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Autorii din prezenta echipd sunt executorii proectului de cer-
cetari stiinifice din cadrul Programului de stat 2020—2023
»Chirurgia moderna personalizata in diagnosticul si tratamen-
tul complex al tumorilor la copii”.

In perioada anilor 1980—2019 au fost trata{i 18549 de pacienti
/ cu patologii nodulare tiroidiene, dintr care 1078 au fost copii.
Lotul de pacienti a fost selectat din departamentul ,,Chirurgia
tumorilor regiunii capului si gatului” a Institutului Oncologic
si de la catedra Oro-Naxilo-Faciald a USMF ,,N.Testemitanu”.

Rezumat

Ideea lucrarii date reiese din programul
stiintific de stat sub denumirea ,Chirurgia
modernd personalizatd in diagnosticul si tra-
tamentul complex al tumorilor la copii”

In clinica tumorilor regiunii capului si ga-
tului al Institutului Oncologic si catedra Oro-
Maxilo-Faciald din

R. Moldova, in perioada anilor 2000—
2019,au fost supusi interventiilor chirurgicale
31 de copii cu patologii nodulare tiroidiene.
Din acesti 31 de pacienti 13 au fost depistati
cu cancer tirodiene, 12 — cu adenoame, 16 —
cu strume Hashimoto.

Toti pacientii au fost supusi interventiilor
chirurgicale tipice organomenajante (rezectia
glandei tiroide, rezectie subtotald si tiroidec-
tomie). Din anul 2010 au fost efectuate 11
operatii miniinvazive, elaborate si implemen-
tate in clinica noastra.

In rezultat s-a constatat, ci grosimea cap-
sulei tumorale este diferitd: capsula nodulului
tumoral malign este mai groasa decat cea a
adenomului.

Cuvinte-ceie: patologie nodulard; glanda
tiroidd; chirurgia miniinvaziva; operatii tipi-
ce; cancer.

1. Etiologia si patogeneza

Glande tiroida la copii si adolescenti este extrem
de sensibila la deficitul de Iod si la radiatie ionizanta.

Dupd catastrofa de la Cernobil a fost inregistrata
o crestere masiva a patologiilor nodulare ale glandei
tiroide la copii. In unele tiri incidenta a crescut de
cca 65-70 de ori, ceea ce a confirmat impactul radia-
tiei cu Iod radioactiv.
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Summary

The purpose of this article comes from the
state scientific program under the name ,,Mod-
ern personalized surgery in the diagnosis and
complex treatment of tumors in children.“

In the department of oncology in the head
and nexck region of the Oncological Institute
and the Oro-Maxillo-Facial Department from
Republic of Moldova, during the years 2000—
2019, 31 children with thyroid nodular pathol-
ogies underwent surgery. Of these 31 patients,
13 were diagnosed with thyroid cancer, 12 —
with adenomas, 16 — with Hashimoto’s strokes.

All patients underwent typical organ-
management surgeries (thyroid resection,
subtotal resection and thyroidectomy).

Since 2010, 11 minimally invasive opera-
tions have been performed, developed and
implemented in our clinic.

As aresult, the thickness of the tumor cap-
sule was found to be different: the capsule of
the malignant tumor nodule is thicker than
that of the adenoma.

Keywords: nodular pathology; thyroid
gland; minimally invasive surgery; typical op-
erations; cancer.

1. Etiology and pathogenesis

The thyroid gland in children and adolescents is
extremely sensitive to iodine deficiency and ionizing
radiation.

After the Chernobyl catastrophe, there was a mas-
sive increase in the nodular pathologies of the thyroid
gland in children. In some countries the incidence has



In literatura de specialitate sunt prezentate date
despre cancerul tiroidian inalt diferentiat, care se
transmite pe tipul autosomal dominant in compo-
nenta sindromului Gardner in asociere cu telean-
ghiectazie si adenomatoza polipoasa.

Cancerul tiroidian medular se intalneste sporadic
in 75% de cazuri sau in componenta sindroamelor
multiple (MEN-2).

Factorul etiologic al maladiilor din cadrul sin-
dromului MEN-2 il constituie missens-mutatiile in
prooncogeneza RET, pe cromosomul 10 (10q 11.2).

2. Epidemiologia

In structura maladiilor canceroase ale glandei ti-
roide, cancerul tiroidian constituie 1-1,5%. Cresterea
anuald a morbiditatii in diferite tari variazd intre 2 si
12%.cancerul tiroidian la copii alcatuieste 1,5-3% din
toate tumorile maligne si 8-22% din tumorile solide
ale regiunii capului si gatului.

S-a constatat, ca agresivitatea cancerului tiroidi-
an este cu atdt mai mare, cu cat este mai micd varsta
copilului. Afecteazd mai frecvent fetele — raportul
fete:baieti constituind de la 2:1 pand la 6:1, raportul
mediu fiind de 3,6:1. Varsta cea mai afectata este de
8-14 ani. Pana la 6 ani se imbolnévesc 15-20% de co-
pii, cazuri de imbolnavire sub 3 ani sunt putine (cca
3%). Rata mai inaltd de morbiditate revine copiilor
cu varsta de 11-14 ani (61%), adica la pubertate, pre-
ferintd de sex feminin (4,6:1).

Repartizarea tumorilor nodulare la copii pe virsta
0-18 ani

increased about 65-70 times, which confirmed the
impact of radiation with radioactive iodine.

In the literature are presented data about highly
differentiated thyroid cancer, which is transmitted on
the autosomal dominant type in the composition of
Gardner syndrome in association with telangiectasia
and polyposis adenomatosis.

Medullary thyroid cancer is found sporadically in
75% of cases or in the composition of multiple syn-
dromes (MEN-2).

The etiological factor of the diseases within the
MEN-2 syndrome is the missens—mutations in RET
prooncogenesis, on chromosome 10 (10q 11.2).

2. Epidemiology

In the structure of cancer of the thyroid gland,
thyroid cancer constitutes 1-1.5%. The annual in-
crease in morbidity in different countries varies be-
tween 2 and 12%. Thyroid cancer in children makes
up 1.5-3% of all malignant tumors and 8-22% of
solid tumors of the head and neck region.

It has been found that as yougner is the age of
the child as more aggresive the thyroid cancer pre-
sented. It affects girls more frequently — the ratio of
girls:boys ranging from 2:1 to 6:1, the average ratio
being 3.6:1. The most affected age is 8-14 years. Up
to 6 years, 15-20% of children get sick, cases of illness
under 3 years are few (about 3%). The highest mor-
bidity rate is determined at children aged 11-14 years
(61%) being at puberty, female preference (4.6:1).

Distribution of nodular tumors in children aged
0-18 years

Tabelul 1. Tabel 1.
Cancer 105 Cancer 105
Adenoame la copii 534 Adenomas in children 534
Gusa toxica nodular la copii 213 Nodular toxic goiter in children 213
Struma Hashimoto la copii 226 Struma Hashimoto’s in children 226

Repartizarea tumorilor la copii pe perioada anilor 1980-2019
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Diagrama 1.

