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Abstract

Background: Thyroid cancer has the highest increase in
incidence rate among all cancers, and thisis largely but not
full attributed to the increased detection of subclinical papillary
carcinomas, the high incidence of occult nodal metastasisin
PTC, advocating prophylactic central compartment neck
dissection (pCCND) for the initial management of these
tumorsis, in theory, the ideal thing to do. Nevertheless, the
role of pPCCND in the management of PTC remains contro-
versial regarding its benefits and risks.

Aimof Sudy: The aim of this study isto compare between
total thyroidectomy with or without prophylactic central
compartment neck dissection in case of papillary thyroid
cancer with clinically negative cervical LN metastasis, focusing
mainly on the rate of complications and the risk of recurrence
of the disease.

Patients and Methods: Thisis a retrospective comparative
study was conducted in the Department of Endocrine Surgery
Unit, Ain Shams University hospitals and Shefa Elorman
hospital, the study included 40 cases diagnosed with papillary
thyroid cancer with clinical negative LNs, operated between
March 2013 and March 2018.

Sampling Method: we collected 40 cases of papillary
thyroid cancer with clinical negative LNs operated in the
department of endocrine surgery unit, Ain Shams University
hospitals and Shefa Elorman hospital, between March 2013
and March 2018, 20 of them (group 1) underwent total thy-
roidectomy and 20 cases (group 2) underwent total thyroid-
ectomy and prophylactic central compartment neck dissection.

Results: Femalesto male ratio was 17:3 in both groups
with no stetistical significant difference (p=1), the mean age
of the participantsin group (1) was 39.5+ 10.1 yearswhilein
group (2) was 37.5+7.4, with no statistical significant difference
between both groups (p= 0.742), the mean operativetimein
group (1) patients was (122.1 +19.1 min.) while in group (2)
patients was (182.2% 15.3 min.) with statistically significant
relationship, only one case 5% in group (2) patients suffered
hoarseness of voice.5% of group (1) patients and 10% of
group (2) patients suffered from transient hypocal cemia, one
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patient (5%) in group (1) patients had recurrence and 4 patients
(20%) of group (2) patients suffered from recurrence.

Conclusion: Total thyroidectomy with prophylactic central
LN dissection done in cases suffering from PTC with clinically
negative cervical LNs increase operative time and post-
operative hospital stay in comparison to total thyroidectomy
with no statistical difference as regard to surgical complications
and post-operative recurrence especially with presence of
post-operative radioactive ablation.

Key Words: Papillary thyroid carcinoma — Prophylactic
central compartment neck dissection — Total thy-
roidectomy.

Introduction

THYROID cancer has the highest increase in
incidence rate among all cancers, and thisislargely
but not full attributed to the increased detection of
subclinical papillary carcinomas [1].

Asaresult, the surgical strategy undertaken in
the management of these tumors has been gaining
increasing popularity among endocrinol ogists and
endocrine surgeons. Papillary thyroid carcinomas
(PTC) are considered favorable prognosis cancers.
Most patients have a 5-year overall survival rate
well above 90% [2].

Therefore, disease-free survival has replaced
overall survival asthe main outcome of interest
when effective initial management of these tumors
is evaluated.

Given the high incidence of occult nodal me-
tastasisin PTC, advocating prophylactic central
compartment neck dissection (pCCND) for the
initial management of these tumorsis, in theory,
the ideal thing to do. Nevertheless, the role of
pPCCND in the management of PTC remains con-
troversial regarding its benefits and risks [3].
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Prophylactic neck dissection is defined as neck
dissection in the absence of clinical evidence of
nodal involvement whether on preoperative exam-
ination and imaging studies or during intraoperative
evaluation. It is synonymous with elective/routine
dissection [4].

Essential to any assessment of the role of pCC-
ND isto verify its oncologic rationale and whether
its benefit outweighs its potential morbidity. Pro-
posed potential benefits of pPCCND include: Elim-
inating a potential source of recurrence subsequent-
ly avoiding potential morbidity of revision surgery,
increasing the accuracy of disease staging for
radioactive iodine (RAI) dosing and long-term
follow-up, and improved accuracy of thyroglobulin
surveillance [5].

While occult node positivity is quite common
in PTC (even in subcentimetric cancers), it rarely
demonstrates prognostic parameters of recurrence
and/or a possibly worse disease-specific survival.
Occult metastases usually tend to be small in size
and number, with no extranodal extension, and a
median risk of recurrence of only 2% [3].

Moreover, the comparability in oncologic out-
come between those who undergo pCCND and
those who do not is a testimony to the indolent
biologic behavior of subclinical nodal disease [6].

Further proof of the clinical stability of occult
nodal disease, isthe rare progression to loco-
regional recurrence among untreated patients.

Ywatade Carvalho et al. [7] or those who did
not receive RAI adjuvant therapy [§].

A recent meta-analysis demonstrated that the
presence of occult central nodal metastasis was
not a significant predictor of recurrence nor did
pPCCND improve local control [9].

Reoperation for recurrent disease in the central
neck, despite being uncommon, is challenging.
However, in experienced hands the safety of CCND
as a secondary operation was comparableto it as
aprimary one [10] .

One of the arguments for the use of pCCND is
that it influences the usage of RAI through identi-
fying the true nodal status of patients. Accordingly,
patients may be stratified to receive higher doses
of RAI or spared empiric postoperative RAI therapy
[11].

The American joint committee on cancer
(AJCC) tumor, nodal disease and distant metastasis
(TNM) staging system considers nodal metastasis

aprognostic factor for patients above the age of
45 years [12].

