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Abstract

Introduction: Thyroid cancer is one of the most common
endocrine cancer and has the highest mortality among
endocrine neoplasms. In India, its incidence is between
0.8-2 per 1,00,000 population. Early diagnosis and
treatment remain the cornerstone of management to
decrease the mortality rates. Lack of prospective
randomized trials, the management of these cancers
generates tremendous controversy. Study was planned to
assess & evaluate the management of various thyroid
carcinomas.

Methods: A total of 40 patients were selected which were
pathologically / histologically proven cases of Thyroid
carcinoma in this Prospective study design in 2.5 years.
Detailed Clinical Examination was done & prior to
surgery all the patients went through investigations.
Subjects included both the genders, all age groups
including pediatric and geriatric age group and all classes
of socio economic strata.

Results: No of female patients were 30 and male patients
10. Male: female ratio in this study was 1:3. FNAC /
Biopsy / Cytology detected papillary carcinoma in 26
patients (65%) , follicular neoplasm in 11 patients (27.5%)
, 2 (5%) patients of anaplastic and one (2.5%) of
medullary carcinoma. 86.6% of the patients had a firm

gland & hard gland and rest presented with a soft gland on

block

dissection was performed in 32 (80%) cases .Rest of the

palpation. Total Thyroidectomy with cervical
20 % was dealt with Subtotal Thyroidectomy with cervical
block dissection.

Conclusion: Most of the cancers present as a slow
growing goiter for few months to few years duration. Most
of the cancers are of papillary carcinoma type , FNAC
detects the majority of the cancers and is an important
diagnostic test. Thyroid cancers have a good prognosis as
most of the patients present as Stage | disease & most
of the patients require total thyroidectomy with or

without lymph node dissection followed by radio
iodine ablation as treatment. Thyroid cancer, irrespective
of the extent of disease, has good prognosis
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Introduction

Thyroid cancer is one of the most common endocrine
cancer. Over a decade, the incidence rate of thyroid cancer
in India in women increased from 2.4 (95% confidence
interval (CI) 2.2-2.7) to 3.9 (95%CI 3.6-4.2) and in men
from 0.9 (95%Cl 0.8-1.1) to 1.3 (95%Cl 1.2-1.5), a
relative increase of 62% and 48% respectively” & it is on
the rise due to the increase in detection of asymptomatic
nodules by imaging modalities like ultrasonography,
computerized

tomography (CT) scan and positron
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emission tomography (PET) scan done for some unrelated
indication along with Fine needle aspiration Cytology
(FNAC)

The cumulative life-time risk of thyroid cancer is
estimated to be one in 970 in males and one in 565 in
females?

Thyroid cancers cover a large spectrum of disease with
diametrically opposite prognosis. At one end of the
spectrum we have the well differentiated cancers which
carry an excellent prognosis, while at the other end there
is anaplastic cancer with high mortality rates and dismal
prognosis. Thyroid cancer represents <1% of all
malignancies.’. Majority are well differentiated with
papillary and follicular cancers accounting for
approximately 79% and 13% respectively. They have a
favorable prognosis with survival rates of 90-95% for
papillary carcinoma and 80-85% for follicular carcinoma.
Medullary carcinoma, arising from parafollicular C cells
accounts for 3-5% and carries a less favorable prognosis
with a 10 year survival of approximately 65-80%.
Anaplastic carcinoma is rare and accounts for 2-5% with
a poor prognosis.*

Thyroid diseases are different from other diseases in terms
of their ease of diagnosis, accessibility of medical
treatment, and the relative visibility that even a small
swelling of the thyroid offers to the treating physician.
Early diagnosis and treatment remains the cornerstone of
management to decrease the mortality rates due to thyroid
carcinoma. Effective management includes early diagnosis
and effective therapy applied at an early tumor stage when
it is most amenable to surgery and 1-131 therapy.

Various studies have recommended total or near-total
thyroidectomy followed by post-operative 1-131 thyroid
remnant ablation for most patients with differentiated
thyroid carcinoma and almost everyone preferred long-

term T4 therapy according to the levels of Thyroid
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Stimulating  Hormone. External radiation and
chemotherapy also plays an important role in the treatment
of undifferentiated thyroid carcinoma. the intensity of
treatment must match the aggressiveness of the cancer.
Due to the overall excellent prognosis of majority of well
differentiated cancers and the lack of prospective
randomized trials, the management of these cancers
generates tremendous controversy.

