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THYROID CANCER AND NODULES

T1a Versus T1b Differentiated Thyroid Cancers:
Do We Need to Make the Distinction?

Kevin L. Anderson Jr.,1 Linda M. Youngwirth,2 Randall P. Scheri,1,2 Michael T. Stang,1,2

Sanziana A. Roman,1,2 and Julie A. Sosa1–3

Background: The 7th edition of the American Joint Committee on Cancer (AJCC) staging system trialed a
subdivision of T1 tumors into T1a (<1 cm) and T1b (1.0–2 cm). The 2009 American Thyroid Association
(ATA) guidelines recommended total thyroidectomy for tumors >1 cm, and lobectomy for those £1 cm. These
AJCC staging parameters remain a focus of debate, and ATA guidelines are in transition. The aim of this study
was to determine if the T1 staging subdivision is associated with different treatment strategies and patterns of
patient survival.
Methods: All adult patients with AJCC pT1 differentiated thyroid cancer (DTC) from the National Cancer Data
Base (NCDB; 1998–2012) and Surveillance, Epidemiology, and End Results (SEER) program (2004–2012)
were divided into two groups based on tumor size: T1a versus T1b. Demographic, clinical, and pathologic
features were evaluated. Multivariate regression analysis was used to determine factors associated with un-
dergoing total thyroidectomy and radioactive iodine. Cox proportional hazards models were performed to
determine factors associated with overall and disease-specific survival.
Results: Among 149,912 DTC patients, 98,111 (65.4%) were T1a and 51,801 (34.6%) T1b in the NCDB; in
SEER, among 18,381 patients, 11,208 (61.0%) had T1a and 7173 (39.0%) T1b tumors. Patients with T1b
cancers were younger (48 vs. 51 years T1a) and more likely to have private insurance (76.2% vs. 74.1%), no
comorbidities (86.0% vs. 83.8%), and undergo treatment at academic medical centers (41.4% vs. 40.3%; all
p < 0.01). They also were more likely to undergo total thyroidectomy (87.7% vs. 74.3%), and had more
lymphovascular invasion (10.2% vs. 3.3%), positive surgical margins (7.9% vs. 3.8%), metastatic lymph nodes
(35.8% vs. 23.8%), and distant metastases (0.4% vs. 0.3%; all p < 0.01). Factors associated with radioactive-
iodine use included younger patient age, lower income, having insurance, positive surgical margins, and T1b
stage ( p < 0.01). After adjustment, overall ( p = 0.23) and disease-specific survival ( p = 0.93) were similar
among patients with T1a versus T1b tumors.
Conclusion: These results illustrate that patients with pT1a versus pT1b tumors undergo different treatment
strategies. Based on the newly published 2015 ATA guidelines, whereby either lobectomy or total thyroidec-
tomy can be performed for low-risk tumors, it might be anticipated that treatment differences will diminish over
time. Therefore, division of AJCC T1 staging into T1a versus T1b subgroups might become obsolete over time.

Introduction

Thyroid cancer is the most common endocrine ma-
lignancy, with an estimated incidence of 62,450 new

cases in 2015, resulting in approximately 1950 deaths (1).
Differentiated thyroid cancer (DTC), including papillary,
follicular, and Hürthle cell cancer histologies, represents the
overwhelming majority of cases. The overall five-year sur-
vival rate of patients with DTC is approximately 98%, with a
10-year overall survival of >90% when appropriate treatment

is employed (2). The optimal extent of surgery and use of
radioactive iodine (RAI) for patients with DTC has been
controversial.

Due to the significant role that tumor size plays in patient
management and outcomes, it is critical to scrutinize size
criteria carefully as the basis for many treatment decisions.
DTC in general has an excellent prognosis. It is not clear
whether the subdivision of T1 DTC tumors (£2 cm) into
microcarcinomas (<1 cm; T1a) and tumors 1–2 cm (T1b) is
necessary to inform treatment and prognosis discussions.
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In 2007, Bilimoria et al. published a large population-level
study that included 52,173 patients with papillary thyroid
cancer (PTC) who underwent either total thyroidectomy or
lobectomy. The study in part illustrated that overall survival
at 10 years for PTC was not significantly different based on
tumor size until it reached a threshold of 4 cm (3). The 7th
edition of the Union for International Cancer (UICC)/
American Joint Committee on Cancer (AJCC) tumor, node,
metastases (TNM) staging system made a new subdivision of
T1 tumors (£2 cm intrathyroidal tumors) into T1a (£1 cm)
and T1b (1–2 cm) groups (4). The American Thyroid Asso-
ciation (ATA) published its 2009 guidelines with the rec-
ommendation of total thyroidectomy for tumors >1 cm, and
thyroid lobectomy reserved only for the majority of those
tumors <1 cm that did not present in the setting of prior
cervical radiation or familial PTC (5). The aim of this study
was to determine if the T1 staging subdivision is associated
with different treatment strategies and patterns of patient
survival.