However, it does not differentiate between
microscopic and macroscopic metastases that have
different implications on outcome. Therefore,
microscopic upstaging may lead to potentially
unnecessary or additional treatments and re-
evaluations that are not devoid of adverse conse-
guences [13].

On the other hand, giving empiric postoperative
RAI based on the assumption of node positivity
does not seem to be appropriate especially that the
clinical stability of occult metastases in untreated
patients or those who did not receive postoperative
RAI has been demonstrated [14].

Aim of the work:

The aim of this study isto compare between
total thyroidectomy with or without prophylactic
central compartment neck dissection in case of
papillary thyroid cancer with clinically negative
cervical LN metastasis, focusing mainly on the
rate of complications and the risk of recurrence of
the disease.

Subjectsand M ethods

Sudy group:

Thisis a retrospective comparative study was
conducted in the Department of Endocrine Surgery
Unit, Ain Shams University Hospitals and Shefa
Elorman hospital, the study included 40 cases
diagnosed with papillary thyroid cancer with clin-
ical negative LNs, operated between March 2013
and March 2018.

Sampling method: We collected 40 cases of
papillary thyroid cancer with clinical negative LNs
operated in the Department of Endocrine Surgery
Unit, Ain Shams University Hospitals and Shefa
Elorman hospital, between March 2013 and March
2018, 20 of them (group 1) underwent total thy-
roidectomy and 20 cases (group 2) underwent total
thyroidectomy and prophylactic central compart-
ment neck dissection.

Inclusion criteria were:

Patients with early papillary thyroid cancer
(T1, T2 NO MO), previously diagnosed with FNAC
or histopathological surprise in patients underwent
total thyroidectomy.

Exclusion criteria were:
- Papillary thyroid tumor but unfit for operation.
- Papillary thyroid tumor associated with metastasis.
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- Papillary thyroid tumor associated with clinically
positive cervical LNs (central or lateral).

- Recurrent papillary thyroid tumor.

- Papillary thyroid tumor and previous thyroid
operation.

- Locally advanced papillary thyroid cancer
(T3,T4).

- Micro papillary thyroid Cancer.

Pre-operative work up:

History was taken including age, sex, history
of neck swelling, toxic symptoms (pal pitation,
weight loss, nervousness, heat intolerance, insom-
nia), pressure symptoms (dyspnea, dysphagia,
stridor and hoarseness of voice) and cachexia.

Examination was done including generally
regarding pulse, temperature, blood pressure, res-
piratory rate, pallor, cyanosis, jaundice, toxic signs
(tremors, exophthalmos) and locally including
inspection for thyroid swelling (size, shape, surface,
extent, movement with deglutition and tongue
protrusion), dilated neck veins, skin pigmentation
and associated other neck swellings (enlarged
lymph nodes), palpation for thyroid swelling (ten-
derness, temperature, size, extension, consistency,
surface, edge, relation to skin, muscles and cervical
lymph nodes status), percussion for assessment of
retrosternal extension and auscultation to hear
bruit in thyrotoxic cases.

Investigations was done including thyroid pro-
file, neck ultrasound, Fine needle aspiration biopsy
(FNAC). And thyroid scan if toxic goitre.

Operative and post-oper ative data:
In this study:

All cases underwent total thyroidectomy using
almost same operative techniques whereas, starting
with patient under general anasthesia with endotra-
cheal intubation, in supine position with neck
hyperextended and with table tilt 15 degree head
up, transverse incision is done, two finger breadth
above the sternal notch whereas, skin and platysma
incised, both upper and lower flap are elevated
then deep fascia vertically opened in the midline,
strap muscles then retracted, pretracheal fascia
vertically opened to expose thyroid gland, middie
thyroid vein then ligated, superior pedicle dissected
whereas, superior thyroid artery and vein individ-
ually ligated and divided at thyroid pole to avoid
external laryngeal nerveinjury, dissection donein
avascular plane between cricothyroid and gland.

Both superior and inferior parathyroid glands
identified and dissected and recurrent laryngeal
nerve identified with careful dissection through its
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entire course whereas, inferior thyroid artery ligated
at capsular level, then mobilized gland removed.

In group (2), cases underwent total thyroidec-
tomy followed by central compartment neck dis-
section whereas, extending from hyoid bone above,
brachiocephalic vein below and carotids on both
sides, paratracheal, tracheoesophageal, pretracheal,
prelaryngeal nodes removed.

Post-operative histopathological reports were
collected to be assessed, operative data was col-
lected as regard to operative time and post-operative
hospital stay.

Operative complications were assessed through-
out occurrence of hoarseness of voice, hypocal -
cemia symptoms (circumoral tingling, numbness,
carpopedal spasm and laryngeal stridor) and post-
operative hemorrhage.

Follow-up strategy:

Recurrence of disease during follow-up period
was assessed by regular clinical examination every
3-6 months, serial thyroglobulins (Tg) and thy-
roglobulins anti-bodies (Tg Abs) and regular neck
ultrasound assessments.

Results
We displayed the results of our study, which
was carried out on 40 cases.

* Group 1 = Total thyroidectomy.

» Group 2 = Total thyroidectomy plus prophylactic
central LN dissection.

Table (1): Patient characteristics.

Group (1) Group (2) p-value
Age:
Mean (yr.) 39.5+10.1 37574 0.742
Range 25-52 (26-60)
Gender:
Male 3 (15%) 3 (15%) 1.00
Female 17 (85%) 17 (85%)
Toxic status:
Yes 0 (0%) 0 (0%)
No 20 (100%) 20 (100%)
Table (1):

- Femalesto male ratio was 17:3 in both groups
with no statistical significant difference (p=1),
Fig. (1).