Tabelul 2. Structura morfologica tumorilor maligne a glandei
tiroide pe parcursul anilor 1980—2019.

Distribution of tumors in children during the years 1980-2019
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Diagram 1.

Table 2. Morphological structure of malignant tumors of the thyroid
gland during the years 1980—2019.

Morfologia in% Morphology %

Papilar 68,6% Papillary 68,6%
Folicular 23,8% Folicular 23,8%
Medular 5,7% Medular 57%
Anaplazic 1,9% Anaplastic 1,9%
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Structura morfologica tumorilor maligne a glandei tiroide pe
parcursul anilor 1980-2019.

80

Morphological structure of malignant tumors of the thyroid gland
during the years 1980-2019.
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Diagrama 2

Din tabelul si diagrama respectiva pe pearcur-
sul a 39 de ani din 18549 cu patologie tiroidiana
nodulara au fost depistati 1078 de copii cu pato-
logie nodulara tiroidiana, 105 — (9,7%) cu cancer,
adenoame 534 — (49,5%), gusd toxica nodulara
213 — (19,7%) , struma Hashimoto 226 — (21%).
Dupa datele noastre mentionam cd mai frecvent
sunt afectate fetele: raportul fatd — baieti 6:1. Var-
sta cea mai afectata este de 9 — 16 ani. Cea mai
inaltd morbiditate revine copiilor de 12 — 15 ani.
Rata diagnosticului la copii dupa stadiu este mai
avansatd decat la adulti, astfel tumoarea sub 1cm
este diagnosticatd doar la 7% de copii comparativ
cu 27% la adulti.

Cancerul tiroidian la copii se diagnostificd la
stadii mai avansate decit la adulti. Confrom datelor,
publicate de Zimmerman D. et. all. (1988), tumoa-
rea sub 1 cm in diametru este diagnosticata doar la
9% din copii (comparativ cu 22% la aduli). In 36%
cazuri la momentul depistérii tumoarea la copii este
de 4 cm si mai mult, pe cAnd la adulfi tumori de asa
dimensiuni sunt depistate primar doar in cca 15% de
cazuri.

Cancerul tiroidian — cod C73

Tumorile maligne tiroidiene se impart in:

1.) Cancer tiroidian papilar — constituie 80%
din toate formele de cancere tiroidiene. Pen-
tru acest tip de cancer este caracteristic:

— Metastazare in ganglionii limfatici cervicali
(60-70%);

— Incidentd inaltd de diseminare intraglandula-
ra;

— Fome ,latente” de cancer tiroidian, cand me-
tastazele regionale sunt unicele semne ale bo-
lii.

La copii sub 10 ani cancerele neincapsulate se in-

talnesc in 13% de cazuri, la 11-12 ani — in 21%.
Conform datelor , prezentate de Zimmerman D.
et. all., metastaze in ganglionii cervicali la copii se
dezvolta in 90% cazuri de cancere papilare, iar mt
la distanta — in 7%, pe cind la adulti — in 35% si
2% respectiv. Cancerul papilar este inalt diferentiat.
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Diagram 2

From the respective table and diagram during
39 years period, from 18549 patients with nodular
thyroid pathology were detected 1078 children with
nodular thyroid pathology, 105 — (9.7%) with can-
cer, adenomas 534 — (49.5%), goiter nodular toxic-
ity 213 — (19.7%), Hashimoto struma 226 — (21%).
According to our data, we mention that girls are
more often affected: the girl-boy ratio is 6:1. The
most affected age is 9-16 years. The highest morbid-
ity belongs to children aged 12-15 years. The rate of
diagnosis in children by stage is more advanced than
in adults, so the tumor below 1 cm is diagnosed in
only 7% of children compared to 27% in adults.

Thyroid cancer in children is diagnosed in more
advanced stages than in adults. According to the
data, published by Zimmerman D. et. all. (1988),
the tumor less than 1 cm in diameter is diagnosed
in only 9% of children (compared to 22% in adults).
In 36% of cases at the time of detection the tumor in
children is 4 cm and more, while in adults tumors
of this size are detected primarily only in about 15%
of cases.

Thyroid cancer — code C73

Thyroid malignancies are divided into:

1.) Papillary thyroid cancer- accounts for 80%
of all forms of thyroid cancer. For this type of
cancer is characteristic:

— Metastasis in the cervical lymph nodes (60-
70%);

— High incidence of intraglandular disseminati-
on;

— ,Latent” forms of thyroid cancer, when regio-
nal metastases are the only signs of the disea-
se.

In children under 10 years of age, non-encap-
sulated cancers are found in 13% of cases, in 11-12
years — in 21%.

According to the data, presented by Zimmer-
man D. et. all., metastases in the cervical ganglions
in children develop in 90% of cases of papillary can-
cers, and metastases at a distance — in 7%, while in
adults — in 35% and 2% respectively. Papillary can-
cer is highly differentiated.



Tab. 3 Factorii pronosticului pentru cancer tiroidian papilar.

Tab. 3 Prognostic factors for papillary thyroid cancer.

Factori Favorabili Nefavorabili Factors Favorable Unfavorable
Histologie Cancer papilar Cancer papilar Histology Papillary cancer Papillary cancer
(varianta difuza (diffuse sclerosing
sclerozanta, type, solid type).
varianta solidd). Tumor size <1l >Tm
Dimensiunile tumorii | < 1cm >Tm Number of outbreaks | Solitary nodule Multifocal nodules
Numarul de focare | Nodul solitar Noduli multifocali Regional metastases | NO N1
Metastaze regionale | NO N1 Hematogenous MO M1
Metastaze Mo M1 metastases
hematogene Invasion in the gland | Missing Exist
Invazia in capsula Lipseste Exista capsule
glandei Age Puberty (upto 14 | Age under 10-11
Varsta Pubertard (pand la | Varsta sub 10-11 ani years) years
14 ani) Radicality of surgical | Adequate volume | Radical operation
Tratament chirurgical | Volum adecvat al Operatie radicala treatment of the operation
radical operatiei conform according to
stadiului si variantei the stage and
histologice histological type

2.) Cancerul tioridian folicular — ocupi locul
2 dupa incidenta cancerului tiroidian la co-
pii, constituind 1,3-5,0% din toate formele de
cancer tiroidian. La adulfi aceastd forma alca-
tuieste 11-20%.
La copii, spre deosebire de adulti, aceastd forma
de cancer are o evolutie mai benigna si mai lenta, fi-
ind socotit un cancer ianlt diferentiat.

Tab. 4 Factorii de pronostic pentru cancerul tiroidian folicular

2.) Follicular thyroid cancer — ranks 2nd in
the incidence of thyroid cancer in children,
accounting for 1.3-5.0% of all forms of thy-
roid cancer. In adults this form makes up
11-20%.

In children, unlike adults, this form of cancer has

a more benign and slower evolution, being consid-
ered a highly differentiated cancer.

