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Abstract: The objective of our study was to study the different diagnostic and therapeutic aspects of papillary thyroid cancers. To 

this end, we have collected and processed the data 80 cases with papillary carcinoma. Papillary cancer is the most common 

histological type, accounting for 85% of thyroid cancers. The age of the patients at the time of diagnosis varies between 22 and 74 

years with an average age of 40.5 years. The female predominance is obvious; our series consists of 68 women and 12 men with a 

sex-ratio F/H= 5.6. The most common clinical manifestation is the thyroid nodule. Lymph node extension is noted in 14 patients or 

17.5%. The extemporaneous examination was performed in 12 patients returning po sitive in all 08 cases. Cervical ultrasound was 

performed in all patients with TIRADS score study, with a predominance of TIRADS 4 nodules representing 23% of cases, 

compared to 11% TIRADS 5, 9% TIRADS 3. The cervical scan was performed in 20 patients (10% ), the Scintigraphy was 

performed in two patients, and thyroid fine needle aspiration was performed in 30 patients.  On the therapeutic level, we performed 

26 total thyroidectomies (35.5% of cases), including 4 accompanied by lymph node dissection.  30 isthmolobectomies  (37.5% of 

cases), and 18 totalisation (22.5% of cases) after final histological examination. Iratherapy was prescribed to patients who have 

had a total thyroidectomy.  Hormonal therapy for Frenatrice was prescribed after total thyroidectomy. Post-operative follow-up 

was simple in the majority of cases, apart from one: Hypocalcemia found in 12 patients placed on calcium supplementation. 04 

cases of bilateral recurrent paralysis and 14 cases of lymph node recurrence and 02 cases of recurrence a t the level of the thyroid 

compartment requiring surgical revision. 
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Introduction : 

Papillary thyroid carcinoma is a malignant epithelial tumour, consisting of cells with vesicular differentiation, papillary and 

vesicular architecture, with characteristic nuclear alterations.It is by far the most common of thyroid malignant tumors (85% ) 

[1,3,4,5], it occurs at any age , with a clear female predominance [1,3,4], good prognosis if the management is well conducted 

early.The incidence in Morocco is estimated at 0.6/100,000 [1], the apparent increase in incidence in recent years should be 

interpreted in the light of progress in screening and improvement of pathology te chniques identifying better occult 

microcarcinomas on parts of total thyroidectomy [2,4,5]. The management of papillary carcinomas requires a discussion in a 

multidisciplinary consultation meeting to determine the level of ris k and the appropriate treatment [ 6]. 

The aim of our study is to specify the epidemiological profile, the clinical expression , histological diagnosis, therapeutic means, as 

well as the course and prognosis of papillary carcinoma of the thyroid, in comparing our results with those of recent data in the 

literature. 

Methods :  

This is a retrospective study spread over 8 years;  from January 2012 to December 2019, involving 80 patients in the ORL 

department of CHU Hassan II of Fez, for papillary thyroid carcinoma. We retained as inclusion criteria: Patients, men and women 

of all ages treated for carcinoma papillary thyroid gland in the ORL  department of the Hassan II University Hospital in Fez and 

after pathological confirmation.Clinical, paraclinical information and evolutionary were collected from records, and follow-up of 

patients in consultation after having developed a questionnaire including the different 

variables required for our study. The statistical analysis was performed using the SPSS software. 

Results:  

Our series shows a clear female predominance with 85% women and  

15% of men.  The average age for men is 40.5 years, with extremes ranging from 22 to 74 years. [Table 1 ] .The concept of 

cervical irradiation has not been found in any patient. The reason for most frequent consultation is an anterior cervical mass 

moving to the swallowing in 78 patients (97% of cases) and associated with signs of to evoke the malignancy of type dysphagia, 

dyspnea and dysphonia in 12 patients (15% of cases). 

The average consultation time was more than 2 years in 60% of cases. 

Clinical examination found thyroid nodules in 78 patients or 97.5% of cases (Figure 1). Satellite lymphadenopathy was found in 

14 patients or 17.5% of cases. 
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Cervical ultrasound was performed in all patients , The ultrasound nodule size was between 14 and 75 mm long axis. Hypoechoic 

nodules are more frequent and represent 28% with the presence calcification in 38 patients (36%) and Lymphadenopathy was 

found in 14 patients, or 13% of cases. concerning the TIRADS score, our results showed a predominance of TIRADS 4 nodules 

which represent 23% of cases, against 11% TIRADS 5, 9% TIRADS 3.and. The cervical scanner with iodine contrast injection 

(figure 2) was performed in 20 patients (10%), whenever it is a large, sinking, compressive, or evoking malignancy. Scintigra phy 

was performed in two patients, and the Thyroid fine needle aspiration was performed in 30 patients, it allowed detected 6 out of 10 

malignant nodules, i.e. a sensitivity of 58.33%. And of the 20 benign nodules on histological examination, 16 were at 

cytopuncture, a specificity of 88.46%. 