- There isfemale predominance in our study in
both groups the femal e patients were 85%.

- The mean age of the participantsin group (1)
was 39.5210.1 years while in group (2) was
37.5+7.4, with no statistical significant difference
between both groups (p=0.742), Fig. (2).
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- All patients in both groups did not show toxic
status.

Gender

Male

Femae
85

Fig. (1): Gender distribution among group (1).

Mean age
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Fig. (2): Mean age of the studied group.

Table (2): Histopathological data.

Group (1) Group (2) p-value

Subtype:
Conventional 19 (95%) 19(95%) 1.00
Others 1 (5%) 1 (5%)
follicular follicular
Sze(cm.):
Mean 214+ 6 2.16+.8 0.917
Range 1,2-3.3 1-4
Multifocality:
Yes 3(15%) 7 (35%) 0.144
No 17 (85%) 13 (65%)
Hashimoto's thyroiditis:
Yes 4(20%) 8 (40%) 0.168
No 16 (80%) 12 (60%)
T Sage:
T1 12 (60%) 9 (45%) 0.432
T2 8 (40%) 11 (55%)
Excised parathyroid gland:
Yes 1 (5%) 2 (10%) 0.548
No 19 (95%) 18 (90%)
No of dissected LNs:
Mean 6.3£2.1
Range 3-10
Cases with positive LNs:
No of positive LNs: 9 (45%)
Mean 15+12
Range 0-3

Table (2): Asregard the histopathological sub-
type, 95% of patients on both groups were conven-
tional subtype with no statistical significant differ-
ence between both groups, Fig. (3).

Mean size of tumor in group (1) was 2.14cm.
and for group (2), it was 2.16cm. with no statistical
significant difference between both groups.

Multifocal disease was found in 15% of group
(2) patients and 35% of group (2) with no statistical
significant difference between both groups.

Hashimoto thyroiditis was found in 20% of
group (1) patients and 40% of group (2) patients
with no statistical significant difference between
both groups.

60% of patientsin group (1) and 45% of patients
in group (2) presented with T1 stage with no sta-
tistical significant difference between both groups.

There was 5% of group (1) patients who showed
inadvertently excised parathyroid gland and 10%
of group (2) patients with no statistical significant
difference between both groups.

The mean of NO. of dissected LNsis(6.3+2.1),
mean NO. of positive LNsis (1.6%1.2) and NO.
of cases with positive LNswas 9 cases, Fig. (4).
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Fig. (3): Subtype of thyroid carcinomain group (1) & group (2).
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Fig. (4): Cases with positive LNs among group (2).
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Table (3): Operative and post-operative data.
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Table (4): Data of recurrence.

Group (1) Group (2) p-value Group (1) Group (2) p-vaue
Operative time Recurrence:
(min.): Yes 1 (5%) 4 (20%) 0.151
Mean 1221+19.1 182.2+153 <0.001* No 19 (95%) 16 (80%)
Range 90-150 155-210 Site of recurrence:
Duration of hospital Central zonelevel (VI) 0 0 0.151
stay (days): Lateral zonelevel (I1) 0 0
Mean 2.7+1.03 46+11 <0.001* Lateral zonelevel (111) 0 2
Range 14 2-7 Lateral zonelevel (IV) 1 2
. Distant metastasis 0 0
Hoar seness of voice:
No 20 (100%) 19 (95%) 0.311 Side of recurrence:
Yes 0 1 (5%) Ipsilateral 1 (5%) 3 (15%) 0.323
transient Bilateral 0 1 (5%)
Hypocalcemia: . . .
Yes 1 (5%) 2 (10%) 0.548 One patient (5%) in group (1) patients had
transient  transient ipsilateral level (1V) recurrence and 4 patients
0, .
No _ 19 (95%) 18 (90%) (20%) of group (2) patients suffered from recur-
EOSt'Opﬁf ative rence (2 of them had ipsilateral level (111), one
e 29 0 1.(5%) 0311 patient had ipsilateral level (1) and one patient
No 20 (100%) 19 (95%) had bilateral level (IV) recurrence). This difference

The mean operative timein group (1) patients
was (122.1+19.1min.) while in group (2) patients
was (182.2+ 15.3min.) with statistically significant
relationship, Fig. (5).

The mean hospital stay in days, it was (2.7
+1.03 days) in group (1) and (4.6 1.1 days) in
group (2), with statistically significant relationship.

Only one case in group (2) patients suffered
hoarseness of voice.

5% of group (1) patients and 10% of group (2)
patients suffered from transient hypocal cemia.

Only one case in group (2) patients suffered
from post-operative hemorrhage.

Thereisno statistical significance relationship
between both groups as regard to hoarseness of
voice, hypocalcemia and post-operative hemor-
rhage.

Operative time

150 - /\

S A

Operation time

a
o
1

0

Group 1 Group 2

Fig. (5): Mean operative time for group (1) and group (2).

in recurrence was statistically insignificant between
both groups, Figs. (6,7).
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Discussion

Papillary thyroid carcinomais the most common
type of thyroid cancer, representing 75 percent to
85 percent of all thyroid cancer cases. It occurs
more frequently in women and presents in the (20-
55) year age group [15].

It is also the predominant cancer typein children
with thyroid cancer, and in patients with thyroid
cancer who have had previous radiation to the head
and neck. It is often well-differentiated, slow-
growing, and localized, although it can metastasize
[16].

FNA accuracy isvery high and it is a process
widely used in these cases. Other investigation
methods include ultrasound imaging and nuclear
scan. The ultrasound is a useful test to distinguish
solid from cystic lesions and to identify calcifica-
tions. The thyroid ultrasound is also very effective
to discover microcarcinomas, which refer to very
small carcinomas (<1cm) [17].

