporadically in
75% cases and hereditary disease in 25% cases
as MEN 2a, MEN2b or Familial MTC. # 80% of
patients with MTC when diagnosed have invasive
disease and 10% patients have frank
metastasis.”*** Sporadic MTC presents in 4"
decade while Men 2a presents in a younger age
group in 3™ decade. Men 2b presents in childhood
usually recognized through Marfanoid habitus,
neuromas or thyroid mass. It tends to spread
within thyroid and then to regional nodes and later
to lungs, liver and bones® As MTC has a
tendency for regional nodal involvement, a
prophylactic central neck dissection is required at
the time of total thyroidectomy for non palpable
thyroid disease identified by screening. In our
study we had 3.7% of cases with Anaplastic
carcinoma. Anaplastic carcinoma is the most lethal
and aggressive type of thyroid cancer arising from
follicular cells. It accounts for only 1-2% of all
thyroid tumors.?® It shows a median survival of 4-
12 months from the time of diagnosis.?®?’
Anaplastic carcinoma can occur concurrently with
well differentiated thyroid carcinoma.?® Increased
surgical resection of thyroid gland for different
thyroid pathologies may contribute to decline in
Anaplastic  carcinoma by eliminating the
transformation of well differentiated carcinoma to
anaplastic carcinoma.?® The diagnosis of
Anaplastic carcinoma is made on clinical
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examination and confirmed by FNAB with 90%
accuracy. It usually presents as a rapidly growing,
painful anterior neck mass that is firm and fixed to
underlying structures.? Patients may present with
dysphagia, dysphonia, hoarseness, stridor,
dyspnea, neck pain and cervical lymphadenopathy
and invasion of adjacent organs (trachea, vessels
and muscles) or even with systemic metastasis.>”
¥ The patients with ATC usually present at an
advanced stage making curative resection not
feasible. Main aim of management is palliation.?®
The results of these strategies are not very
promising. Novel strategies are needed to improve
the prognosis of one of the most aggressive
human cancers.*’

CONCLUSION

Female preponderance was found in our study in
carcinoma thyroid. Papillary carcinoma was the
commonest cancer type found followed by
Follicular carcinoma. Total thyroidectomy is the
treatment of choice followed by neck dissection if
regional lymph node are involved. Both
commonest types of cancers if treated in time and
adequately can result in good patient’s survival.

REFERENCES

1. Brunicardi FC, AndersonDK, BilliarTR, Dunn
DL, Hunter JG, Pollock ER. Schwartz’s
principles of surgery. In: Lal G, Clark O.
Editors. Thyroid, parathyroid, and adrenal. 8"
ed. U.S.A: McGraw Hill; 2005:1395-470

2. Konturek A,Barczynski M, Nowak W, Richter
P. Prognostic factors in differentiated thyroid
cancer—a 20-year surgical outcome study.

Langenbecks Arch Surg (2012) 397:809-
815.DOI 10.1007/s00423-011-0899-z
3. Figge J. Epidemiology of thyroid

cancer./n:Wartofsky L, editors. Thyroid cancer:
A comprehensive  guide to clinical
management. Totowa: Humana press; 1999.
77-83.

4. Pitt SC,Moley JF. Medullary, anaplastic, and
metastatic cancers of the thyroid.
SeminOncol.2010  Dec;37(6):567-79.  doi:
10.1053/j.seminoncol.2010.10.010

5. Haq RN, Khan BA,Chaudhry, IA. Prevalence of

malignancy in goitre—a review of 718

thyroidectomies. J Ayub Med Coll Abbottabad

2009;21(4)

Thyroid Cancer, National Cancer Institute (US)

Thyroid cancer: ESMO Clinical Practice

Guidelines for diagnosis, treatment and follow-

No

JFJMC VOL8NO.3 JUL-SEPT 2014 39



up; European Society for Medical Oncology

(2010)

8. Sharma PK et al, Thyroid Cancer, Medscape,

Jun 2011

9. L. M. Zuberi, A. Yawar, N. Islam, A. Jabbar.
Clinical presentation of thyroid cancer patients
JPMA

in Pakistan_
2004;54:526

AKUH  Experience.

10. Rahbari R, Zhanq L, Kebebew E. Thyroid
cancer gender disparity. Future Oncol.2010

Nov; 6(11): 1771-1779

11. Khan K, Rashid R, Khalig T, Haq SM, Shah A.
Frequency of carcinoma in thyroidectomies for
non- toxic multinodular goiter. Ann Pak Inst

Med Sci Oct - Dec 2005;1(4):206-10.