Methods

The Institutional Review Board granted exempt status for
this retrospective analysis of the National Cancer Data Base
(NCDB) and the Surveillance, Epidemiology, and End Re-
sults (SEER) program. The NCDB is administered jointly by
the American College of Surgeons and the American Cancer
Society. It was established in 1989, and at present contains
data from >1500 Commission on Cancer–accredited institu-
tions, and records from >30 million patients from all 50
states, Puerto Rico, and the District of Columbia. It is esti-
mated that approximately 85% of all new thyroid cancer
cases in the United States are captured in the database (6).
This data set was used in describing patient demographic,
tumor, and treatment characteristics and for calculating
overall survival and adjusted Cox proportional hazards
modeling.

The SEER database records demographic information,
tumor site, histology, stage, grade, and treatments performed.
The population residing within the areas served by the 18
SEER cancer registries is representative of approximately
28% of the general U.S. population (7). This database was
uniquely used to determine disease-specific survival for the
patient population of interest.

The NCDB participant user files from 1998 to 2012 and
SEER registries from 2004 to 2012 were used to identify all
thyroid cancer patients who underwent thyroid surgery. Pa-
tients with DTC, including papillary, follicular, and Hürthle
cell histologies, were identified using International Classifi-
cation of Diseases for Oncology, 3rd Edition (ICD-O-3) to-
pography and histology codes. Aggressive histologic variants
such as columnar/tall-cell and diffuse sclerosing subtypes
were included in the study. Patients with multiple diagnoses
of cancer were excluded to ensure that outcomes were not
confounded by other diagnoses and/or treatments. Only pa-
tients with a tumor size of £2 cm were analyzed. These pa-
tients were divided into two groups based on their pathologic
(p) tumor size: <1 cm (pT1a) and 1–2 cm (pT1b).

Patient variables, including age at diagnosis, race/ethnicity,
sex, annual income, type and status of insurance, year of
diagnosis, type of treatment facility, and comorbidities were
extracted from the database. Comorbidity was represented by

the modified Charlson/Deyo scoring system (1992) (8). Level
of education and annual income were assigned by NCDB
by matching the patient’s ZIP code to previous U.S. Census
data. The NCDB reports median annual income data in the
patient’s ZIP code in quartiles: the lower two quartiles were
for median incomes of <$35,000, and the top two represented
incomes of ‡$35,000.

Statistical analysis

NCDB analysis. Baseline characteristics and outcomes
were compared between groups using the Kruskal–Wallis
test for continuous variables and chi-square/Fisher’s exact
tests for categorical variables. The primary outcome was
overall survival. Secondary endpoints included identification
of factors associated with receipt of total thyroidectomy and
RAI. To estimate the independent effect of pT1a versus pT1b
status on overall survival, multivariable logistic and linear
regression models were developed. They included the fol-
lowing variables, chosen a priori: pathologic T-stage, patient
age, sex, race/ethnicity, insurance status, surgical margin
status, presence of positive (metastatic) lymph nodes, histo-
logic type of DTC, type of surgical procedure (thyroid lo-
bectomy vs. total thyroidectomy), and use of RAI. Those who
underwent thyroid lobectomy and subsequently had a com-
pletion thyroidectomy were coded as a total thyroidectomy in
the database.

Overall survival was defined as the time from diagnosis to
time of death or last follow-up, whichever occurred first.
Patients with zero months of follow-up were excluded. Es-
timates and confidence intervals (CI) of overall survival
proportions were computed using the Kaplan–Meier method,
and survival distributions were compared across groups using
the log-rank test. Cox proportional hazards modeling was
used to evaluate independent predictors of overall survival. A
two-sided p-value of <0.05 indicates statistical significance.
All statistical analyses were performed using SPSS Statistics
for Windows v22.0 (IBM Corp., Armonk, NY).

