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females; its annual incidence worldwide is estimated 
to be 0.3-1.5 cases per 1000 individuals.5 In clinical 
practice, patients (especially women) with HT and a 
firm, solitary, “cold” thyroid nodule on radionuclide 
scanning should have an ultrasound-guided fine needle 
aspiration biopsy (FNAB) because of the potentially 
increased risk of a concurrent thyroid cancer (TC).1 
Although the link between chronic inflammation and 
cancer is well established, the association between 
HT and papillary thyroid carcinoma (PTC) has been 
controversial in medical bibliography since its initial 
description by Dailey et al in 1955.6-21 The aim of 
our study was to determine the prevalence of PTC 
and HT coexistence in histopathologic material of 
thyroidectomized patients.

PATIENTS AND METHODS

In a retrospective study, we analyzed clinico-
histopathologic data of 140 patients (19 males/121 
females), mean age 52 (range 16-74) years, who un-
derwent a total or near total thyroidectomy for any 
thyroid pathology from January 2005 to December 
2009 at the Naval Hospital of Crete, Chania, Greece. 
All patients were from the region of Chania. The 
diagnosis of TC was confirmed either by the re-evalu-
ation of histopathology sections, when available, or 
from reviews of the pathology reports. TC classifica-
tion was based on the TNM classification system.22 
Coexistent HT was defined as the presence of diffuse 
lymphocytic and plasma cell infiltrate, oxyphilic cells 
and the formation of lymphoid follicles and reactive 
germinal centres; the infiltrate had to occur in a 
normal region of the thyroid gland, distinct from the 
site of the TC. Peritumoural inflammatory response 
was not designated as HT. Tumour recurrence was 
defined as new evidence of TC (locoregional or distant 
metastasis) after successful tumour resection in which 
postoperative serum thyroglobulin levels were normal 
for at least six months or the postoperative radioiodine 
scan was negative (or both). Persistent TC was defined 
as an elevated postoperative serum thyroglobulin or 
persistent uptake on the postoperative radioiodine 
scan after thyroidectomy and radioiodine ablation 
treatment. The potential association of PTC with 
HT in histopathologic material was assessed by the 
use of the χ2-test. Time-independent variables were 
evaluated using Student’s t-test. The differences were 

considered statistically significant at p<0.05.

RESULTS

The reasons for thyroidectomy and the prevalence 
of histopathologic diagnoses among the 140 thyroid-
ectomized patients are presented in Tables 1 and 2. 
32 of the 33 thyroidectomized patients with TC had 
PTC. The stage of PTC (TNM system) at the time 
of diagnosis was I (4 patients with T1aN0M0 and 28 
patients with T1bN0M0; T1a: tumour diameter 1cm 
or less, T1b: tumour diameter of more than 1cm but 
not more than 2cm, N0: no regional lymph node 
matastasis, M0: no distant metastasis). The associa-
tion of PTC with HT in histopathologic material in 

Table 1. Reasons for total or near total thyroidectomy.

reasons for thyroidectomy
Number of patients (%)

(N=140)

Bilateral symptomatic nodular  
non-toxic goiter

57 (40.7)

Graves’ disease 2 (1.4)

Large goiter with or without  
obstructive symptoms

26 (18.6)

Equivocal or positive FNAB for 
malignant process of a nodule or mass 
within the thyroid gland

55 (39.3)

FNAB: Fine Needle Aspiration Biopsy

Table 2. Histopathologic diagnosis among 140 thyroidectomized 
patients.

Histopathologic diagnosis
Number of patients (%) –  

Gender: female/male

PTC  20 (14.3) – 16/4

HT  30 (21.4) – 26/4

PTC & HT  12 (8.6) – 9/3

Other

Nodular goiter

Graves’ disease

Hyperplastic nodules

Adenoma

MTC

 78 (55.7) – 70/8

 57 (40.7) – 55/2

 02 (1.4) – 2/0

 14 (10.0) – 10/4

 04 (2.9) – 3/1

 01 (0.7) – 0/1

Total  140

HT: Hashimoto’s Thyroiditis, PTC: Papillary Thyroid Carcinoma, 
MTC: Medullary Thyroid Cancer






