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Cytologic and Pathologic View Point of Well Differentiated
Thyroid Cancer

Soon-Won Hong, MD
Department of Pathology, Yonsei University College of Medicine, Seoul, Korea

Debate and controversy between the well differentiated thyroid cancer, especially follicular carcinoma and
follicular variant papillary carcinoma and benign lesion such as follicular adenoma and adenomatous
hyperplasia are currently discussed more. Here the diagnostic main problems and pitfalls will be described.
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Table 1. Classification of well differentiated thyroid cancer
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Follicular carcinoma, well differentiated
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Table 2, Comparison of independent preoperative diagnostic
modality of thyroid nodule
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PTC in AH Suspicious Miss Impossible
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FA/FC Impossible Impossible Impossible
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Table 4. Histopathological differential diagnosis between neo—
plastic and hyperplastic thyroid nodule

FNAC: fine needle aspiration cytology, PTC: papilary thyroid
carcinoma, AH: adenomatous hyperplasia, FA/FC: follicular
adenoma/follicular carcinoma

Table 3. Usefulness of ancillary technique in FNAC

FNAC FNAC+CB FNAC +MM

(Braf or Gal-3)

PTC in AH Suspicious Not necessary Braf — possible
Gal-3—useful

FVPTC Suspicious No additonal  Braf — negative
Gal-3—useful

FA/FC Impossible  No additional Braf — negative

Gal~3—useless

MM molecular marker
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Follicular Hyperplastic
adenoma nodule
Capsule Complete Absence or
incomplete
No. of nodule Single Multiple
Extra—nodule follicular cell Different |dentical
Secondary changes within  Infrequent Often

the nodule

Follicular
/ Adenoma

Thyroid follicular  — |Hyperplasia

cell

Carcinoma

Fig. 1. Thyroid tumorigenesis.



yolE ¢

T

=55 FAR

woro 2 kel n 1 wgte] FAA
ek 9IchFig. 2).

ok

HEY LYMB(FAI LYMHEY

0Pt

(FC)o| ztd

0

Fig. 3. Capsular invasion of follicular neoplasm.

Fig. 4. (A) No capsular invasion. (B) Capsular invasion (H&E, X 40).
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Fig. 5. Vascular invasion of follicular neoplasm.

LEUHEAZTY MY E2 B A=

1o
ruE

—

Aol 32eEo] U A| 3 -S-(microinvasive) 2t
(widely invasive)?] ZFE = 2 &
A7 A 2 A s B9

L
rr o
30 pE of

Ho

Mo

H O
Mo
ol
ml

ol Ew FEost ¢ o wute] Fe

Zﬂ‘%ﬁ-‘ﬂl zA o wAUE o7t FEY W&
oAz FoR FolHo glu uAFE AT 1
e sk Agboletn ojwlo] glek et
&0 U ARt e g ojuzix] & 2|
of thet o7t Byx] giet Thompsono] 2J5H b]A]
e 4FL2 wuolu wjukrdo) 2AY SR Hr
o Fto] A3 A7 S 2Jujstrta Holstgch"”
Chane 471 ol4to] F¥o] &3t A% vjAFdeoR
Folst T FYS F&l WP FHoz Yol

RE A9 SIS I Ol ol e T
Ho2 YT Fe ofd A
+ 2471 Utk A A= Thompson

2ol
o =
.=
2
O
_v_
m}i
0$
ru[o
oid

e ok vt oh
3} Chan®] e Fastel 47) ol4ge] Bkl a5t
12 Fo] Festua ey Fogol LAy
glovt % Fopel meol 4 gol Hojubal gFol &

A = FHe HY GFOo2 AU S ek 4
2}

& 97} ek oSl A9 7 AM) Azl Lol
U AlEUEsE 28 e AHY A9t 7 Advie

O

Fig. 6. (A) Widely invasive follicular carcinoma. (B) Adenomatous hyperplasia (H&E, X 40).
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Fig. 7. Papillary carcinoma (A; H&E, X 40, B; H&E, X400).
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Fig. 8. (A) Follicular variant papillary thyroid carcinoma (H&E, X 40). (B) Focal area shows typical papillary carcinoma nuclear
features (H&E, X 400). (C) Galectin—3 for this lesion reveals positive reaction to typical papilary carcinoma area. (D) CK19 also
reveals positive reactivity to the lesion (C&D; Immunohistochemical stain, X 400).
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