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Uni la tera l  d i f ferent ia ted  thyroid  cancer  (DTC)  
<4 cm can be treated with thyroid lobectomy or total 
thyroidectomy (TT), depending on the presence of high-
risk features. Information about some of these features, 
such as micrometastasis in lymph nodes or microscopic 
extrathyroidal extension (ETE), are usually incidental 
findings that only become available after histological 
assessment from the first surgery. If such features or 
risk factors are present, physicians face the dilemma of 
suggesting completion thyroidectomy or not. There is 
often considerable room for clinical judgement in these 
cases, even though thyroid cancer guidelines generally say 
that completion thyroidectomy should be offered as if the 
information were available before the initial surgery.

In this issue of Gland Surgery, Choi and coworkers (1) 
provide data that may help clinicians making their wise 
decisions when faced with this situation. The authors looked 
at patients whose American Thyroid Association (ATA) 
risk classification was upstaged from low to intermediate 
after incidental findings of lymph node micrometastasis or 
microscopic ETE. The authors present data from 2,830 
patients treated for assumed low risk DTC with lobectomy 
and prophylactic ipsilateral central compartment neck 
dissection (CCND). Patients with lymph node metastasis 
>2 mm or gross ETE of the cancer were treated with TT 
and not included in the study. Thus, patient selection 
included only “the better part” of intermediate risk patients. 
The presence of micrometastasis or microscopic ETE, 

two features that according to ATA guidelines (2) would 
add to the argument for completion thyroidectomy, did 
not change the treatment strategy at the author’s clinic. 
This allowed the unique opportunity for the authors to 
compare long-term oncological outcomes for patients with 
micrometastasis in the central lymph nodes or microscopic 
ETE, to those who had not, without further surgical or 
radioiodine treatment. 

As expected from the patient selection, the total 
incidence of recurrences during the 10-year average follow-
up was extremely low. Only 1.9% of the 1702 patients that 
the authors were able to follow had a recurrence. There 
were no statistical differences in the number of recurrences 
when comparing the patients without any lymph node 
metastasis (pN0) to those who had 1–5 micrometastasis, 
nor to the group with microscopic capsular invasion, nor 
when comparing the two latter. For clarification, the group 
predominantly defined by microscopic capsular invasion 
(535 of the 543 patients in this group) also included 14 
patients with more than five micrometastasis. 

The data suggest that completion thyroidectomy is 
not warranted when micrometastasis or microscopic ETE 
is incidentally found upon histological examination. As 
always, the conclusions must be interpreted with some 
caution. First, we do not know if the diagnostic workup was 
made according to ATA guidelines. If very small cancers 
that could have been safely overlooked or followed without 
surgery were included, the patient selection could be biased 
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towards the very low risk group. The argument of avoiding 
overtreatment in this group is less valid if there were 
overdiagnosis during patient selection. Second, 40% of 
the patients were lost to follow-up, a common weakness in 
many retrospective studies. We know from other countries 
that patients with recurrence often get their redo surgery at 
another clinic, however this may not be the case in Korea. 
Third, the average follow-up time of 10 years is relatively 
short for small DTCs, as the authors point out in the 
discussion. In fact, the Kaplan-Meier curves in the paper 
may even suggest that the drop in recurrence-free survival 
only starts to display after more than 10 years. Whether or 
not to chase this possible effect more than 10 years ahead by 
more aggressive treatment is another question. 

Choi et al. touches upon several of the questions 
currently under debate in thyroid cancer surgery: the 
indication of prophylactic lymph node dissection, the 
indication for TT in patients with unilateral disease and 
thereby the use of radioactive iodine therapy. It is important 
to acknowledge that TT carries a heavier burden on the 
patient as compared to unilateral surgery, and weigh this 
against a possible benefit. The benefits of both TT and 
radioiodine therapy for low to intermediate risk cancers 
are not well documented. While Choi et al. conclude that 
TT can be avoided if patients are treated with lobectomy 
and CCND, the necessity for CCND is disputed in 
T1-2 cancers, and not recommended by ATA guidelines. 
Lobectomy alone may have been enough. A clinical 
randomized trial underway (ESTIMABL3) may help us 
answer this controversy.

No direct comparison to patients treated with more 
extensive treatment (TT and radioiodine ablation) was 
performed in the study. However, the large group sizes 
should allow sufficient statistical power to detect clinically 
relevant differences between the groups. Any additional 
benefits from more extensive treatment would have to 
outweigh its side-effects. This is where the debate about 
wise decisions starts. Awareness of the complications from 
TT is increasing and should make us save more thyroids (3). 
Completion thyroidectomy and primary TT share the same 
amount of risk (4,5). When compared to unilateral surgery, 
TT has a significantly higher risk for vocal fold paralysis, 
because both recurrent nerves are exposed. Permanent 
hypoparathyroidism, a virtually non-existent complication 
after unilateral surgery, is recently reported in about 10% 
of patients after TT, even in benign disease (6-8). Voice 
and swallowing problems in the absence of obvious nerve 
damage are common (9). Total thyroidectomy requires life-

long hormone replacement therapy, which may reduce 
quality of life (10). 

There are many drivers that generate overdiagnosis 
and overtreatment in modern health care (11). In breast 
cancer surgery, overtreatment can be driven by patients 
that request prophylactic surgery or mastectomy when 
a breast-conserving approach would be equally safe. In 
thyroid cancer, patient demands are unlikely to influence 
the extent of the surgery strongly, leaving more influence 
on the physician’s advice. A recent survey study in 
the United States compared the recommendations of 
thyroid cancer specialists to ATA guidelines and found 
that 64% suggested overdiagnosis and 40% suggested 
overtreatment (12). A common argument to overtreat 
thyroid cancer is that less extensive surgery may require 
higher diagnostic quality and closer follow-up, to the 
price of patients feeling insecure. In Europe, about two 
thirds of patients with T1-2 differentiated thyroid cancers 
are treated with TT (European Registry for Endocrine 
Surgery, personal communication). A cost-benefit analysis 
including complications and quality of life is challenging 
to communicate to the patient who wants to be cured for 
cancer. Guidelines have a large responsibility for staking out 
the course.
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