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FERE PEA RN EEA HT 3 B I PR B o4
SR 495 PTC B HH, fE& HT # 108 7] (21.81% ) . MRS W4ER BR, 554 PTC B¥E 1L
B, PTCIH HT B&E T LtEZ2 W (90.7% vs. 71.6% ) ﬂtnufﬁ'ﬁkﬂ%vﬁﬁ%ﬁ (TSH) /K (4.04 plU/mL vs.
2.76 plU/mL ) K HUR Bt E A P& (TPOAD ) /KPR (94.31 1U/mL vs. 33.65 1U/mL ) . iR
KM/ (1.10 em vs. 1.31 em) . RS IRE (1 87.1% vs. 76.8% ) , 2 RHHAG 5L (1
P<0.05) . Logistic [MIF4r#r Box, BEMMERN . TSH K. TPOAb K. Ifi K42 PTC &3 HT
(R 7 B PR 3 (35 P<0.05) .
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Clinicopathologic characteristics of papillary thyroid carcinoma
with concomitant Hashimoto’s thyroiditis

MAO Jianya, WANG Wei, BIE Kezhati, GENG Zhongli
(The Second Group, the First Department of Surgery, Affiliated Chinese Medicine Hospital, Xinjiang Medical University, Urumqi 83001 I, China)

Abstract Objective: To investigate the relationship between Hashimoto’s thyroiditis (HT) and papillary thyroid carcinoma
(PTC).
Methods: The clinical data of 495 patients who underwent surgical treatment and diagnosed as PTC by
postoperative pathological examination from January 2010 to May 2015 were reviewed. The clinicopathologoic
characteristics between patients with and without concomitant HT were compared.
Results: Among the 495 PTC patients, 108 cases (21.81%) had concomitant HT. Results of univariate analysis
showed that in PTC patients with concomitant HT compared with those without HT, female cases were more
frequent (90.7% vs. 71.6%), the preoperative levels of thyroid stimulating hormone (4.04 uIU/mL vs. 2.76 yIU/mL)
and thyroid peroxidase antibody (TPOAb) (94.31 IU/mL vs. 33.65 IU/mL) were elevated, maximum tumor

diameter was shorter (1.10 cm vs. 1.31 cm) and the number of cases with early clinical stage was increased (stage
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1: 87.1% vs. 76.8%), and all differences had statistical significance (all P<0.0S). Logistic regression analysis showed

that gender, TSH level, TPOAD level and clinical stage were independent predictors for PTC combined with HT

(all P<0.05).

Conclusion: PTC patients with concomitant HT present with female predominance, earlier clinical stage, and

small size, suggesting that the combined HT may not increase the invasiveness of PTC, and may have a relatively

good prognosis. However, the TSH level is increased in patients with concomitant HT, which suggests that HT

may be one of the risks for PTC.
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HORBREFL LR (papillary thyroid cancer)
S R B v el DL B o B R, 2 R IR
FEMIT0%~80%""2, HFAHRAER (Hashimoto's
thyroiditis, HT ) J&—7F [ B Sy 1k B AR IR0
J2 HUR MR b G O HE R R Ty e D 3R 1 e R UL B
DL FFIR i 2 20 Hp R bk B 400 A 32 T R L 3 R 0 s
fEAEZ M A B e PEPUIR y 2R E, Kb A&
G S PE BT DL IR IR BR B (1 PUiR (TGAD) Fidt
HUR AR 1o E AL G BLAR (TPOADL) fe b 0. [
AP SCHERIHE P H LA R R 0.5%~30%, %R
Ko AR IE AW 58 67 HOIR IR 9 AP A FEOBR IR R
ZIEFESR TR, AH L AR
HEHTIEPTC K AR FE R Y AHE 5T I 4 TR B
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AR H ARG BAE S A PTCHY B dka0541], Hrp
Frz2ofl, L3756, BL LA RH1:3;5 ENFIB
124, mKAEIRT8%, V¥ (43.54£9.611) %,
Hri<as@ 2760, =458 2190, FFf HBE AR
BIAT B PR AR T B R AR i o AR i R S e B A
HRGAIFHT, KEHE D NPTCHIFHTLL (PTC-
HT#41 ) FMIPTCARAIFHTA (PTCHL) .
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P PR AR AE 0 2200 o I R BB T R B R AR
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THECHERMALI) LU 3R T x PR30 T 5 R $5L
s hRifEZE (xxs) Fon, WRMNIEE S, KHt
Ko, WARM, MR Mann-Whitney UKL .
P R A it 2 B AR 9 A Logistic Ml
VA 53 B LABA S Al S22 e LR . P<0.05 3R 2 7
At m L.
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2. HURBRIRAMZ ZE 7 E, M Z BTS2
225 (¥P>0.05) (F1) o Au7H KR EE
PUARK I, RAETTSH. TPOAbK I & BL, PTC-
HTH Rk KU & FPTCAH (¥P<0.05)
(#£2) .

