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(1LA4MER KRS KETARMFRTERFEN, 7 K% 116001; 2. T 75 KiET AR ER FR@ELFH M, 17
KiE 116001 )

i =E E=58/: FREHUMLLE (PTMC) AR EER S, MS0KE L5 (LLNM ) B9 52 m 8%
A fER . ARSCRTERRTT PTMC &/ LLNM M AHSCER R 5Bl br, RWIGIRSITIRIER IS %
Tk BB E 2 B R T A3 BE BE 2015 4F 1 H—2020 4E 6 A YA PTMC B35 (015 R 7R, WLEEI
RGBSR T LLNM BRSO, AR . AR . P E © /N . g fr & . A8 et | 4k
P e g, RERLHRRBE, BEEIFH R AR (AR . 450 MR ), L
B A vh R X 255 % (CLNM)
LR LA 342 B PTMC B, Hoh&E LLNM 19 33 61 (9.6% ) , &K/ CLNM (1 142 6] (41.5% ) ,
& CLNM I LLNM 3 25§ (7.3% ) 5 33 i LLNM ##F, 8 (24.2% ) JC CLNM. ¥ E 50 Hrdh
RWR, UM MEER= 5 mm, HURIEBEEIL . CLNM 8 FH TS & 4E LLNM (1 P<0.05)
ZHF a8, CLNM #8480 H & LLNM 2057 fa % (OR=1.195, P<0.05) . ROC Hh£k4)
Hred R iR, CLNM ZCH B LLNM B9 AUC 4 0.621, I FLE R 4.5 M, F5 5 B 0 0.897 FHURE 4 0.103,
Zi%: CLNM %t H 5 PTMC ¥ &4 LLNM ZUJAH56, CLNM ZH 0] A6 7 M 00 200 bk B2 25 75 1 ik —
EMEASE
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Analysis of risk factors and predictive variables for lateral cervical
lymph node metastasis in papillary thyroid microcarcinoma

KONG Lingxin"?, WANG Zhaohua’, YIN Wenbin?, LI Huizheng"?

(1. Jinzhou Medical University Dalian Friendship Hospital Postgraduate Training Base, Dalian, Liaoning 116001, China; 2. Department of
Otolaryngology-Head and Neck Surgery, Dalian Friendship Hospital, Dalian, Liaoning 116001, China)

Abstract Background and Aims: The incidence of papillary thyroid microcarcinoma (PTMC) has been increasing over
the past years, and the presence of lateral lymph node metastasis (LLNM) will affect the survival rates of patients.
The purpose of this study was to investigate the risk factors and predictive variables for the occurrence of LLNM
in PTMC, so as to provide reference for clinical diagnosis and treatment.

Methods: The clinical data of PTMC patients treated in Dalian Friendship Hospital from January 2018 to June

IiEHER: 2021-03-16; {&ITHEHEI: 2021-04-26.
EE BN : FLATK, SRNERIR AT A, T ERSK SR i AR 7% o
BIE1EE: 4, Email: huizhengli2004@163.com
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2020 were retrospectively analyzed. Except for the occurrence of LLNM, the clinical variables observed included
sex, age, and the number, size, and location of tumor, as well as the affected glandular lobes, body mass index, and
the presence or absence of thyroid capsule invasion, other concomitant thyroid diseases (Hashimoto's thyroiditis,
nodular goiter), and combined central lymph node metastasis (CLNM).

Results: A total of 342 PTMC patients were enrolled, of whom, LLNM occurred in 33 cases (9.6%), CLNM
occurred in 142 cases (41.5%), and 25 cases (7.3%) had both CLNM and LLNM. Of the 33 patients with LLNM,
8 cases (24.2%) had no CLNM. Univariate analysis showed that patients with male sex, tumor diameter >5 mm,
capsule invasion and CLNM were more likely to develop LLNM (all P<0.05). Multivariate analysis showed that
the number of CLNM was an independent risk factor for LLNM (OR=1.195, P<0.05). ROC analysis showed that
the AUC of CLNM number for estimating LLNM was 0.621, and the cut-off value was 4.5, with a specificity of
0.897 and sensitivity of 0.103.