Multivariable logistic regression analyses were used to ex-
amine factors associated with receipt of total thyroidectomy
and RAI treatment. Both models were adjusted for the effects
of demographic, clinical, and pathologic factors, including
patient age, sex, race/ethnicity, annual income, insurance sta-
tus, and surgical margin status. Those patients with metastatic
regional lymph nodes and distant metastases were excluded
from both models after initial analysis in order to eliminate
those patients who do not represent the standard presentation
of patients with small, intrathyroidal, low-risk DTCs.

SEER analysis. Disease-specific survival was analyzed
for the patient population of interest. Similar to the analytic
treatment of the NCDB, the CI of disease-specific survival was
computed using the Kaplan–Meier method, and the log-rank
test was used to compare survival distributions. Due to the
limited number of patient deaths (events) attributable to pT1
thyroid cancers within the first 10 years after diagnosis, it was
not possible to perform multivariable adjustment analysis of
disease-specific survival, and only unadjusted analysis and
modelling is presented. The NCDB and SEER databases were
not combined at any point in the analysis. The SEER database
was used specifically as a tool to address disease-specific
survival among patients with pT1a versus pT1b tumors.
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Results

A total of 149,912 patients met the study criteria and were
included. Of these, 98,111 (65%) had pT1a DTC, and 51,801
(35%) had pT1b tumors. In SEER, 18,381 patients met the
study criteria. Of these, 11,208 (61.0%) had pT1a tumors, and
7173 (31.0%) had pT1b tumors. Those patients in the NCDB

with pT1a thyroid tumors were more likely to be female
(81.7% vs. 79.8% pT1b), older (50 vs. 48 years), and white
(88.1% vs. 88%; all p < 0.001). Patients in the NCDB with
pT1b tumors were more likely to have lymphovascular in-
vasion (10.2% vs. 3.3% for pT1a), undergo a total thyroid-
ectomy (87.7% vs. 74.3%), have positive surgical margins
(7.9% vs. 3.8%), metastatic regional lymph nodes (35.8% vs.

Table 1. Patient Demographic, Clinical, and Pathologic Characteristics by pT1 Status, NCDB 1998–2012

Variable pT1a, N = 98,111 (%) pT1b, N = 51,801 (%) p-Value

Demographic characteristics

Sex <0.001
Female 80,124 (81.7) 41,313 (79.8)

Age <0.001
Mean – SD 50.6 – 13.8 48.1 – 14.5
Median 50.0 48.0

Race/ethnicity <0.001
White 84,825 (88.1) 44,730 (88.0)
Black 6789 (7.0) 3084 (6.1)
Asian 3756 (3.9) 2381 (4.7)
Other 978 (1.0) 637 (1.2)

Annual income <0.001
<$35,000 23,020 (24.4) 11,853 (23.9)
‡$35,000 71,182 (75.6) 37,833 (76.1)

Insurance status <0.001
None 1984 (2.1) 1182 (2.3)
Government 22,935 (23.8) 10,922 (21.5)
Private 71,274 (74.1) 38,655 (76.2)

Comorbidity <0.001
0 69,608 (83.8) 43,510 (86.0)
1 11,281 (13.6) 5997 (11.9)
‡2 2174 (2.6) 1093 (2.1)

Treatment-level characteristics

Facility type <0.001
Academic 39,557 (40.3) 21,438 (41.4)
Comprehensive 51,383 (52.4) 26,770 (51.7)
Community 7125 (7.3) 3580 (6.9)

Facility location
Northeast 24,770 (25.2) 13,282 (25.6)
Midwest 23,885 (24.3) 12,186 (23.5)
South 33,443 (34.2) 17,268 (33.4)
West 16,013 (16.3) 9065 (17.5)

Clinical characteristics

Histology <0.001
Papillary 96,633 (98.5) 48,346 (93.3)
Follicular 1013 (1.0) 2359 (4.6)
Hürthle 465 (0.5) 1096 (2.1)

Tumor size (mean – SD) 0.5 – 0.3 1.5 – 0.3 <0.001
Lymphovascular invasion* 837 (3.3) 1723 (10.2) <0.001