Hence this study was planned to assess & evaluate the
management of various thyroid carcinomas.

Methodology

This Prospective study involved Prior Consent from the
patients & was found to be within ethical standards.
Patients admitted in the various centres and other surgical
units of tertiary care hospitals in Raipur district including
Raipur Institute of Medical Sciences, Raipur as diagnosed
cases of Thyroid carcinoma were included in this
Prospective study. The operating team / Surgeons were the
same in all cases.

A total of 40 patients were selected which were
pathologically / histologically proven cases of Thyroid
carcinoma during a period of 2.5 years from year 2016 to
2019. Subjects included both the genders, all age groups
including pediatric and geriatric age group and all classes
of socio economic strata.

Patients who didn’t wanted to be part of the study, Benign
histologically and Doubtful and some false positive cases
during Fine needle aspiration Cytology (FNAC) were
excluded from the study.

Detailed Clinical Examination was done & Prior to
surgery all the patients went through investigations ,
Thyroid profile ( T3 , T4, TSH ) , routine blood
investigation , Urine examination , Chest X ray |,
Mammaogram ( in females ) , USG of Neck and adjoining

areas , Computed Tomography of Head , Neck & Thorax.
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We followed the ATA 2009 guidelines® and the 7" edition
of AJCC TNM staging system.° The FNAC, frozen
section and final histopathologic diagnosis were used to
decide the extent of the surgery.

Data was filled in Microsoft Excel & analysed using
computer software Epi Info version 6.2 (Atlanta, Georgia,
USA).P value of 0.05 and less was considered as
statistically significant.

All the patients underwent surgery after proper consent.
Most of the patients were discharged with a clean and
healthy wound except a very few with post-operative
complications which was duly diagnosed & treated well in
time.

Patients symptomatic for hypocalcemia were classified as
those requiring intravenous calcium preparation or oral
supplements alone depending on the severity of symptoms
along with corrected calcium levels. None of the patients
were given calcium preoperatively as a prophylaxis or
treated empirically with oral calcium supplements. None
of the patients were given any vitamin D supplementation
preoperatively. lonized calcium or parathyroid hormone
assay was not done to assess hypocalcemia. All patients
were postoperatively assessed for vocal cord mobility.
Results

Out of the 40 cases with thyroid carcinoma in the study,
No of female patients were 30 and male patients 10.

Male: female ratio in this study was 1:3.

32 of the cases (80%) of carcinoma thyroid occurred in the
age group of 21-50 years, with the average age being 34
years with a minimum of 16 years and a maximum of 70
years. Only 2 cases were seen after 50 years of age.

In all of the patients (100%) presenting complains was
swelling of the thyroid (Single / Multiple Nodular
swelling)

3 (7.5%) of patients had hoarseness of voice, which was
the most effect. Features of

common  pressure
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hyperthyroidism were present in 4 cases i.e 10 % of
patients. Palpable lymph nodes were present in 20 % of
cases.

33 of the patients (82.5%) presented with symptoms
during the past 6 months to 3 years. Only 4.4% of cases
had swelling for >5 years. 30 (75%) of the tumors were
slow growing, and 10 (25%) were fast growing tumors.
The present study had 30% patients presented with tumor
size >4 cm, 50% with nodal metastasis and 10% had
distant metastasis at presentation.

86.6% of the patients had a firm gland & hard gland and
rest presented with a soft gland on palpation.

FNAC / Biopsy / Cytology detected papillary carcinoma
in 26 patients (65%) , follicular neoplasm in 11 patients
(27.5%) , 2 (5%) patients of anaplastic and one (2.5%) of
medullary carcinoma.

6 patients (15%) showed unilateral vocal cord palsy.
Bony distant metastasis was the most common
presentation followed by lung metastases.

28 of the cases (70%) after investigations and pathological
reporting were found to be in Stage I .

Total Thyroidectomy with cervical block dissection was
performed in 32 (80%) cases .Rest of the 20 % were dealt
with  Subtotal Thyroidectomy with cervical block
dissection.

Patients were observed in post-operative period for any
complications. Transient hypoparathyroidism was noted in
10 patients (25 %). Serum calcium was estimated. 2
Patients were symptomatic hypocalcemic & were treated
with 10 ml of 10% calcium gluconate intravenously. All
patients recovered in the immediate post-operative period.
3 patients had wound infection who improved with
antibiotics and dressings. None of the patients had
recurrent laryngeal nerve injury postoperatively in our
study. No other complications were observed in this study.

