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ABSTRACT

The objective of the study is to determine the prognostic factors of thyroid cancers and five years survival rate of thyroid
cancers.

Material and methods: The study was descriptivestudy from 1st January 2007to 31st December 2009, followed for 5
years till 2014 (of 8 years duration) at ENT and Surgical departments Khyber Teaching Hospital and Hayatabad Medical
Complex, Peshawar. Total number of 312 patients having thyroid cancers enrolled from admitted patients. The prog-
nostic factors like age and sex of the patient, type of tumour and stage of tumour were studied. The patients included
in the study were those diagnosed as thyroid cancers confirmed by tissue biopsy either FNAC or after lobectomy/
thyroidecomy. The cancers were staged using TNM staging system. All the patients were followed for five years after
diagnosis irrespective of treatment.

Results: In our study the 5-year survival rate for less than 40 years of age was 90.1%, for 41-60 years 90.6% and more
than 60 years 78%. The 5-year survival rate for femalesis better with (93.6%) as compare to males(73.1%). The 5-year
survival rates for papillary carcinoma (90.5%) as compare to other thyroid carcinomas is good as well as early stage
tumours (stage | and Il which is 100%) do better than late stage tumours (stage lll and IV).

Conclusion: Early age, female sex, early stage and well-differentiated thyroid cancers have better prognosis.
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INTRODUCTION

Thyroid cancer is a rare form of cancer, ac-
counting for 1-1.5% of all cancer cases.' It's the most
common cancer in people aged 35 to 39 years and in
those aged 70 years or above. Women are two to three
times more likely to develop thyroid cancer than men.2
There are four main types of thyroid cancer. Papillary
carcinoma -the most common type, accounts for about
60% cases, usually affects people under the age of
40 years, particularly women. Follicular carcinoma -
accounting for around 15% and tends to affect older
adults. Medullary thyroid carcinoma — accounts for
around 5% cases (5-8%), can run in families. Anaplastic
thyroid carcinoma —the rarest and most aggressive type
of thyroid cancer, accounting for less than5%, usually
affects older people above 60 years.®

The cause of thyroid cancer is unknown, but cer-
tain risk factors have been identified and include a family
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history of goitre (noncancerous or cancerous), exposure
to high levels of radiation, genetic abnormalities and-
certain hereditary syndromeslike familial adenomatous
polyposis, Cowden syndrome and multiple endocrine
neoplasia type I1.**The clinical features of thyroid cancer
include a goitre (solitary nodule, multinodular goitre),
unexplained hoarseness that lasts for more than a few
weeks, a sore throat or difficulty swallowing and cervical
lymphadenopathy. Rare features like pain, stridor, vocal
cord paralysis hemoptysis and rapid enlargement may
be present.®

Thyroid cancer is diagnosed by tissue biopsy
using FNAC or even thyroid lobectomy. Other tests
like Ultrasound with Doppler, CT scan, total body scan
and PET are used to stage the cancer. Thyroid function
test is done to confirm thyroid hormone level.” The TNM
method (introduced in 1987 by the International Union
Against Cancer and adopted by the American Joint
Commission on Cancer) is the most universally used
staging method and applies to papillary, follicular and
medullary thyroid cancers.®

The recommended treatment plan depends on
the type and grade the cancer. Differentiated thyroid
cancers are treated using a combination of surgery to
remove the thyroid gland (thyroidectomy), removal of
involved lymph nodes followed by radioactive iodineto
destroy any remaining cancer cells and prevents the
recurrence. Medullary thyroid carcinomas are treated
with total thyroidectomy, neck dissection and external
beam radiotherapy. Anaplastic carcinoma requires
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tracheostomy or even thyroidectomy for debulking or
radiotherapy.®

The five-year absolute survival rate for differentiat-
ed thyroid cancers (papillary and follicular) is very good
as compared to medullary and anaplastic carcinoma.
The early stage tumours have better prognosis than
late stage tumours. Almost 100% for both stage | and
I, 90% for stage Ill papillary carcinoma, about 70% for
stage Il follicular carcinoma, and about 50% for stage
IV. The five-year absolute survival rate for medullary
carcinoma is 100% for stage |, near 98% for stage Il, near
8% for stage Ill and near 30% for stage IV. The five-year
absolute survival rate for anaplastic carcinoma is 0%,
as all are in stage IV. The overall prognosis is better in
younger people and female.™

The purpose of this study was to find out the pat-
tern of thyroid cancer in this part of the world along with
the different stages in which they present. The different
prognostic factors (age of the patient, sex of the patient,
type of tumour and stage of tumour) affecting the de-
velopment of thyroid cancer and the five-year survival
rate were calculated. This study gives us local statistics
and the 5-year survival rates for different age groups,
gender, different type and stages of thyroid cancers.