Surgery remains the mainstay of treatment for
papillary thyroid cancer. The Revised 2009 Amer-
ican Thyroid Association guidelines for papillary
thyroid cancer state that the initial procedure should
be near-total or total thyroidectomy. Thyroid lobec-
tomy alone may be sufficient treatment for small
(<1cm), low-risk, unifocal, intrathyroidal papillary
carcinomas in the absence of prior head and neck
irradiation or radiologically or clinically involved
cervical nodal metastasis [18].

The aim of this study isto compare total thy-
roidectomy with or without prophylactic central
compartment neck dissection, focusing mainly on
the rate of complications and the risk of recurrence
of the disease.

In this study, 40 patients were included and
they were divided into 2 groups. Group (1) patients
were treated with total thyroidectomy while group
(2) patients were treated with total thyroidectomy
plus prophylactic central LN dissection.

As regard to demographic data of the current
study, the mean age of group (1) patients was
(39.5%£10.1) years and the mean age of group (2)
patients was (37.5+7.4) years, whilein Lim et al.
[19] the mean age of group (1) patients was
(39.5+5.3) years and the mean age of group (2)
patients was (37.2+3) years, but in Kuo et al. [20]
the mean age of papillary carcinoma patients was
(48.8£15.7) years.

Speaking about sex distribution in this study,
6 cases (15%) were males and 34 cases (85%) were

femalesin both groups, so asin Yildiz et al. [22]
who found that the incidence of thyroid cancer
was (17%) in males and (83%) in females. There
isno statistical difference between both groups as
regard to age and gender.

Thyroid cancer is 2.9-times more common in
women than men. The less aggressive histologic
subtypes of thyroid cancer are more common in
women, whereas the more aggressive histologic
subtypes have similar gender distribution [21].

Asregard to histological subtype in our study,
38 cases (95%) of the patients had conventional
papillary thyroid cancer while 2 cases (5%) of
patients had follicular subtype of papillary thyroid
cancer in both groups, whileinLim et a. [19]
(94.3%) of the patients had conventional papillary
thyroid cancer, while (5.7%) of patients had follic-
ular subtype of papillary thyroid cancer.

In our study, the mean tumor size of group (1)
patients was (2.14+.6) cm. and the mean tumor
size of group (2) patients was (2.16 +.8) cm., while
in Durante et a. [23] the mean tumor size of papil-
lary thyroid cancer patients was (1.7 £0.4) cm. also,
in Al Afif et a. [24] the mean tumor size of papillary
thyroid cancer patients was (2.2) cm.

In this study, 3 cases (15%) had multifocal
Papillary thyroid cancer in group (1) patients and
in group (2) patient, it was 7 cases (35%), while
inKiratli et a. [25 (20%) of the patients had
multifocal Papillary thyroid cancer and in Durante
et al. [23] (35.7%) of the patients had multifocal
Papillary thyroid cancer.

Papillary thyroid cancer often presents with
multifocal tumors, taken together, multifocality
was associated with more aggressive and poorer
prognosis. Capsular invasion, advanced pathol og-
ical T classification and N+ stage were independent
predictors of multifocal PTC. Total thyroidectomy
with prophylactic bilateral central lymph node
dissection should be recommended during surgery
in multifocal PTC due to ahigher propensity for
level VI lymph node metastasis [26].

Asregard to Hashimoto's thyroiditis, 4 cases
(20%) of group (1) patients and 8 cases (40%) of
group (2) patients had Hashimoto's thyroiditis.

In Mazokopakis et a. [27] who found that the
prevalence of Hashimoto's thyroiditis in papillary
carcinoma patients were 28.57%, also Kurukahve-
cioglu et a. [28] found that the preval ence of
Hashimoto's thyroiditis in papillary carcinoma
patients were 36.66%.
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In this study, there were 12 cases (60%) in
group (1) patients and 9 cases (45%) of group (2)
patientshad T 1 stage, while 8 cases (40%) in group
(2) patients and 11 case (55%) of group (2) patients
had T2 stage.

In astudy done by Choi et al. [29] who found
that 43.7% of papillary thyroid patients were T1
stage and 1.1% had T2 stage.

Also, Grogan et a. [30] who found that 46% of
papillary thyroid patients were T1 stage and 19%
had T2 stage. While found that 43.5% of papillary
thyroid patients were T1 stage and 13% had T2

stage.

In this study, in group (2) patients who under-
went total thyroidectomy with prophylactic central
LN dissection, histopathological examination re-
veaed that the No. of dissected LNs ranged from
3-10 nodes with mean (6.3+2.1) nodes and the
range of positive LNswas from 0-3 nodes with
mean (1.6% 1.2) nodes and total cases with patho-
logically positive LNs (PN+) were 9 cases (45%)
of group (2) patients.

In Robinson et al. [31], (47.4%) of thyroid cancer
patients had node-positive disease and in Onkendi
et al. [32] (40%) of thyroid cancer patients had
node-positive disease, and Grogan et al. [30] 42%
of papillary thyroid cancer patients had node pos-
itive disease, also in Matsuzu et al. [33], the mean
of the dissected lymph node in central compartment
in papillary thyroid cancer patientswas (5.5 1.7).
and in Kutler et al. [34] the mean of the dissected
lymph node in central compartment in papillary
thyroid cancer patients was (5.7).

Lymph nodes (L NSs) represent the most common
site of persistent, recurrent, and/or progressive
disease. Surgical resection isthe mainstay of treat-
ment; however, the adequacy of the number of
L Ns resected and examined at the time of surgery
has not been determined and remains a controversial
issue [31].