Extent of surgery <0.001
Total thyroidectomy 72,923 (74.3) 45,413 (87.7)
Lobectomy 21,073 (21.5) 4806 (9.3)

Positive margin status 3528 (3.8) 3955 (7.9) <0.001
Positive lymph nodes 9581 (23.8) 9998 (35.8) <0.001
Lymph nodes removed (mean – SD) 9.8 – 21.5 10.0 – 19.5 0.301
Metastatic lymph nodes (mean – SD) 0.7 – 2.2 1.3 – 3.3 <0.001
Distant metastases 289 (0.3) 211 (0.4) <0.001
RAI therapy 26,160 (27.6) 30,216 (59.7) <0.001

*Variable not collected by the NCDB before 2010; values are presented as percentages of the known (after 2010). Percentages have been
rounded and may not add up to 100%.

NCDB, National Cancer Data Base; SD, standard deviation; RAI, radioactive iodine.
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23.8%), distant metastases (0.4% vs. 0.3%), and receive RAI
therapy (59.7% vs. 27.6%; all p < 0.001; Table 1).

Impact of pathologic T-stage on overall
and disease-specific survival

Unadjusted overall survival for patients with pT1a versus
pT1b differentiated thyroid cancer is shown in Figures 1 and 2.
In the NCDB, after multivariable adjustment, overall survival
was similar between patients with pT1a and pT1b DTC
(hazard ratio [HR] = 0.97 [CI 0.91–1.03]; p = 0.26; Table 2).
Adjusted 10-year survival was similar for patients <45 years
with T1a and T1b tumors in the NCDB (HR = 1.18 [CI 0.98–
1.42]; p = 0.09; Table 3). In SEER, the unadjusted 10-year
disease-specific survival was similar for patients with pT1a
and pT1b tumors (99.2% vs 98.7%; p = 0.94). In the same
database, unadjusted 10-year disease-specific survival was
similar for patients <45 years with pT1a and pT1b tumors
(99.8% vs 99.8%; p = 0.16).

Impact of pathologic T-stage on surgical
approach and RAI use

Using multivariable logistic regression analysis with ad-
justment for patient demographic, clinical, and pathologic
characteristics, patients with pT1a tumors were less likely
to undergo total thyroidectomy compared with patients
with pT1b cancers (odds ratio [OR] = 0.430 [CI 0.417–
0.444]; p < 0.001). Factors associated with increased use of
total thyroidectomy among patients of all ages include female
sex, black race, higher income, and insured status (Table 4).

Adjusted analysis demonstrated that pT1a patients were
significantly less likely to receive RAI compared with pT1b
patients (OR = 0.277 [CI 0.270–0.285]; p < 0.001). Factors
associated with increased RAI use included insured status
and positive surgical margins (Table 5).

Table 2. Cox Proportional Hazards Model

for Overall Survival in Patients

with pT1 Differentiated Thyroid Cancer,

NCDB 1998–2012

Variable
Hazard

ratio CI p-Value

pT1a vs. pT1b 0.96 0.91 1.02 0.23

Demographic factors
Patient age, per 10 years 1.80 1.75 1.84 <0.001
Female sex 0.58 0.55 0.61 <0.001

Race/ethnicity
White*
Black 1.31 1.19 1.45 <0.001
Asian 0.61 0.49 0.74 <0.001
Other 0.49 0.31 0.77 0.002

Annual household income
<$35,000*
‡$35,000 0.72 0.68 0.76 <0.001

Insurance status
Uninsured*
Private 0.66 0.58 0.76 <0.001
Government 1.30 1.13 1.49 <0.001

Treatment characteristics
Total thyroidectomy 0.94 0.89 0.10 0.04
Positive surgical margin 1.22 1.09 1.38 0.001
Metastatic lymph nodes 1.54 1.42 1.67 <0.001
RAI 0.73 0.68 0.77 <0.001

*Reference variable.
CI, confidence interval.