Tab. 4 Prognostic factors for follicular thyroid cancer

Factori Favorabili Nefavorabili Factors Favorable Unfavorable
Histologie Cancer folicular Cancer din celule Histology Follicular cancer the | Hiirtle cell cancer.
varianta clasica Hiirtle. classic type Follicular cancer
Cancer folicular cu with insular
component insular. component. Invasive
Cancer folicular follicular cancer.
invaziv. Number of outbreaks | Solitary nodule Multifocal cancer
Numarul de focare | Nodul solitar Cancer multifocal Regional metastases | NO N1
Metastaze regionale | NO N1 Hematogenous MO M1
Metastaze MO M1 metastases
hematogene Tumor size T1(<1m) T2-T4 (> 2-4 cm)
Dimensiunile tumorii [ T1 (< 1cm) T2-T4 (> 2-4 cm) Invasion in the gland | Missing Exist
Invazia in capsula Lipsa Exista capsule
glandei Radicality of surgical | Adequate volume | Non—radical
Radicalitatea Volum adecvat Operatii neradicale treatment according to the operationsin
tratamentului conform stadiuluisi | la prima etapd a histological stage | the first stage of
chirurgical variantei histologice | tratamentului and type treatment

3.) Cancer tiroidian medular — este o forma

moderat diferentiatd, se caracterizeaza prin:

— metastazare regionala in 60-90% de cazuri, in

special, in foma familial-ereditara.

Cancerul medular are 2 forme clinice: sporadica
si familiala.

Pentru forma familial-ereditard este caracteristi-
ca multifocalitate si afectare bilaterala. La copii vari-
anta sporadicd se intilneste in cca 70% de cazuri, iar
in 30% — varianta ereditara.

3.) Medullary thyroid cancer — is a moderately

differentiated form, characterized by:

— regional metastasis in 60-90% of cases, espe-

cially in the family-hereditary form.

Medullary cancer has 2 clinical forms: sporadic
and familial.

For the familial-hereditary form, it is characteris-
tic of multifocality and bilateral impairment. In chil-
dren, the sporadic variant is found in about 70% of
cases, and in 30% — the hereditary variant.
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Formele ereditare pot fi asociate cu neoplazii en-

docrine (sindrom MEN).

— Sindrom MEN 2A (sindrom Sipple) — can-
cerul tiroidian in asociere cu feocromocitom
(10-60% cazuri), patologii ale glandelor para-
tiroidiene (20-23%), lichen cutanat amiloid
(5%);

— Sindrom MEN 2B (sindrom Gorlin — cancer
tiroidian in asociere cu: feocromocitom (50-
60%), nevrinoame multiple ale mucoasei ca-
vitatii orale, ale buzelor, palpebrelor (100%),
constitutie corporald ,,morfanoidald” (100%);

— Cancer tiroidian (fara sindrom MEN).

4.) Cancer anaplazic — este o forma nediferen-
tiatd cu un pronostic extrem de nefavorabil.
La copii se intalneste rar, la fel si la adulti,
conform unor autori el constituie 0,5-2% din
toate cancerele tiroidiene.

5.) Alte tipuri de cancere: mucinos, pavimentos,
carcinom mucoepitelial, sclerozant, carcinom
cu diferentiere timusoidald, cancer mucoepi-
dermoidal.

6.) Alte tumori tiroidiene.

Stadializarea cancerului tiroidian dupa siste-
mul TNM

Clasificarea dupd sistemul TNM se aplica doar
pentru forme de cancer confirmate histologic. In
baza datelor diagnosticului clinic si de laborator
aceastd clasificare permite aprecierea TNM in faza
preoperatorie si pTNM — postoperator.

In ultimii ani se aplica editia a VII-a propusi de
Asociatia Americana pe problemele cancerului din
2010. (AJCC)

Tumoare primara (T)

Tx Tumoarea primara nu poate fi estimata.

To Nu sunt semne de tumoare primard.

- T1a | Tumoare pand la 1 cm, intraglandular.
T1b | Tumoare 1-2 cm, intraglandular

T2 Tumoare 2-4 cm, intraglandular

Tumoare mai mare de 4 cm, in interiorul glandei
sau orice tumoare cu invazie minimala dincolo de
capsula glandulard in muschiul sterno-tiroidian, sau
in tesuturile moi adiacente.

13

T4a | Tumoare de orice dimensiune, raspandita
extraglandular, cu invazie in tesuturile moi, in laringe,
T4 trahee, faringe sau cu afectarea nervului recurent.
Tumoarea infiltreaza fascia prevertebrald sau raspandire
pe artera carotida sau pe vasele din mediastin.

T4b

Ganglioni limfatici regionali (N) — ganglioni cervicali
centrali, laterali, mediastinali superiori.

Nx Ganglionii limfatici nu pot fi detectati.

No Fdrd metastaze ganglionare.

Metastaze in ganglionii nivelului intdi: pretraheali,
paratraheali si prelaringeali.

N1b | Metastaze in ganglionii homolaterali, contralaterali,
metastaze bilaterale in ganglionii cervicali sau
mediastinali superiori.

N1a

N1

— Hereditary forms may be associated with en-
docrine neoplasms (MEN syndrome).

— MEN 2A syndrome (Sipple syndrome)- thy-
roid cancer in association with pheochromo-
cytoma (10-60% of cases), pathologies of the
parathyroid glands (20-23%), amyloid cuta-
neous lichen (5%);

— MEN 2B syndrome (Gorlin syndrome) — thy-
roid cancer in association with: pheochromo-
cytoma (50-60%), multiple neurinomas of the
mucosa of the oral cavity, lips, eyelids (100%),
body constitution ,,morphanoid“ (100%);

— Thyroid cancer (without MEN syndrome).

4.) Anaplastic cancer — it is an undifferentiated
form with an extremely unfavorable progno-
sis. It is rarely found in children, as well as in
adults, according to some authors it constitu-
tes 0.5-2% of all thyroid cancers.

5.) Other types of cancer: mucinous, squamous,
mucoepithelial carcinoma, sclerosing, carci-
noma with thymus differentiation, mucoepi-
dermoidal cancer.

6.) Other thyroid tumors.

Staging of thyroid cancer according to the
TNM system

The classification according to the TNM system
only applies to histologically confirmed cancers.
Based on clinical and laboratory diagnosis data, this
classification allows the assessment of TNM in the
preoperative phase and pTNM — postoperative.

In recent years, the 7th edition proposed by the
American Association on Cancer Issues of 2010
(AJCC) has been applied.

Primary tumor (T)
Tx The primary tumor cannot be estimated.
To There are no signs of a primary tumor.

T1a | Tumor up to 1 cm, intraglandular.
T1b | Tumor 1-2 cm, intraglandular

T

T2 Tumor 2-4 cm, intraglandular

Tumor larger than 4 cm, inside the gland or any
tumor with minimal invasion beyond the glandular
capsule in the sterno-thyroid muscle, or in adjacent
soft tissues.

13

T4a | Tumor of any size, spread extraglandularly, with
invasion in the soft tissues, larynx, trachea, pharynx
T4 or with recurrent nerve damage.

