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Active Survelllance for Papillary Thyroid
Microcarcinoma: A Decade of Data
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For decades, a diagnosis of papillary thyroid microcarcinoma (PTMC) often meant immediate surgical
intervention, areflex driven by the 'cancer' label rather than the indolent nature of many such lesions. But
agrowing body of evidence, particularly from Japan, has challenged this default to the knife. A 30-year
experience from Kuma Hospital now provides compelling long-term data on active surveillance (AS) as
aprimary management strategy for low-risk PTMC, offering a critical perspective for European clinicians
grappling with overtreatment concerns.1

The Pivot: Active surveillance for low-risk papillary thyroid microcarcinoma offers oncological outcomes
clinically comparable to immediate surgery over 10 to 20 years.

The Data: Only 3.8% of AS patients experienced tumor enlargement of &ge;3 mm, and 0.8% developed

novel lymph node metastases over the study period.

The Action: Clinicians should consider active surveillance as a primary, viable management option for adult
patients with low-risk PTMC, reserving surgery for documented progression.

Papillary thyroid microcarcinoma, defined as papillary thyroid carcinoma &le;10 mm in its largest dimension, presents
aunigue clinical dilemma. Whileit isindeed a malignancy, its natural history often involves slow growth or no growth
at al, with avery low propensity for aggressive behavior or mortality. Thisindolent course has fueled a debate: doesthe
benefit of immediate surgical removal outweigh the risks and burdens of surgery, particularly when many patients may
never experience clinically significant progression? The KumaHospital in Japan has been at the forefront of thisinquiry,
initiating active surveillance for low-risk PTMC patients as early as 1993. Their extensive, single-center, prospective
observational study now offers a comprehensive look at outcomes over three decades, providing long-term data for
clinicians considering this approach.1,2

The study enrolled 5646 adult patients diagnosed with low-risk PTMC between 1993 and 2019. L ow-risk criteria
typicaly included unifocal tumors &le;10 mm without extrathyroidal extension, clinically apparent lymph node
metastasis, or distant metastasis. Patients were offered a choice between active surveillance (AS) or immediate surgery
(1S). A total of 3222 patients opted for AS, while 2424 underwent |S. The AS group received regular follow-up, typically
annually, involving neck ultrasonography to monitor tumor size and lymph node status. Conversion to surgery was
recommended for patients showing tumor enlargement of & ge;3 mm or new lymph node metastasis. The IS group
underwent either total thyroidectomy or hemithyroidectomy, depending on tumor characteristics and surgeon preference.
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The long follow-up period, extending up to 30 years for some patients, allows for robust comparisons of oncological
outcomes and treatment burdens between the two strategies.1,2

TheTrajectory of Active Surveillance
Patientsin the active surveillance group demonstrated remarkably low rates of progression. Over the entire study period,

only 124 patients (3.8%) experienced tumor enlargement of & ge;3 mm. The 10-year tumor enlargement rate was 4.7%,
increasing to 6.6% at 20 years. Thisslow, incremental progression highlightstheindolent nature of most low-risk PTMCs.
Novel lymph node metastases occurred in just 27 patients (0.8%) in the AS group, with 10- and 20-year nodal metastasis
rates of 1.0% and 1.6%, respectively. These figures suggest that while progression can occur, it isinfrequent and typically
dow, allowing for timely intervention when necessary.1,2

The study also tracked distant metastatic recurrence, acritical endpoint for any cancer management strategy. Only

one patient in the AS group developed distant metastasis, which occurred after conversion to surgery. This patient
remained alive 18.4 years after diagnosis. This extremely low rate of distant metastasis, coupled with zero thyroid
carcinoma-related deaths in the entire cohort (both AS and IS groups), provides strong reassurance regarding the safety
of active surveillance for carefully selected patients. It highlights that for this specific cancer, the risk of mortality is
exceptionally low, regardless of initial management strategy.1,2

Comparing Surgical Outcomes
In the immediate surgery group, 13 patients (0.5%) experienced lymph node recurrence postoperatively. The 10-

and 20-year nodal recurrence rates were 0.4% and 0.7%, respectively. For the 1327 patients who underwent
hemithyroidectomy, 18 (1.4%) experienced recurrence in the residual thyroid. One patient in the IS group devel oped
distant metastatic recurrence, remaining alive 18.8 years after diagnosis. When comparing lymph node metastasis rates,
the AS group showed a statistically higher rate than the IS group (1.1% vs. 0.4% at 10 yearsand 1.7% vs. 0.7% at 20
years, p=0.009). But the authors rightly point out that these differences, while statistically significant, are small and
unlikely to be clinically meaningful given the overall excellent prognosis and zero mortality in both groups.1,2

The most striking difference between the two groups lay in the burden of surgical interventions. The proportion of
patients who underwent one or more surgeries was 100% in the |S group, compared to just 12.3% in the AS group
(p<0.01). Similarly, the rate of two or more surgerieswas 1.07% in the | S group versus 0.09% in the AS group (p<0.01).
This stark contrast highlights the primary benefit of active surveillance: avoiding unnecessary surgery and its associated
risks, costs, and impact on quality of lifefor the vast mgjority of patients. The data strongly support the notion that active
surveillanceis an excellent management technique for identifying the small subset of patients who truly require surgical
intervention, as discussed in arelated article on biochemical response as a prognostic crossroads.1,2