Conclusion: The number of CLNM is closely related to the LLNM in PTMC patients, which can provide certain

quantitative reference for therapeutic lateral lymph node dissection.

Key words
CLC number: R736.1

Thyroid Cancer, Papillary; Lymphatic Metastasis; Neck Dissection

FH IR IR I8 (thyroid carcinoma, TC) N
WA G I W UL RS AE 2 — 2 o B A I R
M 1%, o5 Sk SRR AR 930%~35% . fEid %
M 104, % 5 S A 4 Bk [l g & i T
R PR FL SR 982 ( papillary thyroid carcinoma,
PTC) 25 5TCHI80%~85%, LOAFEAAFEHR L 90%
PLER BUR IR ONFL ORI (papillary thyroid
microcarcinoma, PTMC ) EfEME EAE<1 cml¥
PTC. 1T 70 P M R A A <3 mm A9 2574
1T AE ZEHT5 # (fine-needle aspiration, FNA)
S F R R B T PTMC YA R L 2 i
IWHPTMCAZ 22 HERAR ), R, B 45
FE AR IR 2 T A 5856 S R T f5 485, HrP15%
(14 5B 3 T HE LIk 1 Ry 35 B W AN IR T R
PTMC 3 1 B0k 0 4556 8 % 20 309", Do
PTMC #7571 wl k IEAEAT b B 7%, 465 il |
BRI 5T 4 TE R S 8
B rl LA m A A5, UH AR RE, R 2
BT R AR R A L DX Bl Ak B RS Y SR A, R
JRAE T KU B 5 . PR, X T PTMC R #2240 80T
i I bk 254 TR RS . CHUIR IR 30/ 3L 3k R
LW 5 IRYT I E L AR ) M T eNOfPTC R
HAEAEAT B P v g DO L S A,k T 3
IR 45 2 ARV 1 T E W o T 00 S 1 4 S
TR RN 3G 0 AR v K RS I RAE Y K A L
e, VAL 2506k [ 45 #% (lateral lymph node
metastasis, LLNM ) &8, 4kmd & & H#F AL
FIXTPTMCHYGRYY LN Z . XM TFPTMCEFH, Ml

© WA )T i [ & F I F 2P H

E R NIRRT Sk o b E S 1) Pl 2 B
LREWE A ERIGRE L. KT, K5
FEHEEMPTMCS LLNM A C 6 K R %,
T &% BLPTMCAEA LLNM I R0 R 2%, X84 B
FXIPTMC B #H AT RAIRYY , R K2 16 M
PEEE AR A -

1 RS

1.1 —ER

WA A ot - S A Sk 3140201545 1 —20204F
6 H IR PTMCHR#H . 99 AbRifE: (1) ARJ5
ZAHPTMCHEF ; (2 WIRFARBFH; 3) 17 B
e O 2R (5) MEgk e gsES, B
FLA 58 B WG DR S B2 B9kt . HEBRARE: (1) 4F
<182 5 (2) MUHST ANz 5 (3) 2 HB MO L 4% firh
oy (4) FEEm AL s (5) & IF A o sl Ak
R o MR AN HERR ME N AT B ARUE M PTMC B 3t
34205, Hrp 876, LotkssHl, B HmZ3; A
1%18~78% , F-IJAEIR T, (47.38 £12.26) %
1.2 FRAZE

FARBFE —FAREIMEE, FARAT L XPF
A RF AT AR P R 7 DA 457 B,
AR 3 IR Sy RN R kAT A A U R +
KR EL S5 R, 4 R Hp o IE S Sk U 9 kb
HATHUIR IR A 07+ 000 e Ok L 25 R, X
RETH B A (BB, SERCT . I a0 4 28 00 1%
K BEENABHE R ) AL A7 78 7T 5B 7% 7% 1 il 35 bk [
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SEAT v S DX+ FH N R O OB LSS VE AT, R
Ji bR AR 38 3 R B
1.3 GitF4bE

i FISPSS 22,048 tH #4770 0, i i R}
RSB« b2 (x+s) F£or, AR
5, BRI (H5E) (2 (%) 2R,
LA LRk x PR g, 2R TR 2k
Logistic“ﬂﬁi}’*ﬁ, RO C 1 26 F T 1 2 AH 26 R 3% il
W % HE LLNM A S AR BT . P<0.05h 22 R A G2 3T