Regarding our therapeutic strategy, we have achieved a total thyroidectomy in 26 patients (35.5% of cases) with extemporaneous 

in 20 patients , 

1 isthmolobectomies in 30 patients (37.5% of cases), of which 18 patients (22.5% of cases), received a surgical revision after final 

histological examination. 

Lymph node curage was performed in 12 patients (11% of cases) in the presence of clinical and/or radiological lymphadenopathy  

and after extemporaneous examination. Of these, 8 benefited from a recurrent lymph node curage homolateral to the lesion as well 

as a jugulo-carotid curage homolateral (7%), 02 patients benefited from lymph node curage recurring homolateral only .  

The post-operative suites were without particularity, apart from a hypocalcemia found in 12 patients on c alcium overload , and 02 

cases of evacuated and drained hematoma, 12 cases of transient dysphonia, and two fistula and infection cases. and 04 cases o f 

bilateral recursive paralysis. 

Iratherapy with iodine-131 was performed after L-thyroxine of 4 weeks for 44 patients, or 55% of cases, with a variable number of 

cures: 28 patients received only one cure, 12 patients received 2 cures, and the other 4 patients received 3 cures. dose was 30mCi 

in 20 patients (or 19%) in low-risk cases, and 3700 MBq (100 mCi) in 24 at-risk patients intermediate or high risk. 

LT4 hormone replacement therapy has been prescribed in all patients (100%) operated on for life and at TSH frénatrices doses.  

The therapeutic adjustments are proportional to weight and could be made through regular biological monitoring. 

The decline in our series varies between 1 and 7 years with an average follow-up of 37 months. 14 patients lost sight, no deaths in 

our series.Monitoring was carried out by thyroglobulin and cervical ultrasound. 

Carcinological results were marked by 14 recidivism cases lymph nodes and 02 recurrences at the thyroid lodge, justifying a 

surgical resumption in 10 patients and 04 referred for palliative treatment (multifocal metastases ) . for functional outcome s, 12 

patients have kept hypocalcemie on calcium suplementation , 02 patients have a permanent tracheotomy. 

 

Discussion : 

The incidence of thyroid cancer has increased over the last 30 years  in developed countries, while mortality from thyroid ca ncer 

has remained stable or little modified [3.5], with the epidemic being maximum in Korea South following screening campaigns [7]. 

Our study notes a female predominance with a female/male sex ratio In the literature [3,4,5,8,9] the sex ratio (F/H) varies b etween 

2 and 17 with an average of 3.1 , it lies in the 4th decade , In our study, the average age at diagnosis is 40.5 years. Papillary 

carcinoma of the 

thyroid of the child is rare but aggressive, revealed in the majority of cases by Multifocal thyroid nodules in 40% of cases with 

metastases very common cervical lymph nodes [10, 11]. The thyroid nodule is the most common mode of thyroid cancer [5,7,12]. 

Cervical lymphadenopathy is readily a mode of revelation in the young subject [8,10 ,13]. Remote metastases can be revealing 

especially for microcarcinoma [14]. They are usually bone metastases [13]. 

Ultrasound is the reference exam for nodule diagnosis EU-TIRADS currently has 5 scores based on the count of a number of 

malignancy criteria from the nodule to the number of four: non -oval shape, irregular contours, strong hypoechogenicity, 

microcalcifications [ 15 ] and has a sensitivity of 93% with a value 97% negative predisposition [15, 16 ,17] allowing for rigorous 

selection nodules to be explored by cytology, before any surgery. 

Exploration of lymph nodes is recommended before any nodule thyroid and mandatory in front of intermediate risk nodules (score 

4) and high risk nodules (score 5) [ 15 ,18,19]. The presence of lymphadenopathy does not change the score for a given nodule  , A 

node is suspect if there is at least one of the four 

three specific signs of thyroid origin are the presence of microcacifications or cystic zone and ganglion echogen recalling t hyroid 

parenchyma . a non-specific sign that is loss of central character of vascularization. [18-19]. 