&1 PTC A5 PTC-HT AlmABESF LR [n (%) ]
Table 1 Comparison of clinicopathologic characteristics
between PTC group and PTC-HT group [n (%)]

PICZ4l PICHT4l

2 (n387)  (mer08) X" P
W (xxs, %) 4372+£9.82 42.89+885 079 0430
el

5 110 (284) 10(9.3)

5’8 277 (716) 98 (907) 6886 <0001
SR RE(EARS|

X 267 (700) 74 (68.5)

PO 99 (256) 32(296) 283 0241

XUME 21 (54) 2(19)
B R AR (x+s, em) 131104 1.10+£059 1998 0.046
paw e

H 255 (659) 73 (67.6)

% 132 (34.1) 35(324) 01090741
RN

= 224 (579) 63 (583)

5 163 (42.1) 45 (41.7) 0007 0.933
WRLLZEFERS

He X 102 (264) 29 (269)

g 85 (220) 19 (176) 1017 0601

I 200 (51.6) 60 (55.5)
WREZEEER (x+s, FL) 242+436 23+521 0252 0.802
PEa 8

(Ol 30(7.7)  9(83)
HURIR IR MR 2 49 (127)  5(46) 5607 0061
J 308 (79.6) 94 (87.1)
s igapit]
1 4 297 (768) 94 (87.1)
1144 4(10) 1(09) 7639 0047
T 3 43 (11.1) 9(83)
IV 1 43 (11.1) 4(37)

®2 PTCZALSPTC-HT ARBIFIRIRINBEIEIREE R (X £5)
Table2 Comparison of parameters of thyroid function between
PTC group and PTC-HT group ( x+s)

. PIC PTC-HT o p
o (n=387) (n=108)
FT, (pmol/L) 481+369 473207 0.198 0.843
FT, (pmol/L) 1667+273 1681360 -0452 0.652
TT, (nmol/L) 167038  1.63+036 1184 0237
TT, (nmol/l) 10028 +20.64 9839+2198 0833 0405

TPOAb (TU/ml.) 33.65+53.88 94.31+112.63 -5.543 <0.001
TSH (pIU/mlL ) 2.76 +1.79 404+3.17 -2536 0.011

© WA )T i [ & F I F 2P H

2.2 %[EZE Logistic i@
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PE 5 A B 34 191 05 11 22 A A et L (8
P<0.05) , i A S5 I e R AR LE WAL Z 0] e 48 it
2XF (P>0.05) (F£3),

% 3 Logistic BFAH 4R

Table 3 Results of Logistic regression analysis

PSS OR P 95% CI

TSH 1.107 0.05 1.000~1.225
TPOAb 1.008 0.000 1.005~1.011
P 3.478 0.000 1.736~6.965
M RAE 0917 0.739 0.549~1.530
S H o 1 0.763 0.040 0.582~0.999