The tumor infiltrates the prevertebral fascia or spreads
to the carotid artery or mediastinal vessels.

T4b

Regional lymph nodes (N) - central, lateral, superior
mediastinal cervical nodes.

Nx Lymph nodes cannot be detected.
No No lymph node metastases.
N1 Metastases in the nodes of the first level: pretracheal,

paratracheal and prelaringeal.

N1b | Metastases in the ipsilateral, contralateral nodes,
bilateral metastases in the superior cervical or
mediastinal nodes.

N1




Metastaze hematogene (la distanta)

Hematogenous metastases (distant)

Mx Metastazele la distantd nu pot fi decelate. Mx Distant metastases cannot be detected.
Mo Fard metastaze hematogene. Mo No hematogenous metastases.
M1 Se depisteazd metastaze hematogene. M1 Hematogenous metastases are detected.

Pentru clasificarea cancerului tiroidian medular
se foloseste clasificarea TNM a Societitii Americane
(a.2010). (AJCCQ), 2018 (UICC)

The American Society’s TNM classification (a.
2010) is used to classify medullary thyroid cancer.
(AJCC), 2018 (UICC)

Tumoare primara (T)

Primary tumor (T)

Tx | Tumoarea primard nu poate fi decelatd.

Tx | The primary tumor cannot be detected.

To | Nusunt date despre existenta tumorii.

To | There are no data on the existence of the tumor.

Tumoare pand la 1 cm in dimensiunea maximala in limitele
glandei.

T2 | Tumoare mai mare de 1cm, mai micd de 4 cm in limitele glandei.
T3 | Tumoare de 4 cm si mai mult in limitele glandei.

T4 | Tumoare rdspanditd extraglandular.

T

Ganglioni limfatici regionali (N) — ganglioni
cervicali centrali, laterali, mediastinali superiori.

Nx Ganglionii limfatici nu pot fi estimati.
No Fard ganglioni metastatici.
N1a | Metastaze in ganglionii cervicali homolaterali.
N1 N1b Metastaze ganglionare bilaterale sau contralaterali
sau mediastinali superiori.

Metastaze hematogene (la distan{a)

Mx Metastaze hematogene nu se pot depista.
Mo Nu sunt metastaze hematogene.
M1 Se depisteaza metastaze hematogene.

Toate cancerele anaplazice se socot ca T4.

T4a — tumoare anaplastica intratiroidiand, re-
zectabila chirurgical.

T4b — tumoare anaplazicd extratiroidiand, ino-

perabila.

T1 | Tumor up to 1 cm in maximum size within the glands.

T2 | Tumor larger than 1 cm, smaller than 4 cm within the glands.
T3 | Tumor 4 cm and more within the glands.

T4 | Tumor spread extraglandularly.

Regional lymph nodes (N) — central, lateral,
superior mediastinal cervical nodes.

Nx Lymph nodes cannot be estimated.
No No metastatic lymph nodes.
N1a | Metastases in the ipsilateral cervical ganglions.
N1 N1b Bilateral or contralateral or superior mediastinal
lymph node metastases.
Hematogenous metastases (distant)
Mx Hematogenous metastases cannot be detected.
Mo There are no hematogenous metastases.
M1 Hematogenous metastases are detected.

All anaplastic cancers are considered T4.

T4a — intrathyroid anaplastic tumor, surgically
resectable.

T4b — extrathyroid anaplastic tumor, inoperable.

Tab. 5 Clinical stages of thyroid cancer in children according to the
UICC/ AJCC classification 2002 (2018)

Tab. 5 Stadiile clinice ale cancerului tiroidian la copii in conformitate Differentiated | Medullary Anaplastic
cu dlasificarea UICC/AJCC 2002 (2018) Stages | o roid cancer | cancer cancer
.. | Cancer tiroidian | Cancer Cancer I AnyT,any N, Mo |T1No Mo -
Stadii | . . . . :
diferentiat medular anaplazic Il AnyT, any N, M1 | T2 No Mo _
| Orice T, orice N, Mo | T1 No Mo - T3NoMoT1-3
I |OriceT, orice N, M1 | T2NoMo i - N1a, Mo -
T3NoMoT1-3 T4aNoMoT1-4a
Ml - N1a, Mo - IVA - N1 Mo T4a, any N, Mo
T4aNoMoT1-4a |T4a, orice N, IVB - T4b No—1b Mo T4b, any N, Mo
IVA -
N1 Mo Mo e AnvT any N. M1 Any T, any N,
ITHEE T4bNo-TbMo | T4b, orice N, Mo B L any ™ M1
Ve i OriceT, orice OriceT, orice
N, M1 N, M1 Clinical manifestations of thyroid cancer in

Manifestarile clinice ale cancerului tiroidian la
copii

Cancerul tiroidian la copii clinic se manifes-
ta foarte putin, este aproape asimptomatic. Unicul
semn poate fi aparitia asimetriei si defromatiei re-
liefului in regiunea cervicald anterioard. Ganglionii
limfatici regionali mariti este al doilea simptom dupa
incidenta, sunt afectati frecvent ganglionii cervicali
pe parcursul fasciculului neuro-vascular.

children

Thyroid cancer in children clinically manifests
itself very little, it is almost asymptomatic. The only
sign may be the appearance of asymmetry and de-
formation of the relief in the anterior cervical re-
gion. Enlarged regional lymph nodes is the second
symptom after incidence, cervical lymph nodes are
frequently affected over the neuro-vascular bundle.

In some cases of prolonged evolution of the dis-
ease, children report difficult breathing due to com-
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In unele cazuri de evolutie indelungati a bolii co-
piii acuza respiratie dificila din cauza compresiei tra-
heei sau din cauza metastazelor pulmonare. Daci in
procesul tumoral este implicat nervul recurent apare
raguseala, in cazurile grave pana la afonie totala.

Metastaze ganglionare regionale apar in cca 84%
de cazuri, dintre care 54% vizual erau depistati ca
prim semn de cancer tiroidian.

Metastazele hematogene, de reguld, la copii si
adolescenti se dezvoltd in plamani si foarte rar — in
oase. Metastazele in plaméni sunt foarte mici si dise-
minate, astfel nu pot fi depistate la examen roentge-
nologic, ci doar prin radioioddiagnostic.

Activitatea functionald a celulelor tiroidiene este
mai inaltd in cancerele papilare cu structura folicula-
rd si este joasd in forme solide. Aceste particularitati
clinico-anatomice trebuie luate in consideratie in ela-
borarea tacticii curative.

Diagnosticul

Tactica diagnosticului si tratamentului canceru-
lui tiroidian la copii este aproape analogica celei la
adulti, dar are unele deosebiri esentiale.

La copii si adolescenti nu sunt forme latente, la
aceasta varsta tumorile maligne tiroidiene sunt po-
tential periculoase. Varsta ca factor, care activizeaza
potentialul agresiv al tumorii, influenteaza evolutia
oricarui tip histologic al cancerului tiroidian.

Procesele proliferative din tesuturi sunt mult mai
intense la copii, varful acestei intensitati revine vér-
stei pubertare.

