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Tall Cell Variant of Papillary Thyroid Carcinoma

Sang-Wook Kang M.D.,* Tae Wan Kim M.D.,* Kee-Hyun Nam M.D.,*
Hang-Seok Chang M.D.," Soon Won Hong M.D.,”* Cheong Soo Park M.D.*
Department of Surgery,* Pathology,** Yonsei University College of Medicine, Seoul, Korea

Objectives : The tall cell variant is an uncommon variant and has been known as more aggressive form of
papillary thyroid carcinoma (PTC). Owing to the rarity of these thyroid cancers, their clinical behavior remains
incompletely understood. To elucidate the clinicopathologic characteristics of tall cell variant, we retrospec-
tively reviewed our surgical experience of patients with tall cell variant.

Methods : Between August 1993 and July 2004, a total of 11 consecutive patients who were pathologically
diagnosed with tall cell variant of papillary thyroid carcinoma were enrolled in this study. All patients underwent
total (8 cases) or subtotal thyroidectomy (3 cases) with central compartment node dissections. The lateral neck
dissection was added in 6 patients. After the operation, neck ultrasound and serum thyroglobulin were checked
regularly during the follow-up period.

Results : The mean age of the patients was 56.6years (range, 30—74years) at the time of diagnosis. 3 patients
were men, and 8 were women. The mean diameter of tumor was 3.7cm (range, 1.5—6.0cm), and 6 patients had
lateral neck node metastasis. Extrathyroidal extension was seen in 5 patients (45%) . Loco-regional recurrence
was found in 2 patients (18%), and distant metastasis in 1 patient(9%) . The 5-year disease free survival rate
was 68%.

Conclusion : The tall cell variant of papillary thyroid carcinoma is an uncommon disease. Clinicopathologic
feature and prognosis of this disease show more aggressive behaviors than ordinary papillary thyroid carci-

noma. More aggressive treatment and close follow-up should be undertaken in the tall cell variant of papillary
thyroid carcinoma.
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Fig. 1. A, B. Tall cell variant. A :
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Table 1. TNM Stage of the tumor at time of diagnosis and follow-up

Sex/Age TNM/Stage Locdal recurrence Distant metastasis Survival status Total follow-up period (M)
F/569 TINTaMO/ No No Survival 134
F/61 T2NOMO/ No No Survival 67
F/40 T2NOMO/| No No Survival 62
F161 T2N1aMOo/H No No Survival 55
M/30 TAaN1aMO/I No No Survival 54
M/57 T4aN1oMO/IVA Yes No Survival® 52
F/54 TAaN1aMO/IVA No No Survival 42
F/74 TAaNT1aMO/IVA Yes Yes Survival* 32
F/68 TdaN1aM1/IVC No Yes Death 23
Fl167 T2NTaMo/tl No No Survival

M/52 T3NOMO/ I No No Survival 3

* 1 Survival with disecse
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Fig. 2. Kaplan-Meier disease free survival rate,
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Table 2. Univariate disease free survival analyses

Factors N=11 rec,\t];r.eonfce vcflue
Age <55 4 0] 0.1662
> 55 7 3
Sex Maie 3 1 0.6390
Female 8 2
Thyroidectomy
T 8 3 0.2925
LT 3 0
LN dissection
CCND 4 1 0.8428
MRND 7 2
Tstaging T 1 0 0.0186
T2 2 0
13 5 Q
T4 3 3
Extrathyroidal ~ Yes 5 3 0.0607
invasion No 6 0
Muttiplicity Yes 8 3 0.1910
No 3 0
LN metastasis  Yes 8 3 0.2925
No 3 0
RAl therapy Yes 8 3 0.2925
No 3 0

TT : total thyroidectomy, LT : less than total thyroidectomy,
CCND : central compartment neck dissection, MRND : modi-
fied radical neck dissection, RAI : radioactive iodine
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