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Background and Objectives Lymph node (LN) metastasis occurs in 30—80% of patients
presenting for initial treatment of papillary thyroid carcinoma (PTC). The presence of LN me-
tastasis is an independent risk factor for recurrence, which can add significant treatment mor-
bidity. The LN ratio (LNR) and extranodal extension (ENE) have been shown to be important
prognostic factors in PTC. The purpose of this study was to assess the characteristic features
of LNR and ENE.

Subjects and Method We undertook a retrospective study of 411 patients treated between
January, 2011 and December, 2013 for central compartment node-positive PTC by thyroidec-
tomy and central compartment neck dissection (CCND) at our institution. We compared various
clinicopathologic parameters such as age, gender, tumor size, multifocality, bilaterality, local in-
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Head and Neck Surgery, Conclusion Being male, multifocality, large primary tumor size (defined as larger than 1 cm)
Kosin University and local invasion were revealed as associated factors for LNR and ENE. Therefore, elective
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CCND should be considered for patients with PTC, for whom a thorough investigation of asso-
ciative factors should be made before surgery.
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Table 1. Patient clinicopathologic characteristics (n=411)

Characteristics Number of patients (%)

Age

<45 yrs 166 (40.4)

> 45 yrs 245 (59.6)
Gender

Male 94 (22.9)

Female 317 (77.1)
Size of primary tumor

<lcm 173 (42.1)

>1cm 238 (57.9)
Extrathyroidal extension

No 162 (39.4)

Yes 249 (60.6)
Mulfifocality

No 239 (58.2)

Yes 172 (41.8)
Bilaterality

No 285 (69.3)

Yes 126 (30.7)
Local invasion

No 340 (82.7)

Yes 71(17.3)
Aggressive variants

No 393 (95.6)

Yes 18 (4.4)
Lymph node ratio

<0.5 221 (53.8)

>0.5 190 (46.2)
Extranodal extension

No 325(79.1)

Yes 86 (20.9)
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Table 2. Univariate analysis of clinicopathologic factors related to lymph node ratio

Characteristics Lymph node ratio (<0.5) Lymph node ratio (>0.5) p value
Age
<45 yrs 84 (50.6%) 82 (49.4%) 0.289
> 45 yrs 137 (55.9%) 108 (44.1%)
Gender
Male 36 (38.3%) 58 (61.7%) 0.001*
Female 185 (58.4%) 132 (41.6%)
Size of primary tumor
<lcm 100 (57.8%) 73 (38.4%) 0.142
>1cm 121 (50.8%) 117 (49.2%)
Extrathyroidal extension
No 98 (60.5%) 64 (39.5%)
Yes 123 (49.4%) 126 (50.6%) 0.027"
Multifocality
No 144 (60.3%) 95 (39.7%)
Yes 77 (44.8%) 95 (55.2%) 0002
Bilaterlity
No 163 (57.2%) 122 (42.8%)
Yes 58 (46.0%) 68 (54.0%) 0.03¢"
Local invasion
No 188 (55.3%) 152 (44.7%) 0175
Yes 33 (46.5%) 38 (53.5%)
Aggressive variants
No 208 (52.9%) 185 (47.1%) 0.108
Yes 13 (72.2%) 5(27.8%)
%0 <0.05

Table 3. Multivariate analysis of clinicopathologic factors related to lymph node ratio

Odd ratio (95% Cl)

Factors Odd ratio p value
Lower Upper
Gender 2.285 0.001* 1.415 3.689
Extrathyroidal extension 1.364 0.152 0.892 2.084
Multifocality 2.092 0.027* 1.086 4.030
Bilaterlity 0.787 0.498 0.393 1.575

%0 <0.05. 95% Cl: 95% confidence interval
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Table 4. Univariate analysis of clinicopathologic factors related to extranodal extension

Characteristics Extranodal extension (absent) Extranodal extension (present) p value
Age
<45 yrs 132 (79.5%) 34 (20.5%) 0.856
> 45 yrs 193 (78.8%) 2 (21.2%) '
Gender
Male 67 (71.3%) 7 (28.7%)
0.034*
Female 258 (81.4%) 9 (18.6%)
Size of primary tumor
<lcm 152 (87.9%) 21 (12.1%)
0.0002*
>1cm 173 (72.7%) 5(27.3%)
Extrathyroidal extension
No 143 (88.3%) 9 (11.7%)
0.0002*
Yes 182 (73.1%) 7 (26.9%)
Mulfifocality
No 196 (82.0%) 43 (18.0%)
0.085
Yes 129 (75.0%) 43 (25.0%)
Bilaterlity
No 229 (80.4%) 6 (19.6%)
0.339
Yes 96 (76.2%) 0 (23.8%)
Local invasion
No 281 (82.6%) 9 (17.4%)
0.0001*
Yes 44 (62.0%) 27 (38.0%)
Aggressive variants
No 311 (79.1%) 82 (20.9%)
0.890
Yes 14 (77.8%) 4(22.2%)
#0<0.05
Table 5. Multivariate analysis of clinicopathologic factors related to extranodal extension
. Odd ratio (95% Cl)
Factors Odd ratio p value
Lower Upper
Gender 1.706 0.057 0.984 2.956
Size of primary tumor 1.965 0.023* 1.096 3.522
Extrathyroidal extension 1.761 0.077 0.941 3.295
Local invasion 1.870 0.043* 1.020 3.428
#p<0.05. 95% Cl: 95% confidence interval
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