3 it 8

M A FOIR IR R 2 B i UL B ORI A B B g
PG o ABRHT AR KR FAT R0.3%0~1.5%"",
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R R 22 5 FOIR IR ZL Sk R Z I ) 6 R o AR5
H, HTHIFPTCRY B R21.81%, 5 BEAE SCHk
HAE AT . HTXSPTC YA ) 2447 28 J7 T 14 52 i 475
FEG . 05 AN & I HT 0 8 W5 5
%, WHEPFRAREE A IFHT, MPTCHEY
SEAT ORI R IGE . AH Z B 5N M HT X F
PTC 2 —F P

HAETIA NS IHFHTHPTCH G 8 i, W fig &
T 2 I DR B Ak B i PR 2 AR A 4 SR A Y &5
W SciutoE PIHFFE X1 503 PTC & 2E 17 Bl
ViIEoE, KIBEERE ARG E K5 K98 A0 5
FERY T Lot ¥ . PaparodisUWFsE %1,
HT & F M I TPOALA P H AR IR 1R, i
PHL AT BE A TP O A b AR 5t 750 200 it 25 1 400 it v 3 o PR A%
I F IR Fe-g 2R 1 (CD64 ) , M4 5 2%
A TPOAbM RN A, ARWHEGEh, A IFHT
MIPTCHRF LM KL% (90.7% ) , HTPOAbD
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HIFHTH B E HBRAF (V6OOE ) %A H R E
K FPTCHEFE (72.1% vs. 82.1%, P<0.05) ,
M BRAFE N T BH 6 09 B R IR s A R &R,
Ak — R R S IHFHTHPTCE F Hls B i .
FEDobrinja 5! — 35 o {7 Bl U5 B[R] 61 (18~
132) PAMMRERE R, SIFAHTHPTCHE
HIGIK R, WEHRE, REMRNERS
ZAFE (t=7.639, P=0.047) . L4 EZ M
HWZE, aLIHANEIFHTHPTCHE A KPTCH & W
Je B o

WA FEFE N A IEHTHIPTC & I 12 22 1
W, OERZEPILM, PTCAIFHTRE NE K
Wk B 2 FraipTC, WHZAKEEREZ
TPTCHIFHT. H¥PTCHIFHTH, BHFE L KA
M XA A R, JF HPTCA k45 % &
e, HHZbEBRE RS EARTGHAE
3 AR G RO AR S R, PTC-HT4lL S
PTCAIAM L, WAL ECH © kb & i . A ik
ELEs R . FORIRE R ZE . FRIRIR MR 2
I, WEZEHILEI¥2ES (B¥P>0.05) , X
HAREGEPHIE T REAIFHT S PTCH X K
S DX bk U 285 % BE 19 00 G G 1 45 SRAHAF . B,
AN BE A A AT S I PTC AR 284 .

R 98 0 &% A 5 i R TSH TR AT %, TSHAE
AR PR DE IS B0 AT 9 R R A0 0
AR TIEE . MTSHE FIEW A LR, HEEFEERE
B, HSZ5 R PTCER R EIEME, 7
BB T, TA2 47801, PTCHH
BETSH/K - TF = mig o, i 7E256 B HT & 44 b [W] #¢
WA TR S, BAERMEE, HTEH
FARIRES R, B REME =AW, K’
BvESE M P TSHTF R, TSHAE T R IR R 2
A, R U sk R o R A5 PR OLR R U8 v R Ao B e R
AR RHESE R, PTC-HT4L A R TSH
R TPTCdl, 5 LR RMA, #H/RHTA
EPTCRAEMNIFEFHEZ —. WK HYHTEHTSH
KA T IR H S A, n] R il A ORI &
TR HITSHA = A, 4 TS HAK 45 il 78 42 AR
Fil, MM AR PTC Y 2% 99 AU o

AR BN, PTCAIHFHTH EAK LW F 58
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