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ABSTRACT

Objective: To determine the frequency of metastatic cervical lymphadenopathy among cases presented
with multifocal papillary thyroid carcinoma (PTC) planned to undergo total thyroidectomy (TT) with or
without neck dissection.

Materials and Methods: A retrospective study was conducted based on data of 35 patients who
presented with PTC and had been managed at East Surgical ward, Mayo Hospital ,Lahore from August
2010 to April 2011. Data of 35 patients of PTC was collected from inpatient department of East Surgical
ward. Confidentiality of information was ensured. All the patients underwent total thyroidectomy with or
without cervical lymph node dissection.

Results: Of these 35 patients, 11 had multifocal PTC proven on histopathology. Among these multifocal
tumors, cervical lymphadenopathy was identified in 6 (54.5%) patients and underwent neck dissection .
Remaining 5 cases did not have lateral neck nodes so underwent T.T only. Post operative recurrence was
noted in 1 patient who had not undergone neck dissection.

Conclusion: In present case series, cervical lymph node involvement is significantly higher in multifocal
tumors and recurrence in cervical lymph nodes is significantly related to tumor multi focality. As central
compartment lymph nodes are first to be affected by metastasis from PTC, so prophylactic central
compartment dissection should be carried out in patients having multifocal tumors.
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INTRODUCTION

Thyroid carcinoma is the commonest endocrine
cancer that accounts for 92% of all endocrine
malignancies. It represents 1 to 1.5% of all
malignancies in adults and 3% in
children."?*Papillary thyroid cancer (PTC), derived
from follicular epithelium of thyroid gland, is the
most common and well differentiated histological
subtype of thyroid cancer with an excellent
prognosis, occurring in about 80% of cases."**°It
frequently presents as a multifocal process.’
Multifocal disease is defined when more than one
focus of PTCs are found in the thyroidectomy
specimen.” Often, there is a primary tumor that is
>1 cm and additional microscopic foci measuring
<1 cm Papillary thyroidMicrocarcinomas
(PTMC).®Thyroid gland is located in the neck and
its lymphatic drainage follows the venous drainage
of the gland. So lymphatic drainage of thyroid
carcinoma is central cervical compartment
metastasis  followed by lateral cervical
compartment metastasis. However, slip metastasis
may also occur’. As PTC has a propensity to
spread through lymphatics, almost 40% patients
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present with cervical lymphadenectasis.®Presence
of multifocal disease is considered an aggressive
form of the tumor due to its association with bad
prognostic factors both in microcarcinomas and
large  PTCs.""""Multifocality is  significantly
associated with cervical lymph node metastasis as
well as locoregional recurrence in lymph
nodes.'*'*™" Prophylactic lymph node dissection is
controversial in PTC as most of the authorities
believe that micrometastsis can be eliminated with
post operative radioiodine ablation.*® Cervical
lymph nodes are a common site for tumor
recurrence.® They are more commonly involved in
patients of old age, who do not show good
response to radioablation.® The present study was
conducted to evaluate the frequency of lymph
node involvement in patients with multifocal PTC.
As central compartment nodes are first to pick
metastasis so prophylactic central compartment
lymph node dissection should be routinely
performed for PTC.® Knowledge of the frequency
of nodal metastasis in multifocal PTC will help to
formulate guidelines for prophylactic central
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compartment lymph node dissection for this
aggressive variant of PTCs.

MATERIALS AND METHODS

This study was conducted to determine the
frequency of cervical lymph node involvement in
multifocal PTC. The study was carried out in East
Surgical ward, Mayo Hospital, Lahore over a
period of 8 months from August 2010 to April 2011.
This was a descriptive, case series with non
probability consecutive sampling. A total of 35
patients of age 13 to 70 years of both genders
were included. The patients who do not consent to
be part of study were excluded. Data was
tabulated and statistical analysis was done. All the
variables were identified. Multifocal disease is
defined when >1 focus of PTCs is found in the
thyroidectomy specimen. Cervical lymph node
metastasis was identified as unilateral or bilateral
cervical lymph nodes enlargement confirmed to
have tumor focus on histological examination in
resected specimen.