Anume in perioada pubertard se formeaza si se
perfecteazd sistemul imun al organismului in dezvol-
tare, inclusiv si imunitatea anticancer. Anume prin
aceasta stare de reactie fiziologica se explicd indicii
inalti de incidenta si diseminarea vasta a procesului
tumoral, iar ca consecinta-o evolutie agresiva a can-
cerului tiroidian la copii si adolescenti.

Cancerele tiroidiene de geneze diferite se deose-
besc nu numai dupa rdspandire si structura histolo-
gica, dar si dupa evolutia clinicd, pronostic, particu-
laritati de diagnostic si tratament.

Dacéd pediatrul sau medicul de altd specialita-
te dupd examenul vizual si palpator suspecteazd un
cancer tiroidian, el trebuie sa trimita copilul la con-
sultatie in clinici specializate (endocrinologica, on-
cologicd.)

Sarcinile principale ale examenului clinic sunt:

1. Infirmarea sau confirmarea diagnosticului
de cancer tiroidian cu determinarea variantei
histologice si a formei clinice;

2. Stabilirea si estimarea gradului de raspandire
locala a tumorii (metastaze regionale);

3. Depistarea si estimarea gradului de raspandi-
re la distantd (metastaze hematogene).

Este necesar de a efectua diagnosticul diferenti-
al, in primul rand, cu patologiile tumorale benigne
(adenom, gusd nodulara), cu tiroidite acute si cro-
nice. Mai rar la copii se intalnesc strumite specifice
(tuberculoza, echinococoza, actinomicoza).

pression of the trachea or due to lung metastases. If
the recurrent nerve is involved in the tumor process,
hoarseness occurs, in severe cases up to total apho-
nia.

Regional lymph node metastases occur in about
84% of cases, of which 54% were visually detected as
the first sign of thyroid cancer.

Hematogenous metastases, as a rule, in children
and adolescents develop in the lungs and very rarely
— in the bones. Lung metastases are very small and
disseminated, so they can not be detected by X-ray
examination, but only by radioiodiagnosis.

The functional activity of thyroid cells is higher
in papillary cancers with follicular structure and is
low in solid forms. These clinical-anatomical fea-
tures must be taken into account in the development
of curative tactics.

Diagnosis

The tactic of diagnosing and treating thyroid can-
cer in children is almost analogous to that in adults,
but it has some essential differences.

In children and adolescents there are no latent
forms, at this age malignant thyroid tumors are po-
tentially dangerous. Age as a factor, which activates
the aggressive potential of the tumor, influences the
evolution of any histological type of thyroid cancer.

Tissue proliferative processes are much more in-
tense in children, the peak of this intensity goes back
to puberty.

It is during puberty that the immune system of
the developing body is formed and perfected, includ-
ing anticancer immunity. It is this state of physiologi-
cal reaction that explains the high incidence rates
and the wide dissemination of the tumor process,
and as a consequence an aggressive evolution of thy-
roid cancer in children and adolescents.

Thyroid cancers of different genesis differ not
only by spread and histological structure, but also by
clinical course, prognosis, diagnosis and treatment.

If the pediatrician or other specialist after the
visual and palpable examination suspects a thyroid
cancer, he must send the child to the consultation in
specialized clinics (endocrinological, oncological.)

The main tasks of the clinical examination are:

1. Reproving or confirming the diagnosis of thy-
roid cancer with the determination of the his-
tological variant and the clinical form;

2. Establishing and estimating the degree of lo-
cal tumor spread (regional metastases);

3. Detection and estimation of the degree of dis-
tant spread (hematogenous metastases).

It is necessary to make the differential diagnosis,
first of all, with benign tumor pathologies (adenoma,
nodular goiter), with acute and chronic thyroiditis.
Rarely in children there are specific strains (tubercu-
losis, echinococcosis, actinomycosis).

Often regional metastases are misdiagnosed as
common lymphadenopathy, cervical cysts, lympho-
granulomatosis, etc.



Adeseori metastazele regionale sunt gresit dia-
gnosticate ca limfoadenopatii banale, ca chisturi cer-
vicale, limfogranulomatoza s.a.

Diagnosticul decisiv se bazeaza pe examenul his-
tologic. Pentru diagnosticul diferential cu struma
Hashimoto se efectueazi cercetarea hormonilor tiro-
idieni prin metoda radioimunologica.

Acuzele si anamneza

Acuze: Pacientii nu prezinta acuze in perioada
de debut. La palpare se poate depista o formatiune
nodulard de consistentd densd si elasticd, mobila la
deglutitie. Dar, mentiondm, cd sunt cazuri, cand tu-
moarea evolueaza rapid, agresiv, cu invazie in cap-
sula, cu infiltrare si rdspandire in fesuturile moi si
organele invecinate, cu metastazare masiva.

Cancerul tiroidian la copii se intalneste mai rar de-
cat la adulti si se caracterizeazd prin evolutie mult mai
agresivd. Metastazarea regionald are loc in cca 98% de
cazuri, mai frecvent in ganglionii jugulari profunzi,
metastazele la distan{d se intalnesc in 20-22% de ca-
zuri, in special, in pldmani si foarte rar — in oase.

Anamneza: constd in convorbirea cu parintii si cu
copilul, daca permite varsta acestuia: acuzele, locul
de trai pana la imbolnévire, cazuri de cancer tiroidi-
an la rude de gradul I si II, maladiile mamei in timpul
sarcinii, existenta unor maladii ereditare. S-a consta-
tat, ca in 2% cazuri la copiii cu polipazd intestinala fa-
miliald existd un risc inalt de dezvoltare a cancerului
tiroidian papilar si folicular.

— La examenul vizual si la culegerea anamnezei,
medicul trebuie sd se informeze despre pa-
tologiile endocrinologice asociate, exteriorul
neobisnuit al copiilor examinati.

— Se recomandi sd se obtina informatie despre
cazuri de cancere tiroidiene la membrii famili-
ei sau la rude apropiate, cazuri de decese subite.

— De la parinti se va primi informatie despre
momentul aparitiei deformarii in regiunea
glandei tiroidiene, despre viteza evolutiei
schimbarilor patologice, despre acuze.

— Se va examina starea ganglionilor limfatici re-
gionali.

O limfoadenopatie cronica poate fi primul simp-
tom al variantei metastatice a cancerului tiroidian
— a cancerului ,latent”, care nu poate fi depistat prin
palpare, nodului tumoral fiind mai mic de 1 cm.

— Examenul fizical se va incepe cu examen vizu-
al, determinarea inal{imii si greutatii corpului
copilului, nivelul de dezvoltare fizica.

— Examen palpator al glandei si a zonelor gan-
glionilor limfatici regionali.

— Se va aprecia calitatea vocii, semnele de respi-
ratie dificila, de tulburari ale actului de deglu-
titie, dispnee in stare de repaos sau la supraso-
licitari fizice.

Diagnosticul de laborator
— Analiza generala a sangelui;
— Analiza generald a urinei;

The decisive diagnosis is based on histologi-
cal examination. For the differential diagnosis with
Hashimotos struma, thyroid hormone research is
performed by the radioimmunological method.