TheLong View on Risk and Benefit
The 30-year experience from Kuma Hospital, detailed across multiple publications including a 2016 review in World

Journal of Surgery, provides the longest follow-up data available for active surveillance in PTMC. This extended
observation period is critical because thyroid cancers, even microcarcinomas, can have avery long natural history.
Short-term studies might miss late recurrences or progressions, but a 20-year and 30-year perspective offers amuch
more complete picture. The consistency of the low progression rates over such an extended period reinforces the saf ety
profile of ASfor selected patients.1,2,3
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The study's strength liesin its large cohort size and the meticulous, long-term follow-up conducted at asingle,

highly experienced institution. This consistency in diagnostic and surveillance protocols minimizes inter-observer
variability, which can be a significant confounder in multi-center studies. The clear definition of low-risk PTMC and
the criteriafor conversion to surgery aso contribute to the robustness of the findings. The ability to compare alargeAS
group with asimilarly sized IS group, albeit retrospectively, provides valuable real-world data on patient choices and
outcomes. Clinicians seeking to deepen their understanding of endocrine conditions might find the Oxford Handbook
of Endocrinology and Diabetes a useful reference for such complex management decisions.

But the study isnot without its caveats. It isasingle-center, observational study, meaning patients self-selected into either
the AS or IS group. Thisintroduces the potential for selection bias, where patients opting for AS might inherently have
less aggressive disease or different psychological profiles than those choosing immediate surgery. While the authors
attempted to define low-risk criteria, subtle differences between the groups that influenced their initial treatment choice
cannot be entirely eliminated. For instance, patients with a strong preference for avoiding surgery might have been more
inclined towards AS, potentially skewing the AS cohort towards more indolent tumors. But the sheer volume of patients
and the consistent outcomes across decades mitigate some of these concerns.1,2

But another consideration is the generalizability of these findings. The study was conducted in Japan, a country with
along history of thyroid cancer screening and a cultural context that may differ from European populations. Patient
acceptance of active surveillance, physician comfort with the approach, and healthcare system structures can all influence
the uptake and success of AS programs. But the biological behavior of PTMC is unlikely to vary significantly by
geography, making the oncological outcomes broadly relevant. The critical aspect is the rigorous surveillance protocol,
which must bereplicablein other settings. Thisrequires dedicated resourcesfor regular ultrasonography and experienced
endocrinologists or surgeons capable of accurately interpreting imaging and counseling patients.1,2

The study's definition of progression, specifically tumor enlargement of &ge;3 mm, isa pragmatic threshold that has
proven effective in identifying patients who may benefit from surgery. But the precise clinical significance of a3 mm
increasein a5 mm tumor versus a3 mm increase in an 8 mm tumor might be debated. Nonetheless, this consistent
criterion allowed for a standardized approach to conversion surgery. The low rate of distant metastasis and zero thyroid
cancer-specific deaths in both groups, even with progression, reinforces the argument that PTMC is a disease where the
risks of intervention often outweigh the risks of the disease itself. This aligns with broader discussions on Al systems
in colonoscopy surveillance, where the goal isto identify clinically meaningful progression while avoiding unnecessary
procedures.1,2

The data from Kuma Hospital provide a robust foundation for advocating active surveillance as a primary management
strategy for low-risk PTMC. The long-term oncological safety, coupled with the dramatic reduction in surgical burden,
presents a compelling argument against routine immediate surgery. The challenge now liesin trandating these findings
into widespread clinical practice, ensuring appropriate patient selection, and establishing effective surveillance programs
outside of highly specialized centers.1,2

CLINICAL IMPLICATIONS
The Kuma Hospital data should prompt a significant re-evaluation of our default approach to low-risk papillary
thyroid microcarcinoma. For too long, the 'cancer’ label has driven an aggressive surgical response, often
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without fully weighing the minimal risk of progression against the very real risks and burdens of thyroidectomy.
This 30-year experience unequivocally demonstrates that for carefully selected patients, active surveillance
is not merely an alternative, but an equally safe and far less invasive initial strategy.

Clinicians must now confidently counsel patients that watchful waiting is a legitimate, evidence-based option,
not a compromise. The dramatic difference in surgical rates (100% vs. 12.3%) is the headline here. It means
avoiding unnecessary procedures, potential complications like hypoparathyroidism or recurrent laryngeal
nerve injury, and the lifelong need for thyroid hormone replacement for the vast majority of patients. This shifts
the conversation from 'when to operate' to 'who truly needs an operation.'

Implementing active surveillance effectively requires a commitment to rigorous follow-up, including regular
high-quality ultrasonography and clear criteria for intervention. This demands expertise in thyroid imaging and
patient communication, ensuring patients understand the rationale and are comfortable with the surveillance
protocol. It also highlights the need for robust multidisciplinary teams, including endocrinologists, radiologists,
and surgeons, to ensure consistent patient selection and management.

The zero thyroid carcinoma-related deaths in both groups over decades is the ultimate reassurance. It
underscores that for low-risk PTMC, the goal is not to eradicate every single cancer cell immediately, but

to manage a condition that, for most, will never become life-threatening. This study provides the long-term
ammunition needed to challenge ingrained practices and prioritize patient quality of life without compromising
oncological safety.

EDITORIAL & Al STANDARDS
Al tools are used solely to structure and summarise evidence from peer-reviewed primary sources. No Al-generated conclusions appear in The
Life Science Feed without editor verification against the primary source.
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