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[ Abstract | Background and purpose: Neck lymph node metastasis, most of which presents in central neck
compartment, is common in patients with papillary thyroid carcinoma (PTC). The objective of this study was to investigate
the relationship between the number of dissected central neck lymph nodes and clinical outcome after radioactive iodine

(RAI) ablation in pN,, PTC with no more than 5 lymph nodes involvement. Methods: A total of 167 PTC patients who had
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1-5 proven metastatic lymph nodes according to postoperative pathological diagnosis were retrospectively analyzed, all of
whom underwent total or near total thyroidectomy and central lymph node dissection. After a median follow—up period of 26
months, the clinical outcome of each patient was evaluated as excellent response (ER), indeterminate response (IDR), bio—
chemical incomplete response (BIR), or structural incomplete response (SIR) according to the new American Thyroid As—
sociation guidelines. The accumulative ER rate (ER,) was calculated in patients with different numbers of dissected lymph
nodes (ER, was defined as the proportion of patients who achieved ER with the dissected lymph node number of <n).
The relationship between the number of dissected central neck lymph nodes and ER, were investigated. Results: As the
increase in the number of dissected central neck lymph nodes, there was also an overall increase in ER,, especially when
n rose from 1 to 10. The values of ER |, ERs, ER, and ER5, were 25.0%, 66.7%, 74.7% and 79.1%, respectively. Besides,
the proportion of patients who achieved ER was higher in those with 10 or more dissected lymph nodes than in those with
less than 10 (85.7% vs 73.3%, P=0.05). In the multivariate logistic regression analysis, both the dissected central lymph
node number of =10 (OR=2.720, 95%CI: 1.052-7.033, P=0.039) and the level of preablation stimulated thyroglobulin
(OR=0.955, 95%CI: 0.926-0.984, P=0.003) were shown to contribute independently to ER. Conclusion: As the increas—
ing number of dissected central neck lymph nodes, the percentage of pN,, PTC patients that achieved ER after RAI ablation
generally rises. In pN,, PTC patients with no more than 5 lymph nodes involvement, a central compartment dissection with
10 or more lymph nodes might help them achieve ER after RAI ablation.

[ Key words ] Papillary thyroid carcinoma; Neck lymph node dissection; Clinical outcome; Lymph node metastasis
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Tab.1 Univariate analysis for the clinicopathologic characteristics associated with excellent response in patients

with PTC
Characteristics Rate of excellent response ya P value
Agelyear 0.026 0.872
<45 78.6%(81/103)
=45 79.7%(51/64)
Gender 2.776 0.096
Male 88.1%(37/42)
Female 76.0%(95/125)
T stage 11.762 0.006
pT, 83.0%(73/88)
pT, 25.0%(2/8)
pTs 81.39%(39/48)
pT, 78.3%(18/23)
No. of metastatic lymph nodes 2.676 0.613
1 81.5%(44/54)
2 82.1%(32/39)
3 81.6%(31/38)
4 71.4%(15/21)
5 66.7%(10/15)
No. of dissected lymph nodes 3.840 0.050
<10 73.3%(66/90)
=10 85.7%(66/77)
Coexisting with Hashimoto’s thyroiditis
Yes 81.0% (34/42) 0.124 0.725
No 78.4% (98/125)
Level of preablative stimulated thyroglobulin py/ng-mL™" 18.353 0.000
<5 86.6%(110/127)
=5 55.0%(22/40)
Dose of radioiodine ablation D/mCi 12.413 0.000
30 84.4%(114/135)
150 56.3%(18/32)

*2 PTCHAFEIHEHEXIGRREFHELERSFER

Tab.2 Multivariate analysis for the clinicopathologic characteristics associated with excellent response in patients

with PTC
Characteristics B SE Wald OR (95%CI) P value
Age 0.074 0.467 0.025 1.077(0.431-2.688) 0.874
Gender -0.743 0.573 1.681 0.476(0.155-1.462) 0.195
T stage -0.025 0.199 0.015 0.976(0.661-1.440) 0.901
Number of metastatic lymph nodes -0.082 0.180 0.209 0.921(0.647-1.311) 0.648
Number of dissected lymph nodes =10 1.001 0.485 4.265 2.720(1.052-7.033) 0.039
Coexisting with Hashimoto’s thyroiditis -0.042 0.525 0.006 0.959(0.343-2.684) 0.936
Level of preablative stimulated thyroglobulin -0.046 0.016 8.799 0.955(0.926-0.984) 0.003

Dose of radioiodine ablation -0.705 0.549 1.650 0.494(0.169-1.448) 0.199
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