METHODOLOGY

It was a descriptive study of 3 years duration
from 1t Jan 2007 to 315 Dec 2009 and followed for next
five years till December 2014, conducted in the ENT
department of Khyber Teaching Hospital and surgical
department of Hayatabad Medical Complex, Peshawar.
Sample size was 312 patients of thyroid cancer.

Patients of all ages and either gender presenting
with primary thyroid cancer in the ENT and surgical OPD
diagnosed as thyroid cancers after confirmed by tissue
biopsy either by FNAC or thyroidectomy (lobectomy/
total thyroidectomy) were included. All those patients
who were diagnosed as thyroid lymphoma and meta-
static thyroid carcinomas were excluded from the study.
The above mentioned conditions act as confounders
and were excluded to reduce bias in the study results.

DATA COLLECTION PROCEDURE

The study was conducted after getting approval
from hospital ethical and research committee. The pa-
tients meeting the inclusion criteria were included in the
study through OPD/ER department. The diagnosis of
thyroid cancer was based on tissue examination either
FNAC or thyroidectomy (lobectomy/total thyroidecto-
my). The purpose, risks and benefits of the study were
explained to all included patients, they were assured
that the study is purely conducted for research and
data publication and a written informed consent was
obtained from all included patients.

Postoperatively all patients were followed at
regular intervals and finally at the end of 5-years to de-

termine the survival rate for different prognostic factors
including age and sex of the patients with different type
and stage of the cancer.

All the above mentioned information including
name, age, gender, address and telephone numbers
were recorded on a pre-designed proforma. A strict
exclusion criterion was followed to control confounders
and bias in the study results.

STATISTICAL ANALYSIS

All the data was entered and analysed in SPSS
16 (version 16). Frequencies and percentages were
calculated for categorical variables like gender of the
patient, sex of the patient, type of the cancer and stage
of the cancer. All the results were presented as tables
and charts.

RESULTS

In our study, out of 312 patients, majority were
diagnosed as papillary carcinoma(64.4%) with rest of
the carcinomas as shown in table. Most of the patients,
128 out of 312 (41%) were of the age range of 41 — 60
years, followed by 113 patients (36.2%) in more than
60 years age group and 71 (22.8%) patients in less
than 40years age group. Out of these 312 patients 204
(65.4%) were females and 108 (34.6%) were males.

In our study, the overall 5-years survival rate in
different age groups came out 90.6% in 41- 60years
age group, followed by 90.1% in less than 40years and
78% in above 60years age group with split percentages
for different carcinomas in different age groups shown
in Table 2. The overall 5-year survival rate in different
genders showed differentiated thyroid carcinomas are
more common in female gender with good prognosis
(98.6%) as compare to males (73.1%) with different
prognosis for various thyroid carcinomas as shown
in table-3.

The 5 year survival rate for different thyroid
carcinomas showed that the prognosis of papillary
carcinoma as compare to other differentiated and
undifferentiated thyroid carcinomas is good as well
as early stage (stage | and Il) tumours do better than
late stage tumours (stage lll and IV), while anaplastic
carcinoma is the worst tumour with 0% 5 year survival
as shown in table-4.

