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= Abstract=

Clinical Analysis of Completion Thyroidectomy
in Differentiated Thyroid Carcinoma

Seon-Young Kwon, M.D.
Department of Otolaryngology-Head and Neck Surgery, College of Medicine, Korea University, Seoul, Korea

Background and Objectives : Thyroid nodules can be diagnosed by FNAB, neck sonography, CT scan, or
frozen section with relative accuracy. But some cases, which show no malignancy with those methods, are
proved differentiated carcinomas on permanent sections. These false negative results of those diagnostic
methods pose difficulties in the surgeon’s decision-making process. We analyzed completion thyroidectomies
retrospectively in order to make a treatment guideline for thyroid nodules.

Materials and Methods : During the last six years, we performed 243 thyroid lobectomies, no evidence of
malignancy with preoperative or intraoperative diagnostic methods at the Department of Otolaryngology-Head
and Neck Surgery, Ansan and Anam Korea University Hospital. Among these cases, 23 patients (male 6,
female 17, mean age 33.4 year old) were proved differentiated thyroid carcinomas on permanent section and
we performed completion thyroidectomies.

Results . Preoperative FNAB showed seven cases of nodular hyperplasia, 11 cases of follicular adenoma,
and five cases of inadequate specimen. Among fotal 15 cases on frozen section, five cases were nodular
hyperplasias, and 10 cases were follicular adenomas. Pathologic results of the permanent section were six
cases of papillary cell carcinoma and 17 cases of follicular cell carcinoma. Completion thyroidectomy was
performed on all these cases.

Conclusion : FNAB and frozen section cannot be sufficient to make the diagnosis of thyroid nodule, we -
consider that completion thyroidectomy should be performed at the moment with malignant evidence on
permanent section.

KEY WORDS : Thyroid nodule - Completion thyroidectomy.
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Table 1. Time inferval from thyroid lobectomy to completion
thyroidectomy
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Table 2. Permanent pathologic findings and FNAB after thy-
roid lobectomy (n=23)
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Permanent pathologic findings FNAB*
Papillary carcinoma 6 Nodular hyperplasia 4
Follicular adenoma 1
Inadequate specimen 1
Follicular carcinoma 17 Nodular hyperplasia 3
Follicular adenoma 10

Inadequate specimen 4

*FNAB : Fine needle aspiration biopsy

Table 3. Permanent pathologic findings and frozen section
diagnosis affer thyroid lobectomy (n=23)

Permanent pathologic findings Frozen diagnosis

Papillary carcinoma 6 Nodular hyperplasia
Follicular adenoma

Inadequate specimen

Follicular carcinoma 17

4
1
1
Nodular hyperplasia | 1
Follicular adenoma 9

7

Inadequate specimen

Table 4. Extent of completion thyroidectomy (n=23)

Interval (days) No of Cases Extent No of cases
< 7 6 Contralateral lobectomy 7
8-14 13 Lobectomy and isthmectomy 12
>15 4 Lobectomy and anterior neck dissection, 4




Table 5. Residual tumor or nodal metastasis after completion

thyroidectomy
Pathologic findings No of cases
Residual fumor 3
Nodal metastasis 2
Negative findings 18

Table 6. Complications of completion thyroidectomy

Complications No of cases
Postoperative bleeding 1
Transient vocal fold paralysis 1
Transient hypocalcemia 3
None 18
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