In this study, one case (5%) of group (1) patients
and 2 cases (10%) of group (2) patients had inad-
vertant parathyroidectomy, while in Chrisoulidou
et a. [35] incidental parathyroidectomy in thyroid
cancer patients was (11.5%).

Parathyroidectomy during total thyroidectomy
with central neck dissection for papillary thyroid
carcinomais common and involves the inferior
glands more frequently in patients with extended
resections and clinical N1a disease. |nadvertent
resection of parathyroid glandsis associated with
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greater rates of postoperative hypocal cemia and
permanent hypoparathyroidism [36].

Thereisno statistical difference in histopatho-
logical data between both groups as regard to
histopathological subtype, tumor size, multifocality,
Hashimoto's thyroiditis, T stage and inadvertent
excised parathryroid gland.

Asregard to group (1) patients, total thyroid-
ectomy operation was performed and the mean
operative time was (122.1 +19.1) min., whilein
Bakkar et al. [37] the mean operative time was
(122+10.31) min.

In group (2) patients, total thyroidectomy and
prophylactic central LN dissection operation was
performed and the mean operative time was
(182.2+15.3) min., whilein Lecerf et a. [3g] the
mean operative time was (180 +8.63) min.

The mean duration of the hospital stay in group
(1) patients was (2.7+1.03) days, but in Kurukah-
vecioglu et al. [28] the mean hospital stay after
total thyroidectomy was (2.90+0.915) days.

The mean duration of the hospital stay in group
(2) patientswas (4.6%1.1) days, whilein Kwak et
al. [39] the mean hospital stay after total thyroid-
ectomy and central LN dissection operation was
(4.98+0.15) days.

Thereis statistical difference between both
groups in operative time and hospital stay.

In group (1), there was no cases suffered from
post-operative hoarseness of voice, while one case
(5%0)of group (2) patients suffered from post-
operative hoarseness of voice asin Aluffi et al.
[40] 6.5% of the patients had hoarseness of voice
after total thyroidectomy and central LN dissection.

One case (5%) of group (1) patients suffered
from post-operative transient hypocalcemia and 2
cases (10%) in group (2) patients, whilein Kara-
manakos et a. [41] 6.3% of the patients had post-
operative hypocalcemiaand in Seo et a. [42] 12.3%
of the patients had post-operative hypocalcemia.

Thyroid surgeries are among the most common
operations performed in the world. Hypocal cemia
following total thyroidectomy is a common com-
plication that is sometimes difficult to correct.
Temporary hypocal cemia occurs in 50-68% of
post-TT patients, while permanent hypocalcemia
occursin 3% of post-TT patients. Temporary hy-
pocalcemiais defined by various authors as a post-
surgery decrease in calcium (Ca), lasting for 6 to
12 months; permanent hypocalcemiaisapost-TT
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decrease in Calasting for more than 12 months
[43].

In our study, there was no cases suffered from
post-operative hemorrhage in group (1) patients,
while one case (5%) in group (2) suffered from
post-operative hemorrhage.

None of the total thyroidectomy patients had
post-operative hemorrhage in Duclos et al. [44],
whilein Efremidou et al. [45] 0.2% had post-
operative hemorrhage.

Thereis no statistical difference between both
groups as regard to post-operative complications
including hoarseness of voice, hypocal cemia and
post-operative hemorrhage.

In our study, one patient (5%) in group (1)
patients had ipsilateral level (V) recurrence and
4 patients (20%) of group (2) suffered from recur-
rence (2 of them had ipsilateral level (111), one
patient had ipsilateral level (1V) and one patient
had bilateral level (V) recurrence. Thereisno
statistical difference between both groups regarding
post-operative recurrence.

In Roh et al. [46] loco regional recurrence after
total thyroidectomy operation was (4.1 %), while
in Zuniga and Sanabria [47] loco regional recurrence
after total thyroidectomy and prophylactic central
neck dissection was (20.0%).

In Kruijff et a. [48] the recurrence after total
thyroidectomy operation was 18% in level (111),
and 18% inlevel (1V).

In Ahn et a. [49] the recurrence rate was highest
at level (1V) (13/291, 4.5%), followed by level
(1) (81291, 2.7%) and level (V1) (7/291, 2.4%)
in the total thyroidectomy alone group. In the total
thyroidectomy with central neck dissection group,
level (1V) (10/70, 14.3%) was again most common-
ly involved in recurrence, followed by level (V1)
(4/70, 5.8%) and level (111) (3/70, 4.3%).

Papillary thyroid carcinoma (PTC) has excellent
survival, however, recurrence remains a major
concern with up to 20% of patients developing
recurrent disease at some point during their lifetime
[50] .

Conclusion:

In this study, we concluded that: Papillary
thyroid carcinoma is the most common type of
thyroid cancer and the main route of metastasisis
lymph nodes to central LNs group. The mainstay
of treatment istotal thyroidectomy.

As regard cases suffering from PTC with clin-
ically negative cervical LNs, total thyroidectomy
with prophylactic central LN dissection (although
no significant difference in complications) but
increase operative time and post-operative hospital
stay in comparison to total thyroidectomy without
prophylactic central LN dissection with no statis-
tical difference asregard to post-operative recur-
rence especially with presence of post-operative
radioactive ablation.

Refer ences

1- MORRISL. and MY SSIOREK D.: "Improved detection
does not fully explain the rising incidence of well-
differentiated thyroid cancer: A population-based analysis',
Am. J. Surg., 200 (4): 454-461, 2010.

2- GYORKI D.E.,,UNTCH B., TUTTLE R.M. and SHAHA
A.R.: Prophylactic central neck dissection in differentiated
thyroid cancer: An assessment of the evidence. Annals of
Surgical Oncology, 20 (7): 2285-2289, 2013.