DISCUSSION

Papillary thyroid carcinoma is the most common
thyroid cancer followed by follicular, medullary and
rarely anaplastic carcinoma. The first two are known
as differentiated thyroid carcinomas (DTC)while the
last one is also called undifferentiated carcinoma. The
differentiated thyroid cancers are more common in fe-
male gender with good prognosis as compared to male
patients. The prognosis of thyroid cancers is excellent in
early age groups, female gender, early stages of cancer
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Table 1: Percentage of Different Thyroid Cancers

Type of thyroid cancer

Percentage

Papillary 64.42% (201/312)
Follicular 22.76% (71/312)
Medullary 10.26% (32/312)
Anaplastic 2.56% (8/312)

Table 2: 5-Year Survival Rate for Different Age Groups

Five-year survival rate

Age of the Papillary Follicular Medullary Anaplastic Over all
patient percent-
(182/201) (61/71) (27/32) (0/8) age(267/312)
Less than 40 99.3%(36/37) ] 93.7%(15/16) - 90.1% (64/71)
yoars (71) 94.4%(17/18)
41-60 years 90.7% (79/86) | 93.9% (28/31) 90.3% (8/9) 0% (0/2) 90.6% (116/128)
More than 60 83.6% (67/78) | g0 65, (16/22) 66.7% (4/7) 00% (0/6) 78% (87/113)
. (o]
years

Table 3: 5Year Survival Rate for two Gender

Five-year survival rate

Sex of the pa- Anaplastic Over all per-
tient Papillary Follicular Medullary (0/8) centage
182/201 (61/71) (27/32)
(270/312)
Male 79.7% (51/64) 70.8% (17/24) 85.7% (12/14) 0% (0/6) 73.1% (79/108)
Female 95.6% (131/137) | 93.6% (44/47) 83.3% (15/18) 0% (0/2) 93.6% (191/204)

Table 4: 5 Year Survival Rate for Different Types of Thyroid Cancer

Five-year survival rate

Type of Thyroid st | s " St v Over all
cancer age age age
(104/104) (o1/101) | Stage Il (50/64) (15/43) p&";&g‘f‘g’
Papillary 100% (62/62) 100%(71/71) 84.4%(38/45) 47.8%(11/23) | 90.5% (182/201)
Follicular 100%(31/31) 100%(21/21) 58.3%(7/12) 28.5%%(2/7) 85.9% (61/71)
Medullary 100%(11/11) 100%(9/9) 71.4%(5/7) 40% (2/5) 84.3% (27/32)
Anaplastic - - -- 0% (0/8) 0% (0/8)

and well-differentiated thyroid cancers as compared
toolder age, male gender, late stage of the disease and
anaplastic carcinoma.

In our study the most common thyroid cancers
were well-differentiated carcinomas 88.1% (papillary
65.4% and follicular 22.7%) followed by medullary car-
cinoma9.3% and rare anaplastic carcinoma 2.6%. The
majority of thyroid carcinomas were found in female.

In China a study conducted in 2014, a total of
1756 patients with DTC were enrolled in the study and
a marked female preponderance was found with the
female/male ratio of 2.3:1."" In our study the five-year

survival rate for female was 93.6% and for male 73.1%
with 1.3:1 ratio. One of the studies in Japan it was
concluded that the significance of prognostic factors
of differentiated thyroid cancers varied according to
patient sex and age."

A study conducted by Konturek A in 2012 the
mortality was found to increase with age. In the oldest
age group, the death risk increased more than sevenfold
as compared to patients below 50 years of age."®In our
study the five-year survival rate for less than 40 years of
age was 90.1%, for 41-60 years 90.6% and more than
60 years 78%.
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In a study conducted by Diaconescu MR1, the
medullary and anaplastic thyroid cancers were the
most aggressive lesions and even extended surgery
and complementary therapy failed to improve the prog-
nosis of these patients.' The five-year survival rate for
papillary carcinoma was almost 90.5%, follicular carci-
noma 85.9%, medullary carcinoma 84.3.and anaplastic
carcinoma 0%.

In a study conducted by de Melo TG, the common
factor that influenced mortality for FTC and PTC patients
was distant metastasis at diagnosis, increasing mortality
rate by 41 times in FTC and 30 times in PTC patients.®
In our study the five-year survival rates for stage | and
stage Il thyroid cancer was almost 100%, stage Il 78.1%
and stage IV 34.9%.

CONCLUSION

Early diagnosis of thyroid cancer gives better
prognosis as well differentiated thyroid cancers and
early stage cancersgreatly increase the five-year sur-
vival rate.
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