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WHAT DO THEY HAVE IN COMMON?

DR JOSE GARCIA MATEO LANCE ARMSTRONG



WHY DO WE NEED TO TALK ABOUT THIS?

• In 2015, the American Thyroid Association, published a new set of guidelines 
for the management of  Differentiated Thyroid Carcinoma (DTC)

• It was a consensus work from a group composed by endocrinologists, 
surgeons, pathologists, and others.

• One of the most striking new guidelines was the recommendation to treat 
MOST DTC with a thyroid lobectomy (TLx).

• Up to that time, the gold standard treatment for most DTC was a total 
thyroidectomy (TTX)  +/- Radioactive Iodine (RAI)

• Five years after the publication of the new guidelines, there are still areas of 
concern and discussion.



2005

• Total Thyroidectomy: mainstay treatment for a thyroid nodule positive for DTC

• Prophylactic central lymph node resection (CLN) recommended by several 

authors 

• 40-70% micrometastasis

• CLN for grossly positive lymph nodes

• Incidental Papillary Thyroid Carcinoma

• No completion thyroidectomy if lesion ≤ 10 mm and no other unfavorable features

• The presence of ANY ”unfavorable feature” (incl. extrathyroidal extension, 

multifocality, multicentricity, capsular invasion) was an indication for completion 

thyroidectomy.



2010

• Total Thyroidectomy mainstay treatment for thyroid nodule positive for 

DTC

• Backlash on prophylactic neck dissection

• Increased rate of transient and permanent hypocalcemia.

• Despite high rate of metastatic disease, recurrence free survival not 

affected by removing lymph nodes.

• Incidental Thyroid Cancer

• Certain “unfavorable features” no longer considered indications for 

completion thyroidectomy. (i.e. capsular invasion, multicentricity)

• First long term series (>20 years follow up) showing outcomes 

comparable with TTx when controlled for tumor size and extent of 

disease.



-Rate of complications 20.4% vs 10.8% (p<0.001) in TTx vs TLx

TTx is associated with a significantly higher rate of complications when 

compared to TLx. EVEN AMONG HIGH VOLUME SURGEONS.

-Higher volume surgeon is associated with improved patients outcome.



SURGICAL COMPLICATIONS 
ACCORDING TO SURGICAL EXTENT



RADIOACTIVE IODINE??

• Several publications were questioning the benefit of RAI in 

all Thyroid DTC





2015

• Goals of Therapy

• Completeness of Resection: remove the primary tumor, disease that has extended 

beyond thyroid capsule and clinically significant lymph nodes metastases.

• Minimize the risk of recurrence/metastases.

• Facilitate treatment with RAI where appropriate

• Permit accurate staging and stratification of disease.

• Permit long term surveillance.

• Minimize treatment related morbidity (Extent of surgery and experience of 

surgeon)



-Rec 35 (Strong Recommendation/ Moderate Quality Evidence)

Tumors ≤ 4 cm without extrathyroidal extension, and without 

evidence of lymph node metastasis (cN0), can be treated with a 

Thyroid Lobectomy.



TUMORS 1 TO 4 CM

• Thyroid Lobectomy is an appropriate 

management if:

• No history of neck radiation

• No strong family history of Thyroid Ca

• No concerns for malignancy in contralateral lobe

• No concurrent pathology best managed by TTx

• No preoperative evidence of metastatic disease

• No clinical/imaging suggestive of extrathyroidal 

extension.

• Patient’s preference

• Can be managed by Active Surveillance if:

• No subcapsular location

• Away from RLN

• No cytological evidence or concern for 

aggressive pathology

• Surrounded by > 2mm of normal appearing 

thyroid tissue

• Older patients

• Requires a center with expertise in neck 

sonography and thyroid cancer

TUMORS ≤ 1 CM

INITIAL SURGICAL MANAGEMENT



PREOPERATIVE EVALUATION

• History

• Physical Examination

• Voice assessment

• Preoperative laryngoscopy if recent voice changes, bulky disease, reoperative
surgery

• Quality of mass, presence of palpable lymph nodes

• Imaging

• Ultrasound/ Surgeon performed ultrasound- Most important for 
preoperative staging

• CT/MRI for large, bulky disease

• Laboratories

• Thyroid function status important for medical considerations but 
NOT A CRITERION TO DETERMINE EXTENT OF SURGERY.



-Preoperative neck ultrasound performed by their 

endocrine surgeon could enhance management planning 

and outcome. 

-Up to 29.7% of patients (n=267) extent of surgery was 

different after Surgeon US when compared with Radiology 

US.



ACTIVE SURVEILLANCE



ACTIVE SURVEILLANCE-OUTCOMES



COMMUNICATION WITH PATIENT

• All available options should be presented to patient and documented.

• Patient was oriented about pros and cons of thyroid lobectomy and total 

thyroidectomy. He/She is a candidate for thyroid lobectomy and patient 

participated in the discussion of his surgical management.

• Patient’s endocrinologist and endocrine surgeon should agree on the surgical 

management.



YES

• Marked extra thyroidal extension with 

perithyroidal tissue extension

• > 4 cm

• Lymphovascular invasion

• Positive lymph nodes for metastatic disease

• Marked or multiple points of complete 

vascular invasion

• Unfavorable histopathology (Tall, Columnar)

• Extrathyroidal extension that might be 

due to peripheral lesion location

• Incomplete capsular invasion

• Absence of capsule

• Multicentricity

• Multifocality

NO

COMPLETION THYROIDECTOMY



-849 patients, 230 + multifocal disease (27.1%), 58 mo average follow up

-Similar rates of contralateral carcinoma, regional recurrence and overall 

survival

-No disease related deaths in either group

-Multifocal disease should not be an indication for completion 

thyroidectomy





THE NUCLEAR MEDICINE POV



LOBECTOMY

• Ambulatory

• Less complications

• No lifelong hormone replacement (if 
euthyroid)

• 2-8% require completion thyroidectomy

• Requires surveillance

• Less cost (even if completion 
thyroidectomy is required in the future)

• Hospital stay 2-4 days

• Lifelong hormone replacement

• 3%. Require future surgery

• Requires surveillance

• Patient can fell “safer”

TOTAL THYROIDECTOMY

SUMMARY



INDETERMINATE CYTOLOGY

• Follicular Neoplasia/Suspicious for Follicular Neoplasia

• Diagnostic Thyroid Lobectomy

• Molecular testing is not firmly established as a recommendation

• Suspicious for Malignancy

• Treat as if malignant (lobectomy unless preoperative clinical 

findings/imaging suggest more extensive disease)



THREE MAIN GOALS

• -Make your patient healthy

-Make your patient happy

-Make your endocrinologist happy



THANK YOU!


