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Abstract  

Background:  Thyroid cancer has the highest increase in  

incidence rate among all cancers, and this is largely but not  

full attributed to the increased detection of subclinical papillary  

carcinomas, the high incidence of occult nodal metastasis in  
PTC, advocating prophylactic central compartment neck  

dissection (pCCND) for the initial management of these  

tumors is, in theory, the ideal thing to do. Nevertheless, the  

role of pCCND in the management of PTC remains contro-
versial regarding its benefits and risks.  

Aim of Study:  The aim of this study is to 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:  This is 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:  Females to male ratio was 17:3 in both groups  

with no statistical significant difference (p=1), the mean age  
of the participants in group (1) was 39.5 ± 10.1 years while in  
group (2) was 37.5 ±7.4, with no statistical significant difference  
between both groups (p= 0.742), the mean operative time in  
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 hypocalcemia, 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 this is largely  

but not full attributed to the increased detection of  

subclinical papillary carcinomas [1] .  

As a result, the surgical strategy undertaken in  

the management of these tumors has been gaining  

increasing popularity among endocrinologists 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 as the main outcome of interest  

when effective initial management of these tumors  
is evaluated.  

Given the high incidence of occult nodal me-
tastasis in PTC, advocating prophylactic central  
compartment neck dissection (pCCND) for the  
initial management of these tumors is, in theory,  

the ideal thing to do. Nevertheless, the role of  

pCCND 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 is to verify its oncologic rationale and whether  
its benefit outweighs its potential morbidity. Pro-
posed potential benefits of pCCND 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, is the rare progression to loco-
regional recurrence among untreated patients.  

Ywata de Carvalho et al. [7]  or those who did  
not receive RAI adjuvant therapy [8] .  

A recent meta-analysis demonstrated that the  

presence of occult central nodal metastasis was  

not a significant predictor of recurrence nor did  
pCCND 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 comparable to it as  

a primary 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  

a prognostic 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-
quences [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 is to 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.  

Subjects and Methods  

Study group:  

This is 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 N0 M0), 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 (palpitation,  
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-operative 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, middle  
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 nerve injury, dissection done in  
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  

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.)  
Range  

Gender:  

39.5± 10.1  
25-52  

37.5±7.4  
(26-60)  

0.742  

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):  

-  Females to male ratio was 17:3 in both groups  

with no statistical significant difference ( p=1),  
Fig. (1).  

-  There is female predominance in our study in  

both groups the female patients were 85%.  

-  The mean age of the participants in group (1)  

was 39.5 ± 10.1 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  

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

Mean age  

40  

39  

38  

37  

36  
Group 1 Group 2  

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

Table (2): Histopathological data.  

Group (1)  Group (2)  p-value  

Subtype:  
Conventional  
Others  

Size (cm.):  

19 (95%)  
1 (5%)  
follicular  

19 (95%)  
1 (5%)  
follicular  

1.00  

Mean  2.14± .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 Stage:  
T 1  12 (60%)  9 (45%)  0.432  
T 2  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  1.5± 1.2  
Range  0-3  

Table (2): As regard 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  
(1) 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 patients in 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 LNs is (6.3 ±2.1),  
mean NO. of positive LNs is (1.6 ± 1.2) and NO.  
of cases with positive LNs was 9 cases, Fig. (4).  

Fig. (3): Subtype of thyroid carcinoma in group (1) & group (2).  

Group 2  

Fig. (4): Cases with positive LNs among group (2).  



Fig. (6): Recurrence site.  Operative time  

Fig. (7): Recurrence side.  Fig. (5): Mean operative time for group (1) and group (2).  
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Table (3): Operative and post-operative data.  

Group (1)  Group (2)  p-value  

Operative time  
(min.):  

Mean  122.1 ± 19.1  182.2± 15.3  <0.001*  
Range  90-150  155-210  

Duration of hospital  
stay (days):  

Mean  2.7± 1.03  4.6± 1.1  <0.001*  
Range  1-4  2-7  

Hoarseness of voice:  
No  20 (100%)  19 (95%)  0.311  
Yes  0  1 (5%)  

transient  
Hypocalcemia:  

Yes  1 (5%)  2 (10%)  0.548  
transient  transient  

No  19 (95%)  18 (90%)  

Post-operative  
Hemorrhage:  

Yes  0  1 (5%)  0.311  
No  20 (100%)  19 (95%)  

The mean operative time in 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 hypocalcemia.  

Only one case in group (2) patients suffered  

from post-operative hemorrhage.  

There is no statistical significance relationship  

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

Table (4): Data of recurrence.  