The accuses and the anamnesis

Accuses: Patients do not have any complaints
during the onset. On palpation, a nodular formation
of dense and elastic consistency can be detected, mo-
bile during swallowing. But, we mention, that there
are cases, when the tumor evolves quickly, aggres-
sively, with invasion in the capsule, with infiltration
and spread in the soft tissues and neighboring or-
gans, with massive metastasis.

Thyroid cancer is less common in children than
in adults and is characterized by a more aggressive
course. Regional metastasis occurs in about 98% of
cases, more frequently in the deep jugular ganglions,
distant metastases occur in 20-22% of cases, espe-
cially in the lungs and very rarely — in the bones.

Anamnesis: it consists in talking to the parents
and the child, if his age allows: the accuses, the place
to live until illness, cases of thyroid cancer in first and
second degree relatives, the mother’ illnesses during
pregnancy, the existence of hereditary diseases. It was
found that in 2% of cases in children with familial
intestinal polyphase there is a high risk of developing
papillary and follicular thyroid cancer.

— At the visual examination and when collec-
ting the anamnesis, the doctor must be infor-
med about the associated endocrinological
pathologies, the unusual external appearance
of the examined children.

— Itisrecommended to obtain information abo-
ut cases of thyroid cancer in family members
or close relatives, cases of sudden death.

— Information will be received from the parents
about the initial time of the deformation in
the thyroid gland region, about the speed of
the evolution of the pathological changes,
about the accuses.

— The condition of the regional lymph nodes
will be examined.

A chronic lymphadenopathy can be the first
symptom of the metastatic variant of thyroid cancer
— ,latent” cancer, which can not be detected by pal-
pation, the tumor node being less than 1 cm.

— The physical examination will begin with a vi-
sual examination, determining the height and
weight of the child’s body, the level of physical
development.Examen palpator al glandei si a
zonelor ganglionilor limfatici regionali.

— It will be appreciated the quality of the voice,
the signs of difficult breathing, of disorders
of the act of swallowing, dyspnea at rest or at
physical overloads.

Laboratory diagnosis
— General blood analysis;
— General analysis of urine;
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— Analiza biochimicd a sangelui;

— Nivelul de albumine, creatinina, uree, electro-
litii din sange;

— Determinarea nivelului hormonilor tiroidieni
(T4, T3, calcitonina), a hormonului tireotrop
al hipofizei, a parathormonului, a starii func-
tionale a glandei tiroide.

Dupd tiroidectomie pentru cancer tiroidian pa-
pilar sau folicular are loc normalizarea nivelului de
tireoglobulina, in recidiva si/sau metastazd nivelul
creste din nou.

Nivelul antigenului cancero-embrional creste
semnificcativ in cancer medular, dar mai informativ
este nivelul calcitoninei in singe ca marker specific
tumoral in cancer tiroidian medular. Calcitonina ba-
zala (N — 6 pg/ml), calcitonina stimulatd se determi-
nd peste 2 si 5 minute dupd injectarea gluconatului de
calciu (0,3 ml la 1 kg/corp).

Diagnosticul complex se finalizeazd cu examen
citologic al punctatului patologiei tumorale.

Diagnostic instrumental

v" Ultrasonografia glandei tiroide si a zonelor de
metastazare regionald;

v" Doplerografia vaselor regiunii cervicale pen-
tru depistarea modificdrilor secundare in
ganglionii limfatici regionali;

v" Se determini stadiul cancerului;

v" Se stabileste volumul interventiei chirurgica-
le;

v' Tomografie computerizati pentru depistarea
metastazelor pulmonare;

v" Ultrasonografia cavittii abdominale pentru a
exclude sau a confirma afectarea organelor, in
caz de rezultate neclare se recomanda tomo-
grafie in rezonantd magnetica;

v" Examinare cu radioizotopi a glandei tiroide si
a ganglionilor cervicali cu *™Tc — pertexne-
tat si ®"Tc — tehnetril — examen endoscopic
al laringelui pentru a depista pareza sau pa-
ralizia coardelor vocale si afectarea nervului
recurent.

v In caz de sindrom MEN se recomanda gastro-
si colonoscopia.

v’ In caz de suspectare a cancerului medular este
indicatd ultrasonografia glandelor suprarena-
le;

v" Pentru stabilirea diagnozei exacte se efectuea-
za biopsia aspirativa cu ac subtire a nodulului
tumoral si a ganglionilor modificati cu exa-
men citologic ulterior.

Daca nodulul tumoral este localizat adanc, bi-
opsia aspirativd se efectueaza sub control ecografic.
Aceastd investigatie permite diagnosticul precis in
95-97% cazuri, iar 77% cazuri permite stabilirea va-
riantei morfologice a tumorii. Foarte rar se recurge la
biopsie prin metoda deschisa.

Alte variante de diagnostic:

Consultatia medicului-genetician in caz de can-
cere familiale. Se recomandd analiza molecular-gene-

— Biochemical analysis of blood;

— The level of albumin, creatinine, urea, electro-
lytes in the blood;

— Determination of the level of thyroid hor-
mones (T4, T3, calcitonin), of the thyroid
hormone of the pituitary gland, of the para-
thyroid hormone, of the functional state of
the thyroid gland.

After thyroidectomy for papillary or follicular
thyroid cancer, the level of thyroglobulin normalizes,
in recurrence and / or metastasis the level increases
again.

The level of cancer-embryonic antigen increases
significantly in medullary cancer, but more informa-
tive is the level of calcitonin in the blood as a specific
tumor marker in medullary thyroid cancer. Basal cal-
citonin (N — 6 pg / ml), stimulated calcitonin is de-
termined more than 2 and 5 minutes after injection
of calcium gluconate (0.3 ml per 1 kg / body).

The complex diagnosis is completed with a cyto-
logical examination of the tumor pathology.

Instrumental diagnosis

v" Ultrasonography of the thyroid gland and
areas of regional metastasis;

v Dopplerography of the vessels of the cervical

region to detect secondary changes in the re-

gional lymph nodes;

The stage of the cancer is determined;

The volume of the surgery is established;

Computed tomography for lung metastases

detection;

v" Ultrasonography of the abdominal cavity to
exclude or confirm the damage to the organs,
in case of unclear results magnetic resonance
tomography is recommended;

v Radioisotope examination of the thyroid
gland and cervical ganglia with 99mTc —
pertexnetate and 99mTc — technetryl — en-
doscopic examination of the larynx to detect
paresis or paralysis of the vocal cords and re-
current nerve damage.

v" In case of MEN syndrome, gastro- and colo-
noscopy are recommended.

v" In case of suspicion of medullary cancer, ul-
trasonography of the adrenal glands is indica-
ted;

v" To establish the exact diagnosis, a thin needle
aspiration biopsy of the tumor nodule and
modified lymph nodes is performed with sub-
sequent cytological examination.