12. Memon W, Khanzada TW, Samad A, Kumar B.
Incidence of thyroid carcinoma in multinodular

goiters. RMJ. 2010; 35(1): 65-67

13. Soomro SA, Memon MR, Abro H, Mahar M.
in cold nodule

Frequency of malignancy
thyroid. Med Channel Jan ;17(1):44-9

14. Koh JH. Prevelence of thyroid cancer at a
medical screening center: pathological features
of screen detected thyroid carcinomas. Yonsei

Med J.2008 oct 31; 49(5): 748-756

15. Merchant D. Demographic review , clinical and
presentation of patients with
primary thyroid carcinoma presenting at tertiary

histological

care hospital. The Health.2012;3(1): 7-9

16. Yang L, Yuan YL, Wang N. Time trends and
pathological characteristics of thyroid cancer in
urban Beijing, 1995-2010. Zhonghua Yu Fang

Yi XueZa Zhi.2013 Feb;47(2):109-112

17. Schlumberoer MJ. Papillary thyroid carcinoma.
2004

Orphanet encyclopedia.
Mar.http://www.orpha.net/data/patho/GB/uk-
pTC.pdf

18. Durante C, HaddyN, Baudin E, Leboulleux S,
Harti D et al. Long term outcomes of our
patients with distant metastasis from Papillary
and Follicular thyroid carcinoma: Benefits and

Aug

Limits of R1 therapy. JCEM.

2006;91(8):2892-2899

19. Lin JD, Chao TC, Chou SC, Hsueh C. Papillary
lung metastasis.

carcinoma thyroid with
Thyroid. 2004 Dec;14(12): 1091-6

40 JFJMC VOL.8 NO.3 JUL - SEPT 2014

Generated by Foxit PDF Creator © Foxit Software
http://www.foxitsoftware.com For evaluation only.

Presentation and Management of Malignant Tumors of Thyroid Gland in ESW Mayo Hospital, Lahore

20.

21.

22.

23.

24.

25.

26.

27.

28.

20.

30.

31.

Ito Y, Miyauchi A: Prognostic factors of
Papillary and Follicular carcinoma in Japan,
based on data of Kuma Hospital. Journal of
Thyroid Research. 2012: 9734972012
McHenry CR, Phitayakorn R. Follicular
adenoma and carcinoma of the thyroid gland.
Oncologist 2011; 16(5): 585-593

Leboulleux S, Baudin E, Travagli JP,
Schlumberger M.Medullary thyroid carcinoma.
ClinEndocrinol (Oxf). 2004 Sep;61(3):299-310.
Lips CJ, LandsvaterRM,Hoppener JW, et al.
From medical history and biochemical tests to
presymptomatic treatment in a large MEN 2A
family. J Intern Med. 1995;238:347-356.
O'Riordain DS, O’Brien T,Weaver AL, et al.
Medullary thyroid carcinoma in multiple
endocrine neoplasia type 2A and 2B. Surgery.
1994;116:1017-1023

Saad MF, Ordonez NG, Rashid RK, et al.
Medullary carcinoma the thyroid: a study of the
clinical features and prognostic factors in 161
patients. Medicine. 1984;63:319-342.

Patel KN, Shaha AR. Poorly differentiated and
Anaplastic thyroid cancer. Cancer Control.
2006;13:119-128.

Nel CJ, van Heerden JA, Goellner JR, et al..
Anaplastic carcinoma of the thyroid: a
clinicopathologic study of 82 cases. Mayo Clin
Proc. 1985;60: 51-58.

Demeter JG, De Jong SA, Lawrence AM, et al.
Anaplastic thyroid carcinoma: risk factors and
outcome. Surgery. 1991;110:956-963.
Demeter JG, De Jong SA, Lawrence AM, et al.
Anaplastic thyroid carcinoma: risk factors and
outcome. Surgery. 1991;110:956-963.
Venkatesh YS, Ordonez NG, Schultz PN, et al.
Anaplastic carcinoma of the thyroid: a
clinicopathologic study of 121 cases. Cancer.
1990;66: 321-330.

Ain  KB. Anaplastic thyroid carcinoma:
behavior, biology, and therapeutic approaches.
Thyroid. 1998;8:715-726.

Giuffrida D, Gharib H. Anaplastic thyroid
carcinoma: current diagnosis and treatment.
Ann Oncol. 2000;11:1083-1089.