Thyroid cytopuncture is reliable and can be oriented and sometimes screening for thyroid cancer, Bethesda Classification 2017 

presents the estimated and revised cancer risk for each diagnostic category and proposes appropriate thera peutic attitude [ 20] 

cytopuncture is not necessary in EU-TIRADS 2, but must be carried out in EU-TIRADS 4 and 5. In EU- TIRADS 3, cytopuncture 

should only be performed for nodules > 20 mm [15]. concerning the correlation of the TIRADS score to cytopuncture: Horvath a 

reported in one study has 1092 punctured nodules [32] a correlation between TIRADS score and cytopuncture, especially as 100%  

nodule cases score 2 and 85.9% of nodule cases score 3 are ranked in the benign category of cytopuncture thus 45% of nodule 

cases score 4 and 89.6% of nodule cases score 5 are classified in the malignancy of the cytopuncture. 

Almost all our patients benefit from a total thyroidectomy in one or two steps. The recommendations of the American Thyroid 

Association (ATA) and SFE [21,22] propose this surgical practice. The classification of cancers in 4 categories (tumours at high 
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risk of recurrence, intermediate, low , and very low risk ) allows you to choose the surgical procedure and the adjuvant trea tment 

with the most suitable radioactive iodine, so the lobectomy is indicated for tumours <10 mm , and for tumours between 11 and 40 

mm, strictly unifocal, without extra-thyroid extension and without adenopathy metastatic [21] . tabulation was reported for: 

capsular rupture vascular emboli, bilateral (or multifocal) involvement, nodule exceeding the thyroid isthmus . 

The ATA offers prophylactic central lymph node dissection if carcinoma papillary classified T3 or T4 N0 clinical, On the other 

hand, lymph node dissection prophylactic is not indicated if tumor classified as T1, T2, N0 [21]. 

Isotope totalization is not systematic, depending on the level of patient risk [21,22,23,24,25]: 

Patients at very low risk (tumor ≤  1 cm, single and intrathyroid, without lymph node met astases) for which no benefit is expected 

and which iodine-131 administration is not indicated. Patients with persistent disease after incomplete surgical removal or remote 

metastases, or adverse prognostic factors and 

which has a high activity of iodine-131 after withdrawal into hormones  

thyroid. 

Other patients have a low risk and decision to treat with iodine-131 depends on prognostic factors and the quality of surgical 

excision; in complete surgery, the prognosis after surgery alone is favorable and may difficult to improve by complementary 

treatments. In general, iodine-131 is not indicated, particularly in the case of small tumors without lymph node metastases. In case 

of incomplete surgical protocol, indication of a therapeutic supplement (surg ical resumption or 131 iodine administration) depends 

on the volume of leftovers and the risk of residual disease [21 -22] . 

For the dose administered, a recent meta-analysis of 2500 patients[23] and two prospective studies [24,25] sought to compare the 

effectiveness of a low dose of iodine of 30 mCi and a high dose of 100 mCi treatment in low- and moderate-risk patients. He was 

not found difference in response between these doses. 

The incidence of invasive cancers is estimated at 5.8% [26], affecting in order of decreasing frequency: subhyoid muscles, 

recurrent nerves, trachea, esophagus, then larynx. [27, 28]. Complete surgery, with preservation of function and quality of l ife is 

recommended for these tumors because the subsequent prognosis depends on the quality of resection. the follow-up of patients 

treated with lobectomy is not yet codified. Indeed, after total thyroidectomy (with or without radioactive iodine treatment) 

complete remission is defined by low serum thyroglobulin and normal cervical ultras ound [21, 29]. However, after a simple 

lobectomy, the thyroglobulin value (Tg) is difficult to assess , thyroid tissue normal may cause a variable serum Tg rate. A study 

retrospective resulted in an acceptable threshold of post-lobectomy Tg  at <30ng/mL, but this figure remains to be validated [30 ]. 

The post-lobectomy surveillance for thyroid cancer is therefore primarily ultrasound, looking for so -called “structural” 

recurrences, or visible in imaging [21 ]. 

the prognosis remains valid, with a survival at 20 years, of more than 90% [29,30,31]. except for aggressive tumours , with 

invasion of the visceral axis of the neck, associated with reduced long-term survival [26,27]. 

 
Conclusion : 

Papillary carcinoma is the most common thyroid cancer, it affects the subject young before the age of 50, especially the female 

sex. The international therapeutic recommendations are in perpetual updating, standardizing the management of these cancers at 

the scale national centres with the creation of cancer registries and the cooperation between the various partners in this process 

may make therapeutic recommendations adapted to our patients and therapeutic resources. 
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40,5   38,43   55,6  ans 

 

 

 

 

 

 

Table 1 : The average age for women and  men 
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