
A 29 –years- old woman with 
follow up after lobectomy due to 

PTC



Patient ID

Gender : woman

 Age : 29- year-old

 Source of history : patient , reliable

Married

 Born in Yazd

 Live in Tehran

 Job : Master of Family Health



Chief complaint

• A 29 year-old woman with PTC and lobectomy referred for follow up



Present illness

• The patient was relatively well until bahman of 1402 that developed 
influenza like syndrome and sore throat and earache ,lasting for about 
6-7 days.

• thyroid sonography and lab tests were done



Laboratory data



Thyroid sonography 



Present illness

• So the patient was referred for thyroid nodule FNA







Pathology report of 
FNA



Present illness

• The patient was candidate for lobectomy and isthmectomy

• At the 2.2.1402 she underwent left lobectomy and isthmectomy



2.2.1402

Left lobectomy and 
isthmectomy and right 
margin (sub total 
thyroidectomy)+central 
lymph node biopsy)



Pathology report



 Tumor focality : one focus

 Tumor site: isthmus and left 
lobe

 Tumor size:1.2X 0.8X 0.6 cm

 Lymphatic invasion: present

 Vascular invasion: not seen

 Extrathyroidal invasion: not
seen

 All surgical margins are free
from tumor

 Minimum distance of the 
tumor from right lobe 
margin:0.3 cm



Central cervical lymph 
nodes

 Three out of 3
lymph nodes 
involved by tumor

• Size of largest : 

2 mm

• Extra nodal 
extension: not 
identified



11.2. 1403

(10 days after surgery)



12.3.1403

4 weeks after 
surgery



•Past medical:
As present illness

Breast fibroadenoma since the age of 17 years old

•Drug history:

• Levothyroxine 500 mcg per weeks since 12.3.1403

• Ca-D since 2.2.1403



•Habitual History:

Neg

Family History :

 Neg

•Social History :

Married

No  children

Education: master of family health



Review of Systems:

▶ Headache (-) Nausea & Vomiting (-) Visual problems (-)

▶ Weight changes (-) Appetite changes (-) Sexual problems (-)

▶ Skin:Pigmentation (-) Diaphoresis (-) Dry & Fragile Hair (-)

▶ Ears, nose, mouth: Nl

▶ Cardiovascular: Nl, Palpitation (-)

▶ Respiratory: Nl

▶ Gastrointestinal: Nl, Epigastric pain (-)

▶ Musculoskeletal: Nl

▶ Neurological: Nl

▶ Psychiatric:Nl



Physical Examination:
• General Appearance:

A 29 year-old woman , awake and alert

• Vital Sign:

BP: 120/80 mmHg

HR: 72 / min

• BMI:
Weight: 64Kg Height:1.65 m BMI:23.5 Kg/m2



Physical Examination:
• Neck: Scar of pervious surgery

• Thorax: Nl

• Lungs : Clear

• Heart : Normal

• Abdomen : Normal

• Skin: No pigmentation

• Extremities :

• Upper : Normal

• Lower : Normal



Problem list:

• A 29-year-old woman

• PTC classic type(1.2x 0.8X 0.6 cm) that underwent lobectomy and 
isthmectomy

• Three out of 3 lymph node involvement



Agenda

• Risk stratification of patient

• Indications of Prophylactic central-compartment neck dissection

• Which patients are candidate for lobectomy?

• Follow up of patients after lobectomy

• whether completion thyroidectomy is necessary in patient with 
upgraded risk after surgery based on long-term follow-up?





• Tumor : -No tumour invasion of locoregional tissues or structures

-Not aggressive histology 

-No vascular invasion

• Node : clinical N0

Pathologic N 3/3 ?

• Distant metastasis : No distant metastases

• OTHER : All macroscopic tumour has been resected



ATA low risk



Lymph node dissection



Therapeutic

Therapeutic central-compartment (level VI) neck dissection for

patients with clinically involved central nodes should accompany total

thyroidectomy to provide clearance of disease from the central neck.

American Thyroid Association 2015



Prophylactic 

 clinically uninvolved central neck lymph nodes (cN0) who have 
advanced primary tumors (T3 or T4)

 clinically involved lateral neck nodes 

American Thyroid Association 2015





The 2015 ATA guidelines 

• low-risk papillary and follicular carcinomas

• DTC ≤1 cm (if surgery is chosen, instead of active surveillance), 
no ETE, no clinical LN metastasis, no prior history of head and 
neck irradiation and no familial history of thyroid carcinoma. 

• DTC >1 cm and ≤4 cm (without ETE and clinical evidence of LN 
metastasis) either a bilateral procedure (near total or total thyroidectomy) or a unilateral 

procedure lobectomy).



• completion thyroidectomy is recommended for patients for 
whom total or near-total thyroidectomy would have been 
recommended if the diagnosis had been available before the 
initial surgery. 