RESULTS

Among multifocal PTC patients, 6 (54.5%) patients
had involved cervical lymph nodes. (Table 1)
(Figure 1)

Table 1: Frequency of Cervical Lymph Node
Involvement in Multifocal PTC (n=11)

Figure 2: Gender Distribution of Patients with
Cervical Lymphadenopathy (Percentage)

However among all patients of multifocal PTC,
50% (4/8) females and 66.7% (2/3) were males
with positive cervical lymph nodes. All patients
(100%) with positive cervical lymph nodes had
their central compartment involved with 4 patients
(66.7%) having involvement  of lateral
compartment. Mean age for the patients with
positive cervical lymph nodes was 50 years (+ SD
8.37) with minimum age 40 and maximum age 65
years. The maximum number of patients (n=4)
(66.7%) were in 4™ decade of life. (Table 2)

Table 2: Distribution of Age Groups Among

Nodal status Frequency Percent Patients with Cervical Lymphadenopathy (n=6)
Positive 6 54.5
Negative 5 455 Age Range (Yrs) Frequency | Percent (%)
Total 11 100.0 (n=6)
31-40 1 16.7
T 41-50 4 66.7
SR 61-70 1 16.7
Total 6 100.0

Figure 1: Percentage of Cervical Lymph Node
Involvement In Multifocal PTC Among them 4
(66.7%) were females and 2 (33.3%) males with a
male to female ratio 1:2. (Figures 2)

The mean age of presentation was higher for
males (55 + 14.14) as compared to females
(47.55). (Table 3)

Table 3: Comparison of Mean Ages Among Males

and Females In Patients with Cervical
Lymphadenopathy

Gender N MEAN S.D
Female 4 47.50 5.00

Male 2 55.00 14.14
Total 6 50.00 8.37
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The minimum age for females was 40 years
(n=1) (25%) and the maximum age was 50 years
(n=3) (75%). Among males minimum age was 45
years (n=1) (50%) and maximum age was 65

years (n=1) (50%). Maximum females were in 4™
decades of life (75%) while males were in 4™ and
6th decade (50% each). (Table 4)

Table 4: Age Group Distribution Among Males and Females with Cervical Lymphadenopathy (n=6)

GENDER

AGE FEMALE MALE Total

n % n % N %
31-40 1 25 1 16.7
41-50 3 75 1 50 4 66.7
61-70 1 50 1 16.7
TOTAL 4 100 2 100 6 100
DISCUSSION surprising that central compartment lymph node

PTC is the well differentiated and the most
common histological subtype of thyroid carcinoma
with an excellent prognosis. PTC has a propensity
to spread through lymphatics.®In a study by Zuberi
LM, cervical Igmphadenectasis is seen in 40% of
PTC patients.”In a study by Karakoc D et al for
PTC central compartment nodal metastasis were
76%, lateral nodal metastasis were 65% and skip
metastasis were 7%.°The incidence of lymph node
metastasis increases with the presence of
multifocal disease in primary tumors (39.9% vs
20%).""Multifocality is quite common in patients of
PTC.® Multifoclity is considered a high risk factor in
PTC." Multifocality is significantly associated with
cervical lymph node metastasis as well as
locoregional recurrence in lymph nodes.”'°In a
study by Chaw et al lymph node recurrence
increased in patients with cervical lymph node
metastasis at presentation, multifocal disease and
absence of radio-ablation. The Iymph node
recurrence rate increased 6.2 fold when there was
positive lymph node metastasis at presentation
and increased 5.6 fold when multifocal tumors
were present in thyroidectomy specimen "' In our
study, cervical lymph node involvement was found
in 54.54% patients of multifocal PTC patients at
the time of diagnosis. In a Korean study by Kim JY
et al. cervical lymphadenopathy is reported to be
64%." Bardet S et al. reported this to be 58%."
These studies show that there was statistically
significant difference in nodal involvement between
multifocal and unifocal PTC patients.”*'*" As
most series show that cervical lymph node
involvement is significantly higher in multifocal
tumors and recurrence in cervical lymph nodes is
significantly related to tumor multifocality, it is not
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dissection is advocated as part of surgery in
%uidelines for the treatment of patients with PTC.

So prophylactic central compartment dissection
should be carried out in patients having multifocal
tumors. However, dissection should be done very
carefully so as to avoid damaging the recurrent
laryngeal nerves and Parathyroid glands. If central
neck dissection is not done routinely, which is the
situation with prevailing in out setup, then the
expected incidence of microscopic lymph node
metastasis after thyroidectomy would be high. The
clinical significance of these micro metastasis is
difficult to predict. It may be a good policy to
support the use of Radio active iodine ablation in
regions where lymphadenectomy is not a routine
practice.

CONCLUSION

On the basis of present study and international
data, it is recommended that all patients with
multifocal PTC should undergo prophylactic central
lymph node dissection to minimize the chances of
recurrence of disease.