3- BARDET S, CIAPPUCCINI R., QUAK E., RAME JP,,
BLANCHARD D., de RAUCOURT D. and HEUTTE N.:
Prognostic value of microscopic lymph node involvement
in patients with papillary thyroid cancer. The Journal of
Clinical Endocrinology & Metabolism, 100 (1): 132-140,
2015.

4- HARTL D.M., MAMELLEE., BORGET I., LEBOUL-
LEUX S., MIRGHANI H. and SCHLUMBERGER M.:
Influence of prophylactic neck dissection on rate of
retrestment for papillary thyroid carcinoma. World journal
of surgery, 37 (8): 1951-1958, 2013.

5- BARCZYN “SKI M., KONTUREK A., STOPA M. and
NOWAK W.: Prophylactic central neck dissection for
papillary thyroid cancer. British Journal of Surgery, 100
(3), 410-418, 2013.

6- VIOLA D., MATERAZZI G., VALERIOL., MOLINARO
E., AGATEL., FAVIANA P. and MICCOLI P.: Prophy-
lactic central compartment lymph node dissection in
papillary thyroid carcinoma: Clinical implications derived
from the first prospective randomized controlled single
institution study. The Journal of Clinical Endocrinology
& Metabolism, 100 (4): 1316-1324, 2015.

7- YWATA de CARVALHOA., CHULAM T.C. and KOW-
ALSKI L.P.: "Long-term results of observation vs. pro-
phylactic selective level VI neck dissection for papillary
thyroid carcinoma at a cancer center", JAMA Otolaryngol.
Head Neck Surg., 141 (7): 599-606, 2015.

8 LIUJ,XUZ,LIZ,ZHANGZ.,, TANGP.andLIU S.:
Long-term outcomes of observation for clinically negative
central compartment lymph nodes in papillary thyroid
carcinoma. European Archives of Oto-Rhino-Laryngology,
272 (12): 3801-3804, 2015.

9- QUN, ZHANGL., J QH.,CHEN JY., ZHU Y X, et
al.: "Risk factors for central compartment lymph node
metastasis in papillary thyroid microcarcinoma: A meta-
analysis', World J. Surg., 39 (10): 2459-2470, 2015.

SHEN W.T., OGAWA L., RUAN D., SUH |., KEBEBEW
E., DUH Q.Y. and CLARK O.H.: Central neck lymph
node dissection for papillary thyroid cancer: Comparison

10



Ayman A. Abd-Rabhou, et al.

of complication and recurrence ratesin 295 initial dissec-
tions and reoperations. Archives of Surgery, 145 (3): 272-
275, 2010.

11- RUEL E.,, THOMASS,, DINAN M.A., PERKINSJM.,
ROMAN S.A. and SOSA J.A.: Knowledge of pathologi-
cally versus clinically negative lymph nodes is associated
with reduced use of radioactive iodine post-thyroidectomy
for low-risk papillary thyroid cancer. Endocrine, 52 (3):
579-586, 2016.

12- EDGE S.B. and COMPTON C.C.: "AJCC Cancer Staging
Manual, 7th edition", Ann. Surg. Oncol., 17 (6): 1471-
1474, 2010.

CLEMENT S.C., PEETERS R.P.,, RONCKERS C.M.,
LINKST.P.,, VAN DEN HEUVEL-EIBRINK M.M., VAN
DIJKUM E.N. and VAN SANTEN, H. M.: Intermediate
and long-term adverse effects of radioiodine therapy for
differentiated thyroid carcinoma-a systematic review.
Cancer treatment reviews, 41 (10): 925-934, 2015.

ITOY., MIYAUCHI A., INOUE H., FUKUSHIMA M.,
KIHARA M., et a.: "An observational trial for papillary
thyroid microcarcinomain Japanese patients’, World J.
Surg., 34 (1): 28-35, 2010.

PELLEGRITI G., FRASCA F., REGALBUTOC,,
SQUATRITO S. and VIGNERI R.: Worldwide increasing
incidence of thyroid cancer: Update on epidemiology and
risk factors. Journal of Cancer Epidemiology, 2013.

16- GRUBER J.J. and COLEVAS A.D.: Differentiated thyroid
cancer: Focus on emerging treatments for radioactive
iodine-refractory patients. The oncologist, 20 (2): 113,
2015.

USTUN B., CHHIENG D., PRASAD M.L., HOLT E,,
HAMMERSL., CARLING T. and ADENIRAN A.J.:
Follicular variant of papillary thyroid carcinoma: Accuracy
of FNA diagnosis and implications for patient manage-
ment. Endocrine Pathology, 25 (3): 257-264, 2014.

JAYARANGAIAH A., SIDHU G., BROWN J.,, BAR-
RETT-CAMPBELL O., BAHTIYAR G., YOUSSEF I.
and McFARLANE S.1.: Therapeutic options for advanced
thyroid cancer. International journal of clinical endocrinol-
ogy and metabolism, 5 (1): 26, 2019.

LIM S.T., JEON Y.W. and SUH Y .J.: The prognostic
values of preoperative tumor volume and tumor diameter
in TANO papillary thyroid cancer. Cancer research and
treatment: Official journal of Korean Cancer Association,
49 (4): 890, 2017.

20- KUO SF,CHAOT.C., CHANGH.Y.,HSUEH C,, LIN
C.L., CHIANGK.C. and LIN J.D.: Prognosis of papillary
thyroid cancers with positive serum thyroglobulin antibody
after total thyroidectomy. Asian Journal of Surgery, 40
(3): 186-192, 2017.