All the patients with differentiated thyroid cancers were
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referred to higher centers for radioiodine therapy. Patients
who presented with medullary carcinoma were advised a
regular follow-up. The patients with anaplastic carcinoma
were referred to Cancer Hospital for external beam
radiotherapy.

The patients with medullary and anaplastic carcinoma
treated with total thyroidectomy were started on
replacement doses of thyroxine, whereas those with
differentiated thyroid cancer were referred for radioiodine
ablation.

Discussion

Total 40 study subjects were studied. Females are affected
more than men, and the ratio was 3:1 in our study.
Globally, the annual estimated incidence of thyroid cancer
is 298,102 in the year 2012. In India, the incidence is 3960
for men and 9944 for women. The incidence of age-
standardized ratio is 0.7 for males (World 1.7) and 1.7 for
females (World 6.1).” Overall papillary cancer is more
common than follicular which is more common than
medullary which is more common that anaplastic cancer.
In general, papillary carcinoma peaks in early adult life
and then gradually decreases in frequency, whereas the
incidence of follicular carcinoma tends to peak sometime
later. Anaplastic cancer occurs later in life than
differentiated cancers, similar observations were found in
our study. In India, thyroid malignancies constitute 1.2%
and 1.9% of

respectively® , The incidence of

malignancies in men and women,
malignancy in the
thyroid nodule was found to be 3-4%, especially the
patients with a history of irradiation, family history,
male sex, and rapidly growing tumors®.

Thyroid cancer most commonly presents as a single neck
mass noted incidentally. FNAC is the easiest, least
expensive, and most accurate method for diagnosing a
nodule and their value is

thyroid universally

acknowledged.
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Ultrasonography using B-mode gray scale provides
remarkable anatomic information about the thyroid gland.
Because of its simplicity and ability to distinguish
between solid and cystic lesions, it is often the first
modality to evaluate a thyroid mass in the euthyroid
patient. Good quality ultrasound using 7.5-10 MHz
transducers provides excellent detail of the superficial
gland but requires enough penetration to evaluate
posteriorly to the level of the spine. A Mass in elderly is
likely to be malignant. An Undifferentiated Thyroid
carcinoma is usually fixed to the underlying tissues. Solid
lesions have a21% risk of malignancy, cystic 7% and
mixed lesions 12%. 5-10% of multiple nodules and 10-
20% of solitary nodules are malignant.'®**
In Some Carcinomas like papillary carcinoma the
presenting feature may be an enlarged Cervical group of
Lymph node. The present study had 30% patients
50% with nodal

metastasis  at

presented with tumor size >4 cm,
10% had distant

presentation.Thyroid cancers have the potential to invade

metastasis and

the strap muscles, RLN, trachea, esophagus, great vessels,
larynx and prevertebral space in that order of frequency.
In spite of local invasion, surgery remains the mainstay of
treatment to achieve an RO resection status even if this
means sacrificing surrounding structures.Mayo clinic data
reported about 6.1% RLN infiltration.** The present study
had similar rates . Various studies have reported vocal
cord palsy rates of 2%- 15%."** present study had similar
rates.

The incidence of postoperative hypothyroidism following
thyroidectomy ranges from 21.1% to 64.2% in the
literature.”® Our study recorded 25 % . The surgical
procedures which are usually advocated by experts are
hemithyroidectomy, near-total thyroidectomy, and total
thyroidectomy®® & same were used by us.The limitation of

this study is that we couldn’t able to report long-term
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result for survival and complications including permanent
hypocalcemia. No parathyroid assay was employed for
assessment of hypoparathyroidism

Conclusion

Most of the cancers present as a slow growing goiter for
few months to few years duration. Most of the cancers
are of papillary carcinoma type , FNAC detects the
majority of the cancers and is an important diagnostic
test. Thyroid cancers have a good prognosis as most of
the patients present as Stage | disease & most of the
patients require total thyroidectomy with or  without

lymph node dissection followed by radio iodine

ablation as treatment.

Thyroid cancer, even with advanced disease, is eminently

treatable, with surgery being the mainstay of treatment.

The complications of thyroid surgery and treatment can be

severe for this indolent disease and minimized with

meticulous dissection and attention to various details.
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