If the tumor nodule is located deep, aspiration
biopsy is performed under ultrasound. This inves-
tigation allows the accurate diagnosis in 95-97% of
cases, and 77% of cases allows the establishment of
the morphological variant of the tumor. Biopsy is
rarely used by the open method.

Other diagnostic options:

Consultation of the geneticist in case of family can-
cers. Molecular-genetic analysis of the blood is recom-
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ticd a sdngelui pentru depistarea mutatiilor in genele
RET, atat la pacient, cat si la rudele de gradul I si II.

Tratamentul cancerului tiroidian la copii

Metoda de bazi in tratamentul cancerului tiroi-
dian la copii este cea chirurgicald. Tratamentul con-
servativ la copii si adolescenti la momentul actual nu
se aplicd, exceptie face doar tratamentul paliativ, in
cazurile dacd existd metastaze iodnegative la distanta
in cancere diferentiate sau in caz de metastaze la dis-
tanta in cancere medulare.

Pentru interventii chirurgicale pacinetii sunt spi-
talizati in clinici specializate.

Tratamentul chirurgical trebuie sa fie efectuat de
catre specialistii de performanta cu experientd in do-
meniu, acestia facand parte din echipa multidiscipli-
nara de specialisti.

Scopul tratamentului este vindecarea completa.

Criteriile pentru efectuarea tratamentului chirur-
gical al cancerului tiroidian la copii:

1. Acceptul périntilor sau al tutorelul legal;

2. Acceptul pacientului cu varsta peste 15 ani;

3. Concluzia medicald din partea oncologului-
pediatru, medicului-endocrinolog, medicu-
lui-genetician (de dorit in cancere diferentiate
si obligator in cancere medulare);

4. 1In lipsa maladiilor cronice in faza de decom-
pensare sau a disfunctiilor grave ale organe-
lor;

5. Inlipsa unor infectii grave;

6. Test negativ de sarcind la fete cu varsta dupa
12 anij;

7. 1Inlipsa reactiilor alergice la anestetici.

La etapa intraoperatorie in lipsa verificérii his-
tologice pentru determinarea formei cancerului re-
spectiv chirurgul trebuie sa:

1) Cerceteze macropreparatul pentru a stabili
integritatea capsulei nodulului tumoral sau
invazia in capsula nodulard sau a glandei, sd
verifice existenta sau lipsa focarelor tumorale
noi in tesutul glandei sau in ganglionii limfa-
tici;

2) Sa efectueze marcarea tumorilor: sa indice
numarul nodulilor tumorali, dimensiunile lor
si topografia;

3) Sé trimita piesa operatorie la examen histolo-
gic si citologic;

Diagnoza finald se stabileste in baza rezultatului
examenului histologic al macropreparatului si a scin-
tigrafiei corpului pacientului (in caz de radioiodte-
rapie). Estimarea disemindrii procesului tumoral se
efectueazd conform clasificarii UICC dupa sistemul
TNM si pTNM.

Volumul interventiei chirurgicale va depinde de
structura morfologica a tumorii (forma si varianta
cancerului tiroidian), de stadiul cancerului, de locali-
zarea si numarul nodulilor tumorali din glanda, si de
volumul metastazarii in ganglionii regionali. Toate
operatiile la glanda tiroida se efectueaza extracapsu-
lar.

mended to detect mutations in the RET genes, both in
the patient and in first and second degree relatives.

Treatment of thyroid cancer in children

The basic method of treating thyroid cancer in
children is surgery. Conservative treatment in chil-
dren and adolescents currently does not apply, except
for palliative treatment, in cases where there are dis-
tant iodnegative metastases in differentiated cancers
or in the case of distant metastases in medulary can-
cers.

For surgery, patients are hospitalized in special-
ized clinics.

Surgical treatment must be performed by perfor-
mance specialists with experience in the field, who
are part of the multidisciplinary team of specialists.

The goal of treatment is complete healing.

Criteria for performing surgical treatment of thy-
roid cancer in children:

1. The acceptance of the parents or legal guardi-

an;

2. Acceptance of the patient over 15 years of age;

3. Medical conclusion from the pediatric onco-
logist, endocrinologist, geneticist (desirable
in differentiated cancers and mandatory in
medulary cancers);

4. In the absence of chronic diseases in the de-
compensation phase or severe organ dysfunc-
tion;

5. In the absence of serious infections;

6. Negative pregnancy test in girls aged =>12
years;

7. Inthe absence of allergic reactions to anesthe-
tics.

At the intraoperative stage, in the absence of his-
tological verification to determine the form of the
cancer, the surgeon must:

1) Research the macropreparation to establish
the integrity of the tumor nodule capsule or
invasion into the nodule capsule or gland, to
verify the existence or absence of new tumor
foci in the gland tissue or lymph nodes;

2) To mark tumors: to indicate the number of
tumor nodules, their size and topography;

3) To send the operative piece for histological
and cytological examination;

The final diagnosis is established based on the
result of the histological examination of the macro-
preparation and the scintigraphy of the patient’s body
(in case of radioiodotherapy). The estimation of the
tumor process dissemination is performed according
to the UICC classification according to the TNM and
PTNM system.

The volume of surgery will depend on the mor-
phological structure of the tumor (the form and vari-
ant of thyroid cancer), the stage of the cancer, the
location and number of tumor nodules in the gland,
and the volume of metastasis in the regional lymph
nodes. All thyroid gland operations are performed
extracapsularly.

latrica

ia OMF ped

5‘Chirurg



114

Volumul minimal de interventie chirurgicald
il constituie rezectia glandei tiroide (lobul afectat+
istmul) sau rezectia subtotald. Unii cercetatori sunt
de pdrerea cd, rezectia subtotala cu hormonoterapia
supresiva ulterioara este o metoda adecvata pentru
cancerul tiroidian diferentiat la copii, spre deosebire
de tiroidectomie, dupa care este nevoie de terapie de
substitutie pe viatd cu levotiroxind. S-a constatat, ca
administrarea acestui preparat timp indelungat duce
la consecinte negative din cauza cardio- si hepatoto-
xicitédtii lui.

Operatiile organomenajante nu provoaca com-
plicatii serioase.

O mare majoritate a chirurgilor oncologi sunt
de parere, cd la copii este mai adecvata tiroidecto-
mia, motivand aceasta prin faptul, ca la copii can-
cerul tiroidian are un caracter de crestere multicen-
trica.

Este important de estimat cat mai exact disemi-
narea metastatica regionald, in caz contrar exista
riscul recidivarii si progresarii procesului tumoral.

Volumul si tehnica interventiilor chirurgicale tre-
buie sd imbine cat mai reusit radicalitarea cu princi-
piul organomenajant.

Pand in prezent stiinta medicald nu exista o abor-
dare unanima a problemei volumului interventiilor
chirurgicale pentrupatologiile nodulare tiroidiene la
copii.

In clinica tumorilor regiunii capului si gatului al
Institutului Oncologic si catedra Oro-Maxilo-Facia-
la din R. Moldova, in perioada anilor 2000—2019,au
fost supusi interventiilor chirurgicale 31 de copii cu
patologii nodulare tiroidiene. Din acesti 31 de paci-
enti 13 au fost depistati cu cancer tirodiene, 12 — cu
adenoame, 16 — cu strume Hashimoto.

