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PTMC 5 gtk PTMC B35 G AR P 3R 1 22 5, IR0 2501 PTMC h e R L 45 7 R (i fa o PR 3%
R 270 B L 120 B 2400 PTMC (44.4% ) . 5H4EPE PTMC B ILE, Z4E1E PTMC 3%
B EIG . rh e KO 255 RS SRR AR B T E (3 P<0.05) o Z4E PTMC B 14 b5
AR EHA (5~10 mm vs. <5 mm ) Mg A AF7EA IR AL 5 rh de DOk 45 55 78 & A= R 56 (34 P<0.05)
MR ALRECE (2 vs. = 3) KA (A vs. UM ) 5 rb g Dok EL 45 54 88 & A2 R T2 56 (38 P>0.05) .
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Clinicopathologic features of multifocal papillary thyroid
microcarcinoma and significance of prophylactic central neck
dissection
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Abstract Objective: To investigate the clinicopathologic features of multifocal papillary thyroid microcarcinoma (PTMC)
and the significance of prophylactic central neck dissection.
Methods: The clinical data of 270 PTMC patients treated in the Department of Thyroid Surgery, Xiangya
Hospital from July 2013 to December 2016 were reviewed. The differences in clinicopathologic factors between
patients with multifocal PTMC and unifocal PTMC were compared, and the risk factors for central lymph node

metastasis of multifocal PTMC were determined.
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Results: Among the 270 PTMC patients, multifocal PTMC was found in 120 cases (44.4%). In patients with
multifocal PTMC, the proportion of male cases and the incidences of central lymph node metastasis and capsular
invasion were significantly increased compared with patients with unifocal PTMC (both P<0.0S). In multifocal
PTMC patients, the maximum tumor diameter (5-10 mm vs.<5 mm), and the presence or absence of capsular
invasion had significant impact on incidence of central lymph node metastasis (both P<0.05), while the lesion

number (2 vs. >3) and distribution (unilateral lesion vs. bilateral lesion) showed no significant influence on

Conclusion: Compared to unifocal PTMC, multifocal PTMC has relatively poor clinicopathologic features and

an increased risk of central lymph node metastasis. Prophylactic central lymph node dissection is necessary for

multifocal PTMC patients, especially for those who have relatively large tumors and tumors with capsular invasion.

1406 b E G E AR S
incidence of central lymph nodes metastasis (both P>0.05).
Key words Thyroid Neoplasms; Carcinoma, Papillary; Neck Dissection
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23~68%, FHEW (44.23+10.59) % ; JhE
HA1~10 mm, FHHEE (4.90+1.67) mm; 5
KA FDR BR R0 AR 0 2 3845 (31.67% ) . A
TR0 A i #8245 (68.33% ) 5 3041 (25.0% )
25K 5 BEUE S i 98 42 A0 FEOBR R A I . R I I R
Rkl R R i BEUE 5208 2 5k 10 144
(11.67% ) . 38% (31.67% ) fHLFAEH R X
WG, b U #24%) (20.0% ) , H
ML 146] (11.67% ) . LIS HLEPEPTMC
ERWEFER . LOMBEERE LRIt ¥2ER
(P>0.05) ; SHLEPEPTMCHI L, ZAEPEPTMC
EREREFE P H K. TE S DA EEN
(¥1P<0.05) , H L5 kb g DOk I 25 19 5%
¥ (P<0.01) (1) .

*1 %K PTMC 581t PTMC BEIGRF LR

Table 1 Comparison of the clinical data between multifocal and

unifocal PTMC patients
_ £ PTMC Bkl PTMC
I RFEH5 /x> P
iR (n=120)  (n=150) =X
IR B A
R L 490+1.67 5.12+1.78 1.04 0.301

(mm, x+s)
AES (%, x+s) 4423 +£10.59 45.16 +10.76 0.710 0.478
PR (%) ]

& 87 (72.5) 126 (84.0)

3 33 (275) 24 (16.0) 529 0.021
AL [n (%) ]

A 30 (25.0) 16 (10.7)

J 90 (75.0) 134 (89.3) 969 0.018
e R LS [(n (%) ]

H 38 (31.7) 22 (14.7)

Jc 82 (683) 128 (88.3) 11.150.000

2.2 ZHMPTMC hARARMHBELEEBWHEXEE

ST

3 AT I PR o5 2R R R AL R AR . M L b
R EAE . WARECH kg A AR A R D
MRS e K k5B ER. SR B
L L R N s AU s e a1
B (¥P>0.05) 5 MK KEAZES~10 mm
HI <S5 mmE o X LSS 5L R & AR R BT
(P<0.05) ; [ ¥R {2 J0 40 58 o 51 45 5 s B o o
Xk EL LR (P<0.05) 5 ZAEPTMCHIE % H
(2 vs. =3) FiopAn (A vs. XU ) 5 b ge Xk
EE R R AR T (HP>0.05) (F2) .
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®2 ZUMPIMC BFIRKAEARSFRXMEBERBXR
[n(%)]
Table 2 Relations of clinical factors with central lymph node

metastasis in multifocal PTMC patients [n (%)]

P Xk L2
% B KBy P
(n=38) (n=82)
i (%)
<55 28 (73.7) 55 (67.1)
=55 10 (263) 27 (329) 033 0467
PE5]
5 11 (289) 21 (25.6)
% 27 (71.1) 61 (744) 015 0698
MR B (mm )
<S5 4 (105) 23(28.0)
5~10 34(895) 59 (720) 07 0032
SR E ()
2 17 (44.7) 40 (48.8)
>3 21 (553) 42(s512) 47 0680
LR AT
RS 11 (289) 27 (329)
A 27 (71.1) 55 (67.1) 19 0662
AR
e 14 (36.8) 16 (19.5)
i 24 (632) 66 (805) 16 004

2.3 REHRELZERBR

1201 % AR J5 IF & AE & A6 . A5 B i P
RESIMIE3 B (2.5% ) , 1A )5 E &M FMPTHYY
PRIZTE o B I M A R 2 (1.67% ) , 31 H
JEEEFWIEME EHWRE IER . KRG KT
M1 (0.83% ) , £ Jay B He e ) 1 &b 51 i 5 4f
B o T K M IR PR PR S R i A M H AR 55 R T
REME T, JCFET-H .

