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Abstract  Objective: To study the clinical characteristics and treatment strategies of differentiated thyroid
carcinoma in adolescents and children. Method: From 1983 to 2014, total 2936 patients with the thyroid cancer
were collected in our hospital, among which there were 85 patients of adolescents and children with 61 female and
24 male. The age was from 9 to 21 years old (median 18. 3 years). There were 12 cases less than 14 years. The
pathologic diagnoses were papillary carcinoma 76 cases and follicular carcinoma 9 cases. The clinical material, his-
tory of disease. clinical presentation. TNM classification, histopathological features, treatment method. and the
final follow-up results were analyzed and studied. Result: Overall survival rate was 100% , follow-up from 0. 5 to 31
years(medium 10. 9 years), 10 year progression free survival rate was 87. 1%. There was no mortality and 8
(9.4%) cases occurred recurrence,who followed by surgery and resumed finally. There were 20 cases found extr-
athyroid extention, including 8 cases less than 14 years and 12 cases older than 15 years. The extrathyroid exten-
tion rate was significantly higher in cases of lower years(66. 7% )than other group(16. 4% ) (P<C0. 01). Forty-nine
(57.6%) cases were found lymphanods metastases, among them <14 years metastases rate 92, 0% (11/12) signif-
icantly more than >15 years metastases rate 52. 1% (38/73) (P<C0.05). Three patients suffered with pulmonary
metastases and all of them were <{14 years patients. All of 85 patients were received surgery treatment included
total, subtotal and oneside thyroidectomy. The neck lymph nodes were underwent modefied, radical or no neck

dissection. Fifteen patients were received '*'I therapy postoperatively, the dosage was 50~170 mCi. All of 85 pa-
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tients were received TSH suppression therapy. 13 cases(15.3%) occurred complications,such as laryngeal recur-

rent nerve paralysis and hypoparathyroidism commonly. Conclusion: Majority of thyroid cancer for adolescents and

children are papillary and follicular carcinoma. The histopathologic feature has significant invasion beyond thyroid

capsula, and metastasis to the lymphanods and distante area, especially <{14 years patients significant more than

=15 years. The prognosis is favorable, it is few death from thyroid cancer. The treatment means is surgery to re-

sect all of the disease, sometimes should perform total or neartotal thyroidectomy if there are distant metastasis

and extensive invasion. It should pay attention to preserve the function of recurrent laryngeal nerve and parathy-

roid gland. Most of them can be performed unilateral lobectomy if the tumor located oneside thyroid gland. The

lymphanode metastasis should be undertaken modified neck dissection, make effort to avoid radical neck dissec-

tion. It should be carful to use 1311 internal radiation therapy and avoid the excessive treatment.
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