15 pacienti operati au fost monitorizati mai mult
de 10 ani.

Toti pacientii au fost supusi interventiilor chirur-
gicale tipice organomenajante (rezectia glandei tiroi-
de, rezectie subtotala si tiroidectomie).

— Rezectia glandei tiroide a fost efectuatd in : 12
cazuri cu adenoame, 5 — cu cancere tiroidie-
ne, 2 — cu strume Hashimoto;

— Rezectia subtotald a glandei tiroide a fost efec-
tuatd in: 4 — cazuri de cancer folicular, 2 —
cazuri cu strume Hashimoto;

— Tiroidectomia sa efectuat in: 3 — cazuri de
cancere foliculare, 2 cazuri cu strume Hashi-
moto.

Tiroidectomia este indicata in cancere tiroidiene

multifocale cu locarizare in ambii lobi.

In toate 13 cazuri de cancere tiroidiene metastaze
regionale nu au fost depistate. Din anul 2010 au fost
efectuate 11 operatii miniinvazive, elaborate si imple-
mentate in clinica noastra.

Prezentdm atapele operatii miniinvazive care
leam efectuat la copii cu patologie nodulara tiroidi-
ene (vezi fig.1—38).

The minimum volume of surgery is resection of
the thyroid gland (affected lobe + isthmus) or sub-
total resection. Some researchers believe that subto-
tal resection with subsequent suppressive hormone
therapy is a suitable method for differentiated thy-
roid cancer in children, as opposed to thyroidec-
tomy, after which lifelong replacement therapy with
levothyroxine is needed. It has been found that the
administration of this drug for a long time leads to
negative consequences due to its cardio- and hepa-
totoxicity.

Organ-sparing operations do not cause serious
complications.

A large majority of oncologists are of the opinion
that thyroidectomy is more appropriate in children,
motivating this by the fact that in children thyroid
cancer has a multicenter growth character.

It is important to estimate as accurately as possi-
ble the regional metastatic dissemination, otherwise
there is a risk of recurrence and progression of the
tumor process.

The volume and technique of the surgical inter-
ventions must combine as much as possible the radi-
calization with the organo-managment principle.

To date, medical science does not have a unani-
mous approach to the problem of the volume of sur-
gical interventions for thyroid nodular pathologies in
children.

In the tumor clinic of the head and neck region
of the Oncological Institute and the Oro-Maxillo-
Facial Department of the Republic of Moldova,
during the years 2000—2019, 31 children with thy-
roid nodular pathologies underwent surgery. Of
these 31 patients, 13 were diagnosed with thyroid
cancer, 12 — with adenomas, 16 — with Hashimo-
to’s strum.

15 operated patients were monitored for more
than 10 years.

All patients underwent typical organ-manage-
ment surgeries (thyroid resection, subtotal resection
and thyroidectomy).

— Resection of the thyroid gland was performed
in: 12 cases with adenomas, 5 — with thyroid
cancers, 2 — with Hashimoto’s strums;

— Subtotal resection of the thyroid gland was
performed in: 4 — cases of follicular cancer,
2 — cases with Hashimoto’s strums;

— Thyroidectomy was performed in: 3 — cases
of follicular cancers, 2 cases with Hashimoto’s
strumes.

Thyroidectomy is indicated in multifocal thyroid

cancers located in both lobes.

In all 13 cases of thyroid cancer, regional metas-
tases were not detected. Since 2010, 11 mini-inva-
sive operations have been performed, developed and
implemented in our clinic.

We present the stages of minimally invasive op-
erations performed in children with thyroid nodular
pathology (see fig.1—8).



Caz clinic

Avantaje:

Siguranta intraoperatorie; vizualizarea direc-
td si controlul glandelor paratiroide superioare si
inferioare;vizualizarea intrdrii nervului recurent in
laringe; sinecostul mic al operatiilor;rata joasa a leza-
rii nervilor recurenti — sub 1%;timpul de spitalizare

Clinical case

Advantages:

Intraoperative safety; direct visualization and
control of the superior and inferior parathyroid
glands, visualization of the entry of the recurrent
nerve in the larynx; low cost of surgery, low rate of
recurrent nerve damage — less than 1%, hospitaliza-

Fig. 1. Marcarea liniei inciziei
Fig. 1. Marking the incision line

Fig.3. Mobilizarea lambourilor cutanate
Fig. 3. Mobilization of skin flaps

Fig.5. Inlaturarea lobului si istmului in bloc cu tumoarea.

Fig. 5. Removal of the lobe and isthmus in block with the tumor.

Fig. 2. Incizia pielii regiunii cricotiroidiene

Fig. 2. Incision of the skin of the cricothyroid region

1/’
Fig.4 Vizualizarea nervului recurent
Fig.4 Visualization of the recurrent nerve

Fig.6. Piesa morfologicd inldturata.

Fig. 6. Morphological piece removed
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Fig. 7. Suturarea plagii. Drenaj Pasiv.

Fig. 7. Suturing the wound. Passive drainage.

se reduce — 2-4 zile; tratament minimal postopera-
tor, inclusiv cu analgezice; complicatii postoperatorii
minimale.

In baza examenului morfologic au fost determi-
nate particularitatile morfologice ale cancerului fo-
licular la copii. In rezultat s-a constatat, ca grosimea
capsulei tumorale este diferitd: capsula nodulului
tumoral malign este mai groasa decat cea a adeno-
mului.

Concluzii:

1. In rezultatul cercetirilor s-a constatat, ci la
copii cancerul tiroidian folicular este mai pu-
tin agresiv decét la adulti, ceea ce ne permite
sd recomandam la copii operatii organomena-
jante pentru cancere tiroidiene foliculare.

2. In clasificarea noud in T1 sunt incluse toate
neoformatiunile pand la 2 cm, dar in ce pri-
veste cancerul la copii ea nu poate fi folosita,
pentru ca nu ia in consideratie particularita-
tile anatomice de varsta a copii pana la varsta
pubertata.

S = !

Fig. 8. Carcinom papilar angioinvaziv, capsula este intacta.
Fig. 8. Angioinvasive papillary carcinoma, the capsule is intact.

tion time is reduced — 2-4 days; minimal postopera-
tive treatment, including analgesics; minimal post-
operative complications.

Based on the morphological examination, the
morphological features of follicular cancer in chil-
dren were determined. As a result, the thickness of
the tumor capsule was found to be different: the cap-
sule of the malignant tumor nodule is thicker than
that of the adenoma.

Conclusions:

1. As a result of research, it has been found that
in children follicular thyroid cancer is less
aggressive than in adults, which allows us to
recommend in children organ-management
operations for follicular thyroid cancers.

2. The new dlassification in T1 are included all
neoformations up to 2 cm, but in terms of
cancer in children it can not be used, because
it does not take into account the anatomical
features of the age of children up to puberty.
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