Table 3. Cox Proportional Hazards Model

for Overall Survival in Patients < 45 Years

with pT1 Differentiated Thyroid Cancer,

NCDB 1998–2012

Variable
Hazard

ratio CI p-Value

pT1a vs. pT1b 1.18 0.98 1.42 0.09

Demographic factors
Patient age, per 10 years 1.70 1.47 1.96 <0.001
Female sex 0.50 0.41 0.61 <0.001

Race/ethnicity
White*
Black 1.38 1.05 1.82 0.02
Asian 0.52 0.30 0.90 0.02
Other 0.45 0.15 1.42 0.17

Annual household income
<$35,000*
‡$35,000 0.71 0.60 0.84 <0.001

Insurance status
Uninsured*
Private 0.60 0.44 0.83 0.002
Government 2.18 1.55 3.06 <0.001

Treatment characteristics
Total thyroidectomy 0.98 0.80 1.20 0.85
Positive surgical margin 1.19 0.83 1.71 0.35
Metastatic lymph nodes 1.50 1.21 1.87 <0.001
Distant metastases 1.16 0.16 8.31 0.88
RAI 0.70 0.58 0.84 <0.001

*Reference variable.

Table 4. Logistic Regression of Factors Associated

with Total Thyroidectomy, NCDB 1998–2012

Variable Odds ratio CI p-Value

pT1a vs. pT1b 0.43 0.42 0.44 <0.001

Demographic factors
Patient age, per 10 years 0.96 0.95 0.97 <0.001
Female sex 1.22 1.18 1.26 <0.001

Race/ethnicity
White*
Black 1.07 1.02 1.13 <0.001
Asian 1.01 0.94 1.08 0.86
Other 0.97 0.85 1.10 0.64

Annual household income
<$35,000*
‡$35,000 1.08 1.05 1.11 <0.001

Insurance status
Uninsured*
Private 1.36 1.27 1.44 <0.001
Government 1.25 1.17 1.34 <0.001

*Reference variable.
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Discussion

The current 7th edition of the AJCC guidelines subclassifies
T1 intrathyroidal tumors (£2 cm) into those <1 cm (T1a, or
microcarcinomas), and those between 1 and 2 cm (T1b). This
has been controversial. An important clinical question is
whether patients with T1a tumors should be managed differ-
ently compared to patients with T1b tumors based on the ex-
pectation that patients with thyroid microcarcinomas have
superior outcomes.

This study examined the association between this patho-
logic T1 subdivision, treatment strategies, and patient out-
comes in a cohort of patients with DTC from the NCDB and
SEER databases. After adjustment for numerous factors, in-
cluding treatment differences observed, no difference was

found between patients with pT1a and pT1b tumors in terms
of overall or disease-specific survival. These findings call
into question whether the subdivision of pT1 tumors is nee-
ded. The treatment differences observed may be the result of
the 2009 ATA guidelines for the management of thyroid
nodules and DTC, which recommended thyroid lobectomy
for tumors £1 cm and total thyroidectomy for all tumors
>1 cm (9).

Lack of survival differences found in this national-level
study have been demonstrated in smaller institutional studies.
In a study analyzing disease-specific survival at a single insti-
tution, Wang et al. could find no difference in disease-specific
survival among 1522 patients with T1 DTC tumors categorized
as T1a versus T1b (10). They demonstrated a five-year disease-
specific survival of 100% for both groups, which is similar to
the survival rates of 99.7% and 99.8% for T1a and T1b sub-
groups, respectively, observed in the present NCDB study (10).
In a smaller institutional study of 269 patients, DeGroot et al.
also reported no difference in survival between tumors mea-
suring <1 cm and those with tumors 1–2 cm in size (11).

The treatment of DTC has continued to evolve based
on a dynamic field of research. Adam et al. published a
population-level analysis of 61,775 adult patients who un-
derwent surgery from1998 to 2006, examining the impact
that extent of surgery had on survival for patients with PTC.
After multivariable adjustment for patient demographic,
clinical, pathologic, and treatment characteristics, the authors
found that overall survival was similar between those who
underwent thyroid lobectomy only and those who underwent
total thyroidectomy for intrathyroidal tumors between 1.0
and 4.0 cm (HR = 0.96 [CI 0.84–1.09]; p = 0.54). Similar re-
sults were seen after stratification based on tumor size: 1.0–
2.0 cm (HR = 1.05 [CI 0.88–1.26]; p = 0.61) and 2.1–4.0 cm
(HR = 0.89 [CI 0.73–1.07]; p = 0.21) (12). They concluded
that tumor size alone should not be the only driver of treat-
ment choice. Other tumor features, such as more aggressive
tumor histology and extrathyroidal extension, may play a
bigger role than size alone with regard to patient outcome
(10,13–15). These findings were echoed by Ito et al. in their