Park, Jae Hyun, and Jong Ho Yoon. "Lobectomy in patients with differentiated thyroid 
cancer: indications and follow-up", Endocrine-Related Cancer 26, 7 (2019(



follow-up strategies  patients undergoing thyroid lobectomy 

• Tg and anti-Tg antibody : 6–12 weeks after initial surgery  → 

6 and 12 months → annually thereafter if patients are disease 
free. 

• Periodic neck ultrasound : only for patients with reasonable 
suspicion of structural recurrence. 

Park, Jae Hyun, and Jong Ho Yoon. "Lobectomy in patients with 
differentiated thyroid cancer: indications and follow-up", Endocrine-
Related Cancer 26, 7 (2019(



follow-up strategies of patients undergoing thyroid lobectomy 

• TSH target : is recommended to be maintained between 0.5–
2.0 mU/L for patients with an excellent initial therapy response

• Tg cutoff : 30 ng/dL

{ A nonstimulated Tg cutoff of 30 ng/mL was chosen since a normal thyroid gland usually      

secretes 20–60 ng/mL and a lobe would be expected to secrete 50% of this}

Park, Jae Hyun, and Jong Ho Yoon. "Lobectomy in patients with differentiated 
thyroid cancer: indications and follow-up", Endocrine-Related Cancer 26, 7 (2019(



whether completion thyroidectomy is necessary in patient

with upgraded risk after surgery based on long-term follow-
up



• retrospective 

• medical records of 1702 patients

• between 2006 and 2011

• Thyroid lobectomy  and ipsilateral central lymph node (LN) dissection 

• mean follow-up durations : 10 years

Thyroid lobectomy is sufficient for differentiated thyroid cancer with upgraded 
risk after surgery. Gland Surgery, North America, 11, sep. 2022





sex, age, tumor size, multifocality, extrathyroidal extension ,  central LN metastases, 

and number of central LN metastases were not associated with recurrence after TL



Thyroid lobectomy is sufficient for patients with 
Differentiated Thyroid Cancer whose risk is upgraded after 
surgery because they have a good prognosis at long-term 
follow-up.

Thyroid lobectomy is sufficient for differentiated thyroid cancer with upgraded 
risk after surgery. Gland Surgery, North America, 11, sep. 2022



Completion thyroidectomy may not be required for papillary 
thyroid carcinoma with multifocality, lymphovascular 
invasion, extrathyroidal extension to the strap muscles, or 
five or more central lymph node micrometastasis

• Aim : to determine whether completion thyroidectomy is necessary 
based on long-term follow-up oncological results according to various 
clinical and pathological characteristics of patients with PTC who 
underwent lobectomy.

• 1815 patients

• 2003 to 2014

• Follow-up : 10 years

. Completion thyroidectomy may not be required for papillary thyroid carcinoma with 
multifocality, lymphovascular invasion, extrathyroidal extension to the strap muscles, or five or 
more central lymph node micrometastasis. Oral Oncol. 2022





• Eighty-two (4.5%) patients showed locoregional recurrence during the 
average 10.2-year follow-up period.

• There was no significant difference in tumor size, multifocality, 
lymphovascular invasion , microscopic or strap muscle-extrathyroidal
extension, and central neck lymph node micrometastasis between the 
recurrence and non-recurrence groups.

• Conclusion: After thyroid lobectomy, PTC patients with 
multifocality, LVI, extrathyroidal extension to the strap 
muscles, or five or more central LN micrometastases may 
not require immediate completion thyroidectomy.



November 16, 2023

Partial Thyroidectomy With Incidental Metastatic Lymph Nodes

Ehab Alameer, MD1,2; Alana Eagan, MPH2; Daniel W. Scholfield, MBChB, BSc2; et al

• Aim : To investigate the outcomes of patients with incidental 
metastatic lymph nodes following partial thyroidectomy

• A retrospective review of a prospectively maintained thyroid cancer 
database

• 1985 to 2015

• 74 patients

• underwent thyroid lobectomy or thyroid isthmusectomy

• have incidental metastatic lymph nodes on final pathologic 
analysis and were selected to be observed without immediate 
completion thyroidectomy were included

Alameer E, Eagan A, Scholfield DW, et al. Partial Thyroidectomy With Incidental Metastatic 
Lymph Nodes. JAMA Otolaryngol Head Neck Surg. 2024



• Classic papillary thyroid: carcinoma (34 [46%])

• Vascular invasion : 11 patients (16%)

• microscopic extrathyroidal extension: 22 patients (30%)

• Positive margins : 5 patients (7.8%)

• Size of metastatic lymph nodes: between 0.07 cm and 1.2 cm

• median follow up : 48.15 months



• only 1 patient had regional recurrence after a median follow-up 
of 48 months

• Completion thyroidectomy may not be necessary in 
appropriately selected patients who are found to have incidental 
metastatic lymph nodes (N1a) after partial thyroidectomy for 
localized well-differentiated thyroid cancer