21- RAHBARI R., ZHANG L. and KEBEBEW E.: Thyroid
cancer gender disparity. Future Oncology, 6 (11): 1771-
1779, 2010.

22- YILDIZ S.Y., BERKEM H., YUKSEL B.C,, OZEL H.,
KENDIRCI M. and HENGIRMEN S.: Therising trend
of papillary carcinomain thyroidectomies: 14-years of
experiencein areferral center of Turkey. World Journal
of Surgical Oncology, 12 (1): 1-6, 2014.

23- DURANTEC., TOGNINI S, MONTESANO T., ORLAN-
DI F., TORLONTANO M., PUXEDDU E. and PTC Study

13

14

15

17

18

19

1647

Group: Clinical aggressiveness and long-term outcome
in patients with papillary thyroid cancer and circulating
anti-thyroglobulin autoantibodies. Thyroid, 24 (7): 1139-
1145, 2014.

24- AL AFIFA., WILLIAMSB.A., RIGBY M.H., BULLOCK
M.J, TAYLOR SM., TRITESJ. and HART R.D.: Multi-
focal papillary thyroid cancer increases the risk of central
lymph node metastasis. Thyroid, 25 (9): 1008-1012, 2015.

KIRATLI P.O., VOLKAN-SALANCI B., GUNAY E.C.,
VARAN A., AKYUZ C. and BUYUKPAMUKGU M.
Thyroid cancer in pediatric age group: An institutional
experience and review of the literature. Journal of pediatric
hematol ogy/oncology, 35 (2): 93-97, 2013.

GENPENG L., JANYONGL., JAYING Y., KEJ,
ZHIHUI L., RIXIANG G. and INGQIANG Z.: Independ-
ent predictors and lymph node metastasi s characteristics
of multifocal papillary thyroid cancer. Medicine, 97 (5),
2018.

27- MAZOKOPAKISE.E., TZORTZINISA.A., DALIERAKI-
OTT E.l., TSARTSALISA.N., SYROSP.K., KARE-
FILAKIS C.M. and STARAKIS I .K.: Coexistence of
Hashimoto's thyroiditis with papillary thyroid carcinoma.
A retrospective study. Hormones, 9 (4): 312-317, 2010.

KURUKAHVECIOGLU O.SM.A.N., KARAMERCAN
AHM.ET., AKIN M.U.RA.T., TEZEL E., EGEB,,
TANERI F.E.R.I.T. and ONUK E.: Potential benefit of
oral calcium/vitamin D administration for prevention of
symptomatic hypocal cemia after total thyroidectomy.
Endocrine Regulations, 41 (1): 35-39, 2007.

CHOI JS., CHUNG W.Y ., KWAK J.Y., MOON H.J.,
KIM M.J. and KIM E.K.: Staging of papillary thyroid
carcinomawith ultrasonography: performancein alarge
series. Annals of Surgical Oncology, 18 (13): 3572-3578,
2011

30- GROGAN R.H., KAPLAN S.P., CAOH., WEISSR.E,,
DeGROOT L.J,, SSIMON C.A. and SCHECHTER R.B.:
A study of recurrence and death from papillary thyroid
cancer with 27 years of median follow-up. Surgery, 154
(6): 1436-1447, 2013.

ROBINSON T.J, THOMASS,, DINAN M.A., ROMAN
S., SOSA JA. and HY SLOP T.: How many lymph nodes
are enough? Assessing the adeguacy of lymph node yield
for papillary thyroid cancer. Journal of Clinical Oncology,
34 (28): 3434, 2016.

ONKENDI E.O., MCKENZIE T.J., RICHARDS M.L.,
FARLEY D.R., THOMPSON G.B., KASPERBAUER
JL. and GRANT C.S.: Reoperative experience with
papillary thyroid cancer. World Journal of Surgery, 38
(3): 645-652, 2014.

33- MATSUZU K., SUGINO K., MASUDO K., NAGAHA-
MA M., KITAGAWA W., SHIBUYA H. and ITOK.:
Thyroid lobectomy for papillary thyroid cancer: Long-
term follow-up study of 1,088 cases. World Journal of
Surgery, 38 (1): 68-79, 2014.

KUTLER D.l.,, CRUMMEY A.D. and KUHEL W.I.:
Routine central compartment lymph node dissection for
patients with papillary thyroid carcinoma. Head & Neck,
34 (2): 260-263, 2012.

CHRISOULIDOU A., MANDANASS,, MITSAKISP,,
ILIADOU P.K., MANAFISK., FLARISN. and PAZAI-
TOU-PANAYIOTOU K.: Parathyroid involvement in

25

26

28

29

31

32

®

35



1648

36

37-

38

thyroid cancer: An unforeseen event. World Journal of
Surgical Oncology, 10 (1): 1-5, 2012.

FRIDMAN M., KRASKO O., BRANOVAN D.I., DAB-
RYIAN S, PISARENKO A.,LOC.Y. and LAM AK.Y.:
Factors affecting the approaches and complications of
surgery in childhood papillary thyroid carcinomas. Euro-
pean Journal of Surgical Oncology, 45 (11): 2078-2085,
2019.

BAKKARS.,, AL HYARI M., NAGHAW!I M., CORSINI
C. and MICCOLI P.: Transoral thyroidectomy: A viable
surgical option with unprecedented complications-a case
series. Journal of endocrinological investigation, 41 (7):
809-813, 2018.

LECERF P., ORRY D., PERRODEAU E., LHOMMET
C.,CHARRETIER C., MOR C. and de CALAN L.: Par-
athyroid hormone decline 4 hours after total thyroidectomy
accurately predicts hypocalcemia. Surgery, 152 (5): 863-
868, 2012.