Table 5. Logistic Regression of Factors Associated

with RAI Use, NCDB 1998–2012

Variable Odds ratio 95% CI p-Value

pT1a vs. pT1b 0.28 0.27 0.29 <0.001

Demographic factors
Patient age, per 10 years 0.94 0.93 0.95 <0.001
Female sex 0.96 0.92 0.99 0.01

Race/ethnicity
White*
Black 0.75 0.71 0.79 <0.001
Asian 0.93 0.87 0.99 0.03
Other 0.62 0.54 0.71 <0.001

Annual household income
<$35,000*
‡$35,000 0.91 0.88 0.94 <0.001

Insurance status
Uninsured*
Private 1.45 1.34 1.56 <0.001
Government 1.24 1.15 1.34 <0.001

Treatment characteristics
Positive surgical margin 2.35 2.21 2.51 <0.001

*Reference variable.

FIG. 1. Unadjusted overall survival for patients with pT1a
versus pT1b differentiated thyroid cancer, NCDB 1998–
2012. NCDB, National Cancer Data Base.

FIG. 2. Unadjusted overall survival for patients <45 years
old with pT1a versus pT1b differentiated thyroid cancer,
NCDB 1998–2012.
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study of 2638 patients with clinical T1N0M0 papillary car-
cinomas. After adjustment for patient demographic, clinical,
and pathologic characteristics such as multifocality and ex-
trathyroidal extension, the authors found no difference in
10-year disease-free survival between T1a and T1b patients
(97% for both groups) (13). In a population-level study of
29,512 patients, Wang et al. compared the overall survival of
T1 patients with age-matched Americans without cancer, and
determined that survival was comparable to that of the nor-
mative U.S. general population, regardless of treatment
strategy undertaken (14).

Cancer recurrence has been another outcome of interest in
the arena of DTC. The datasets used in the present study lack
information regarding recurrence. However, other longitudi-
nal institutional studies have shown no difference in recur-
rence rates between T1a and T1b tumors at five years (10,11),
and up to 15 years following the time of diagnosis (16–18).

In light of many of these studies, the latest 2015 ATA
guidelines (Recommendations 35B and 35C; Operative ap-
proach for a biopsy diagnostic for follicular cell-derived ma-
lignancy) revised surgical recommendations, stating that
thyroid lobectomy alone may be sufficient initial treatment for
low-risk, unifocal, intrathyroidal papillary and follicular car-
cinomas £4 cm, unless there are clear indications to remove the
contralateral lobe (19). Patient preference remains a critical
deciding factor. Guidelines can have clear effects on clinical
practice patterns in the United States. Shortly after the release
of the 2009 ATA guidelines, Roman et al. reported a 10%
decrease in use of RAI for low-risk DTC that was associated
with the change in recommendation (20). The current study
may help to inform future practice guidelines and anticipated
revisions of the AJCC staging system with regard to whether
there is a need for T1a versus T1b subdivisions for DTC.

There are now data from an observational study by Miyauchi
et al. suggesting that active surveillance may be appropriate for
a subset of patients with T1a tumors instead of immediate
surgery (21). No studies published to date have evaluated ac-
tive surveillance for T1b tumors. Further analysis on proper
patient selection and impact of long-term active follow-up
versus surgery for T1 tumors is necessary, particularly set in the
United States.

This study should be considered in light of limitations that
are inherent to large national databases. There is a potential
for coding errors, but data reporting in the NCDB and SEER
is done using standardized abstraction methods and is highly
scrutinized (22). The strength of this study lies in the large
number of patients analyzed using two separate databases
that encompass nationwide data, making the findings more
generalizable. Another limitation of this study is that neither
the NCDB nor SEER can determine the original intent of
thyroidectomy, and whether the diagnosis of thyroid cancer
was known preoperatively or established postoperatively
based on surgical pathology results.

This study is one of the largest studies on low-risk DTC,
and the first to evaluate survival and treatment strategies
under the current AJCC staging system in a national analysis.
Based on the 2015 ATA guidelines whereby either lobectomy
or total thyroidectomy can be performed for low-risk tumors,
it might be anticipated that treatment differences will di-
minish going forward. Therefore, division of the AJCC
staging system for T1 tumors into T1a versus T1b subgroups
may become obsolete over time.
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