1643  

Group (1)  Group (2)  p-value  

Recurrence:  
Yes  1 (5%)  4 (20%)  0.151  
No  19 (95%)  16 (80%)  

Site of recurrence:  
Central zone level (VI)  0  0  0.151  
Lateral zone level (II)  0  0  
Lateral zone level (III)  0  2  
Lateral zone level (IV)  1  2  
Distant metastasis  0  0  

Side of recurrence:  
Ipsilateral  1 (5%)  3 (15%)  0.323  
Bilateral  0  1 (5%)  

One patient (5%) in group (1) patients had  
ipsilateral level (IV) recurrence and 4 patients  
(20%) of group (2) patients suffered from recur-
rence (2 of them had ipsilateral level (III), one  

patient had ipsilateral level (IV) and one patient  

had bilateral level (IV) recurrence). This difference  

in recurrence was statistically insignificant between  

both groups, Figs. (6,7).  
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Discussion  

Papillary thyroid carcinoma is 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 type in 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 is very 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 is to 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, while in 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  

females in both groups, so as in Yildiz et al. [22]  
who found that the incidence of thyroid cancer  

was (17%) in males and (83%) in females. There  

is no 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] .  

As regard 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, while in Lim et al. [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 al. [23]  the mean tumor size of papil-
lary thyroid cancer patients was (1.7 ±0.4) cm. also,  
in Al Afif et al. [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  

in Kiratli et al. [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 patholog-
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 a higher propensity for  
level VI lymph node metastasis [26] .  

As regard 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 al. [27]  who found that the  
prevalence of Hashimoto's thyroiditis in papillary  

carcinoma patients were 28.57%, also Kurukahve-
cioglu et al. [28]  found that the prevalence 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)  

patients had T 1 stage, while 8 cases (40%) in group  
(1) patients and 11 case (55%) of group (2) patients  
had T2 stage.  

In a study 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 al. [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-
vealed that the No. of dissected LNs ranged from  
3-10 nodes with mean (6.3 ±2.1) nodes and the  
range of positive LNs was 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 patients was (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 (LNs) represent the most common  
site of persistent, recurrent, and/or progressive  

disease. Surgical resection is the mainstay of treat-
ment; however, the adequacy of the number of  

LNs 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 al. [35]  incidental parathyroidectomy in thyroid  
cancer patients was (11.5%).  

Parathyroidectomy during total thyroidectomy  

with central neck dissection for papillary thyroid  
carcinoma is common and involves the inferior  

glands more frequently in patients with extended  

resections and clinical N1a disease. Inadvertent  

resection of parathyroid glands is associated with  

greater rates of postoperative hypocalcemia and  

permanent hypoparathyroidism [36] .  

There is no 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.  

As regard to group (1) patients, total thyroid-
ectomy operation was performed and the mean  
operative time was (122.1 ± 19.1) min., while in  
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., while in Lecerf et al. [38]  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) patients was (4.6± 1.1) days, while in Kwak et  
al. [39]  the mean hospital stay after total thyroid-
ectomy and central LN dissection operation was  
(4.98±0.15) days.  

There is 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%)of group (2) patients suffered from post-
operative hoarseness of voice as in 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, while in Kara-
manakos et al. [41]  6.3% of the patients had post-
operative hypocalcemia and in Seo et al. [42]  12.3%  
of the patients had post-operative hypocalcemia.  

Thyroid surgeries are among the most common  

operations performed in the world. Hypocalcemia  

following total thyroidectomy is a common com-
plication that is sometimes difficult to correct.  

Temporary hypocalcemia occurs in 50-68% of  

post-TT patients, while permanent hypocalcemia  
occurs in 3% of post-TT patients. Temporary hy-
pocalcemia is defined by various authors as a post-
surgery decrease in calcium (Ca), lasting for 6 to  

12 months; permanent hypocalcemia is a post-TT  
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decrease in Ca lasting 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] ,  
while in Efremidou et al. [45]  0.2% had post-
operative hemorrhage.  

There is no statistical difference between both  

groups as regard to post-operative complications  
including hoarseness of voice, hypocalcemia and  

post-operative hemorrhage.  

In our study, one patient (5%) in group (1)  

patients had ipsilateral level (IV) recurrence and  
4 patients (20%) of group (2) suffered from recur-
rence (2 of them had ipsilateral level (III), one  

patient had ipsilateral level (IV) and one patient  

had bilateral level (IV) recurrence. There is no  
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 al. [48]  the recurrence after total  

thyroidectomy operation was 18% in level (III),  
and 18% in level (IV).  

In Ahn et al. [49]  the recurrence rate was highest  
at level (IV) (13/291, 4.5%), followed by level  

(III) (8/291, 2.7%) and level (VI) (7/291, 2.4%)  
in the total thyroidectomy alone group. In the total  

thyroidectomy with central neck dissection group,  
level (IV) (10/70, 14.3%) was again most common-
ly involved in recurrence, followed by level (VI)  
(4/70, 5.8%) and level (III) (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 metastasis is  
lymph nodes to central LNs group. The mainstay  

of treatment is total 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 as regard to post-operative recur-
rence especially with presence of post-operative  

radioactive ablation.  
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