39- KWAK H.Y., CHAEB.J,, PARK Y.G.,, KIM SH., CHANG

E.Y., KIM E.J. and BAE J.S.: Comparison of surgical
outcomes between papillary thyroid cancer patients treated
with the Harmonic ACE scalpel and LigaSure Precise
instrument during conventional thyroidectomy: A single-
blind prospective randomized controlled trial. Journal of
Surgical Research, 187 (2): 484-489, 2014.

40- ALUFFI P., POLICARPO M., CHEROVAC C,, OLINA

42-

M., DOSDEGANI R. and PIA F.: Post-thyroidectomy
superior laryngeal nerve injury. European Archives of
Oto-Rhino-Laryngology, 258 (9): 451-454, 2001.

KARAMANAKOS S.N., MARKOU K.B., PAN-
AGOPOULOSK., KARAVIASD., VAGIANOS C.E.,
SCOPA C.D. and VAGENASK.: Complications and risk
factors related to the extent of surgery in thyroidectomy.
Results from 2,043 procedures. Hormones, 9 (4): 318-
325, 2010.

SEO S.T., CHANG JW.,JIN J,,LIM Y.C,, RHA K.S.
and KOO B.S.: Transient and permanent hypocalcemia
after total thyroidectomy: Early predictive factors and

43-

2

45-

Total Thyroidectomy versus Total Thyroidectomy with pCCND

long-term follow-up results. Surgery, 158 (6): 1492-1499,
2015.

EISMONTASYV., SLEPAVICIUSA., JANUSONISV.,
ZEROMSKASP., BEISA V., STRUPASK. and MAR-
TINKENAS A.: Predictors of postoperative hypocalcemia
occurring after atotal thyroidectomy: Results of prospec-
tive multicenter study. BMC Surgery, 18 (1): 1-12, 2018.

DUCLOSA., PEIX JL., COLIN C., KRAIMPSJ.L.,
MENEGAUX F., PATTOU F. and LIFANTE J.C.: Influ-
ence of experience on performance of individua surgeons
in thyroid surgery: Prospective cross sectional multicentre
study. BMJ, 344, 2012.

EFREMIDOU E.I., PAPAGEORGIOU M.S,, LIRATZO-
POULOS N. and MANOLASK.J.: The efficacy and safety
of total thyroidectomy in the management of benign
thyroid disease: A review of 932 cases. Canadian Journal

of Surgery, 52 (1): 39, 2009.

46- ROH J.L., PARK J.Y. and PARK C.|.: Total thyroidectomy

47-

&

plus neck dissection in differentiated papillary thyroid
carcinoma patients: Pattern of nodal metastasis, morbidity,
recurrence, and postoperative levels of serum parathyroid
hormone. Annals of Surgery, 245 (4): 604, 2007.

ZUNIGA S. and SANABRIA A.: Prophylactic central
neck dissection in stage NO papillary thyroid carcinoma.
Archives of Otolaryngology-Head & Neck Surgery, 135
(11): 1087-1091, 20009.

KRUIJFF S., PETERSEN J.F., CHEN P., ANISSA.M.,
CLIFTON-BLIGH R.J., SIDHU SB. and SYWAK M.S.:
Peatterns of structural recurrence in papillary thyroid
cancer. World Journal of Surgery, 38 (3): 653-659, 2014.

49- AHN D., SOHN J.H. and PARK J.Y.: Surgical complica-

tions and recurrence after central neck dissection in cNO
papillary thyroid carcinoma. Auris Nasus Larynx, 41 (1):
63-68, 2014.

BATESM.F., LAMASM.R., RANDLE R.W., LONG
K.L., PITT S.C., SCHNEIDER D.F. and SIPPEL R.S.
Back so soon? Is early recurrence of papillary thyroid
cancer really just persistent disease?. Surgery, 163 (1):
118-123, 2018.



Ayman A. Abd-Rabhou, et al. 1649

A8 Sui Jlallluw A3 ylae Aliow Awlys
3)9loralt 43S padt Anglaa ittt Sudd) JlaClust (9tyg pe
A8 )1 SR ko s 3 5Siad) P19 ) SN Lomd

gliaalll 5311 Llal ¥ la i o I L yall 30l Jlatinl Jads paslall L all 5uall U ps i ool yall g 3all 2o\
oalsa¥l e poill 132 pole b g L3S pall Lsliaall wusall Jloatioaly T80 g yuts clilee g | al BT Lufiall Lglianlll Suall ey s
Bl (KI Jlabiond] G Tl alasyl e 3K Jany [galiy s locall suall ualya o wasall Gu clidAL Go 5K Ll yuud |
oasall 5185 iy elielaall Jone e s JSad 583 o Lggas ol Lugliandll auill Jlatioly Giall i g 2l

Sty 5l e Ll Al (3 all Saall e i s o g ISH 2l Suill Jlaicnl a2, Gall v yall {pa Caagh
iyl g ladyl Jhiy clielaall Juns e gaolo

Loalyall s3a o sal .ﬁula:&,ﬂlsmlbLLHH;fuluﬁ;:a?:L.:mi. sl cusal Laaye Lol jo @3l€1 35lal g s e

panilly JilE gsag Lulal @li i e¥lall b aglal aly Sl L3S all 5 0l Gie po (K L8 all 30l Jlaaliol AusHixl)
ilan Gob wsas o IS Ll Suall Jlaliculs B ylie ol yall way Ghdioall 3 LGY (s dalpall ciy Sul) po oaloall Jd
gl agal) aladioal asy Lualig ol ¢ ladyly Lalyall e liclially slats Lo



	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11