LI BV
?‘;E’xXo

2.1 EXRIuRERE

ARWETE LA 3426 PTMCH &, # Ik 2 b
Vigil, RmE N AE, Tl ®., K5
i BRSO 25 #8 (cervical lymph
node metastasis, CLNM ) #1426 (41.5% ) ,

LLNM#33%] (9.6% ) , CLNMfELLNM# 257
(7.3% ) , AEECLNM M LLNM# 19241, 334
LLNM#E Z, 8fi (24.2% ) LLNMJECLNM, &
SCHBRER MG . HIE T e X 451 868HL,
Hovop B B G B b e X B 45 368K, T 1 #
R L 25 BB R 966K, o I I A % B ) 5 90k 1L 2
12340 WA LLNMAY H Je bk 259 10, 354
APELLNM By b g bk L 4527 74
22 HttEZES LLNM X &2 BEEEZHH

PR E T K PTMCHEA LLNM 5451 .
BRH . MEaE . BREMEH . REEE R
AR IR K ( Hashimoto thyroiditis, HT) . £=5
A 25T HEHARBR I (nodular goiter, NG) . &
NI =R (body mass index, BMI ) ZFH & 0
R (¥P>0.05) , A BRI /N (b
RREHA) BB =5 mm., IR RS IL ORI B
f§E . CLNMIE L SPTMCAEALLNMAT BB OCR (1
P<0.05) (1) .

&1 PTMC &4 LLNM BEZE 547
Table 1 Univariate analysis of factors for LLNM in PTMC

FSES % (n)  LLNM (n=33) 4l LLNM (7=309) X It P

P [ (%) ]

% 87 14 (42.4) 73 (23.6)

& 255 19 (57.6) 236 (76.4) 3-560 0.018
W Z, n (%) ]

<55 230 26 (78.8) 204 (66.0)

= 55 113 7(212) 105 (34.0) L2V U1
e g E [, n (%) ]

1 239 20 (60.0) 219 (70.9)

=2 103 13 (394) 90 (29.1) 1.494 0.222
JEE RN [mm, n (%) ]

<5 59 1(3.0) 58 (18.8)

=5 283 32 (97.0) 251 (81.2) S R0
BRI [n (%) |

R4 110 15 (45.5) 95 (30.7)

E |54 232 18 (54.5) 214 (69.3) 2957 0.086
JRAEREN [n (%) ]

FAA] 278 25 (75.8) 253 (81.9)

B 64 8 (24.2) 56 (18.1) 0.734 0.392
FORARBEIEARAE [ (%) ]

B 128 18 (54.5) 110 (35.6)

7w 214 15 (455) 199 (64.4) 4.570 0.033
A3 HIn (%) |

= 74 10 (30.3) 64 (20.7)

& 268 23 (69.7) 245 (79.3) 1618 0.203
A3 NG (%) |

p=> 70 9(273) 61 (19.7)

= 2 24 (72.7) 248 (80.3) 1.039 0.308
BMI (kg/m®, %+s) 342 24.74 +3.48 24.74 + 4.49 0.000 0.993
CLNM [n (%) |

s 142 25 (75.8) 117 (37.9)

wH 200 8 (24.2) 192 (62.1) 17.632 0.000
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2.3 LLNM Bl EZHNEZEES

Z N E ZJtLogisticM A &, CLNM%
HJEPTMC & A I 400 9k B4 285 5% 5% 1 3l 57 f5 B IR R
(OR=1.195, P<0.05) (F2) .

&2 PTMC &% LLNM ¥ ZEE S
Table 2 Multivariate analysis of factors for LLNM in PTMC

PSS ES P OR 95% CI

il 0.102 1.927 0.878~4.228
JieE /0N 0.633 1.555 0.254~9.535
RRAMZAR 0.400 0.707 0.316~1.584
CLNM %t H 0.047 1.195 1.002~1.425
TRXER  0.071 0.396 0.145~1.082

2.4 ROC #iZk s #r

PLCLNM % H A 4 J41 I PTM CAN 5503k 11 25 5% 7%
O FEAR 2 HIROCHZE (B 1) , LLNMX R (1)
M FmA (AUC) 40.621, HIEYoudends B
e KAE LU & CLNM#R H 1yl 5 M 4.54, CLNM
B H i FHE R 5 M 0.897 MU 0.103., A
HEFd, CLNMEHEE = 4. 5800 6152041,
HAPELLNM 1% R 8451 (40.0% ) .