REFERENCES

1. Al-Brahim N, Asa SL. Papillary thyroid
carcinoma: an overview. Arc Path Lab Med
2006 Jul;130(7):1057-62.

2. Bukhari U, Sadig S, Memon JH, Baig F.
Thyroid carcinoma--experience at Jinnah
Postgraduate Medical Centre Karachi.J Pak
Med Assoc. 2010;60(5):365-7.

3. Nistor C, Davidescu M, Ciuche A, Ovidiu,
Tudose A, Vasilescu, et al. Giant multifocal
thyroid tumor. Maedica A Journal of Clinical
Medicine 2009;4(4):346-52.



Duntas L, Duntas BMG. Risk and prognostic
factors for differentiated thyroid cancer. Hell J
Nucl Med. 2006;9(3):156-62.

Lin X, Finkelstein SD, Zhu B, Silverman JF.
Molecular analysis of multifocal papillary
thyroid carcinoma.J Mol Endocrinol.
2008;41(4):195-203.

Elaraj DM, Sturgeon C. Adequate surgery for
papillary thyroid cancer. The Surgeon
2009;7(5):286-9.

Zafon C, Baena JA, Castellvi J, Obiols G,
Monroy G, Mesa J. Differences in the form of
presentation between papillary
microcarcinomas and papillary carcinomas of
larger size. J Thyroid Res [online] 2010 Dec 14
[cited 2011 Jul 6]; Available from: URL:
http://www.hindawi.com/journals/jtr/2011/6391
56/abs/

McCarthy RP, Wang M, Jones TD, Strate RW,
Cheng L. Molecular evidence for the same
clonal origin of multifocal papillary thyroid
carcinomas. Clin Cancer Res 2006
15;12(8):2414-8.

Karakoc D,Ozdemir A. lymph node surgery in
Papillary Thyroid carcinoma. Int Surg 2010,95:
142-6.

10. Aherne ST, Smyth PC, Flavin RJ, Russell SM,

11.

Denning KM, Li JH, et al. Geographical
mapping of a multifocal thyroid tumour using
genetic  alteration analysis & mIiRNA
profiling.Mol Cancer[online] 2008 Dec [cited
2009 Dec 03];7: Available from: URL:
http://www.ncbi.nIm.nih.gov/pmc/articles/PMC2
612696/?tool=pubmed

Chow SM, Law SCK, Chan JKC, An SK, Yan
S,Lan WH.Papillary microcarcinoma of the

Generated by Foxit PDF Creator © Foxit Software
http://www.foxitsoftware.com For evaluation only.

Ashfaq Ahmad, Faiza Siddique, Tooba Mahmud Gauhar et al

12.

13.

14.

15.

16.

17.

18.

thyroid-prognostic significance of lymph node
metastasisand multifocality. Cancer;
2003;98(1):31-40.

Chagas JFS, Aquino JLBD, Pascoal MBN,
Teixeira AS, Ferro MMN, Gambaro MCO, et al.
Multicentricity in the thyroid differentiated
carcinoma. Braz J Otorhinolaryngol
2009;75(1):97-100.

Lee JK, Lee DG, Lee JC, Lee BJ, Wang SG,
Son SM, et al.Clinical characteristics of
multifocal papillary thyroid carcinoma. Korean
J Otorhinolaryngol-Head Neck Surg
2009;52:512-5.

Lin YK, Sheng JM, Zhao WH, Wang WB, Yu
XF, Teng LS, et al. Multifocal papillary thyroid
carcinoma a clinical analysis of 168 cases.
Zhonghua wai ke za zhi 2009;47(6):450-3.
Bardet S, Malville E, Rame JP, Babin E,
Samama G, Raucourt DD, et al. Macroscopic
lymph-node involvement and neck dissection
predict lymph-node recurrence in papillary
thyroid carcinoma. Eur J Endocrinol.
2008;158(4):551-60

Guidelines for the management of thyroid
cancer in adults.London: British Thyroid
Association and Royal College of Physicians of
London, 2002.

Shindo M, Wu JC, Park EE, Tanzella F.The
importance of central compartment elective
lymph node excision in the staging and
treatment of papillary thyroid cancer.Arch
Otolaryngol Head Neck Surg. 2006;132:650-4.
Zuberi LM, Yawar A, Islam N, Jabbar A.
Clinical presentation of thyroid cancer patients
in Pakistan--AKUH experience. J Pak Med
Assoc. 2004;54(10):526-8.

JFJMC VOL.7NO.2 APR-JUN 2013 57