1.0

0.0 T T T T
0.0 0.2 0.4 0.6 0.8 1.0

i

E 1 CLNM #Hi¥fk LLNM &) ROC #iZk
Figure1 ROC curve of CLNM number for estimating LLNM

PTCHIfG R, #IANEEA “WAREGER
RE” (Bt R A R R R KR
PG, JEPTMCHE R E & B R 48 A
PTMCHE &, CLNMA& R4 R41%~64%""",
LLNM& R4 R21%""", fEPTMC AR 5 i
L EBEIRIRAE R 1%, RTRE K E HN2%~6%,
AN R N1%~2%""7", Nilubol Z
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PTMC 2 o R B A G AE T2 - 95.1% . 7F
Z W55 45 HCLNMZPTMC /& 24E LLNM A9 & 3% 1)
R 22 P M CLNMEL B # £ 1l %
JEAT O ST Dk L 25V 4, A Kk . ASBIE ST Il R
TR BE SAE N 3426 PTMC B 35 (9 I IR kL, 1)
LLNM {4 1& [ P 25 & CLNM%% 5 76 570 PTMC % 2= ]
Hibk AP EEM, AIRR2IRIRIES %

AT N R A BoR e (AR LR
BRI K /N =5 mm ., BPR AR AL R R B A S
HMk MR WM. AEEP AR (5
P£) SLLNM & E M C, AR5 WA 1A R 45
. KwakZE!"S 2715 SPTMC £ % g K /h 5 LLNM
TCW AR eE . SR, — LSRR, PTCHRE
BN KJELLNME G K N, 640 b i KA
H=5 mmSEC® ) e, REFESTR LI, MW
HAES mmf B A S I BLLNM, ffgg!7 27202
T H Bl AR 0 AT DSR2 R R KRS, X S
ARG 45 R AAT

BackZEU4 5l , CLNMZPTMC & A LLNM Y
IhoSr WA . B TR HCLNM 5 LLNM
ZIHAAEELFR, R ACLNMPPTMCE
WAS RAELLNM, Lim 2B Fr, CLNM%CH
8 5 LLNM & 35 M 560 FEE, ARuFoe &
CLNM5PTMCEELLNMB KA 5%, HCLNM
i 5SPTMCHELLNM @y KU 3 fim ( OR=1.195,
P<0.05) , PTMCHl ik (245 7% #% i CLNM % H
3 Tk o B, RS LLNM L R SR BUE
W T ROkl e R R It R AP WS o el
5T RCLNM = 3 5 LLNMAF 76 . E A 56 . 1
A, dE e EH A A 2 7 CLNM%L H 5 LLNM
UM L, HE—EHROCHZL 5 T CLNM%L
Hr AW 5 s Z B0 R, CLNMELH & E
M4 SH . FEZH NN CLNME H X LLNMA — &
WrfH . CLNMECH AT DIMER — A EH LR E R, 1l
U/ AN D6 PR YA T I 0 M S R i S
Lim%5 PR, A e XA ) (4 Bk AR BT LAAE R 3
30 min (B[] P4 38 58 TR YD R BEAT 0BT, DABROA
CLNM, JExH BB H dE7a mille. Wik, R
AU e R A A E CLNMELH , 456 AR nifl
B4, %A B T ANRR B A e S 1 7 X 35
W S5 AT — 25 A7 o (BARDFIE 45 R CLNMAL
A 1 AR v fige 351 bl sk s B2 T G B E L AT REAE
FER2E, RATTCIEER LA CLNM A S, i 22
R BIF 5% R 1 — 25 1 s R AT A T 50 1 2
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EA, LUIH BRI PR e B o 0 s e A M bk L 4, O
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