3 W #

3T A ok BCRR R 2L Sk OIR R A R py B T
H A 2950% DL V3 T HR IR G/ 2L 3k MR 9
(PTMC) RYHEKYS IR EPTMCHA BAK A AR
Ji B R RA 1 %~5% , WAL T CN I B ) H
BRFLE1RLIT T, LT PTMCHE MM A Y2
TR MR B, H2EA SO W3 HE G
PTMC & # 0l L A7 ™% s A& MWW . 2 kAR
by BEIR R 7L S R R B T I R AR AE MR A S A AY
B H R EL R 18%~87%"", HFox" YR £ %
g kb EL AT A i AL R AR R 3R B R RS R A
IR PR 2L Sk R 98 2% A7 R A2 1 il 7 v DR TR
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o K, ZAEPTMCIE RSk B Y 4 s A H R
J5 2 I 16 B 5 T N W5 A RS 2 —

Z kEMEPTM CAfE 5 B R B 2L SR 3/ 9 Fn &2
KRR I DR R, ROk R 22 b g | R AR R AR YOG
o So % IHEAE £ kb Mk R AR /N LSk IR 1 &
HEEN36.1%. AABETZIHMPTMC 44.4%
(120/270) , W& FCHRRE . 28! MR
N 22 kb 5 B FEOR R FL S R g b R S L 4 N AR
FLi AR 225 . ARAEE R WR Z A4 PTMCH Bk
B R 5 R T4 PTMC (27.5% vs. 16.0%,
P=0.021) ; MMM HEAEERE LW ITLGI2¥%ER,
X5 ERRE PR R -2 MR8 £t
PTMC [ i °F ¥ B A2 B /N F 5 kR PTMC /Y i
EAE, MK 2k PTMC 2 B2 Fil = 309 kb 41 2 )
TREET . RHGR R 0 MR ER
INT A, HPE LRI E 2R (P=0.301) .
Z JEPTMCAL T 83U AR i Y L2 69.6% , T AL
AU 22 & PTMC LG 50 5 2 PT M C X 6 /) 96 19
BRI (69.1% vs. 29.6% ) "1,
AR ZIAEPTMCAL T XU & 5 68.3%, 5 ik
R4 e —8 . A MBS 5%~21.3% 1 £k
PTMC (8 #1776 % BLR A7 B A K A A 2 ) 40 A 2%
T A R BE & B BB e X R S 1 TR 2
ME RN EERE ., R IRAE 146 ARG K% &
MEEL, RIFRHEZ 2. W ZLEPTMC
TR A AR AE — S IR B i ke B T A
kb, AT LLR B — 0 B i, e ] DA F R . AR
R A0 J2 FHOBR AR 2L 3K R 98 bk 20 485 7 3% R T s IR [
K2 —, TEZMMEPTMCHY & /B R B m T it
PEPTMCY "1 Kim 25 "IF 58 Z AL PTMC A e
Xk ELgh 56 R & AR R 42.1%, B T ok
(28.1% ) o ARHTHKBRZIMEPTMCH MR
JO R b o DX 25 e B R A R I I e T A kb A
PTMC, SHiARMIE4 R —3.

oo Xk 25 R RS R R IR
HMRIEkRZ—, [FRWEE kMm%
kR EZ "0 NG PTMCH s Xk
B EE s B R R A3 A, ML 4PTMC
FUMR LB R R AT ik 55.6% Y, R4
B Wos X T CN 1y 8 JF 47 37 M e X
WEEEH, MBS LESR (38/120,
31.7% ) o Zhang% " 1HF 55 /R PTMC Ay
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RXMEEEHEREESHE, FR (<458 )
2 BARILMAKN (6 mm ) % UM
X 1 B AT 2 W ST B0 B AR 8 D) A
HH452 R 555277 LEBAEK S Z R &
( American Joint Committee on Cancer AJCC) %
R g o3 A0 C M A IR IR B ek S 55 %,
BEFRATT 0 AT PR G S AR (552 S FLER ) X e X
WO, KRWWE2S (P>0.05) .
T N AR B Y IR e A R L G B RS 1 XU
K, AR AEXTS~10 mm5 <5 mm ¥R kT F
ORI, 5~10 mm % A & A v g Xk L 45 5 75
KBS HE 5 (P=0.032) o A #8432 8 PP X A I
B EETmm, N HN<S mm55~7 mmZ AR AL L
e e Xk LA R T W25 5 . Tam %" 5T
7~ Bt 9 KL 5 B HE O bk B &5 i B R A R R % T T
B, AEEON L 20 34 I L R R A R
I3 H6.5% ., 10.5% . 13.6%M19.2% ., A4 HE
WAL ECH (2 vs. =3) Ao AE (B lvs. XU )
S Xk B R ERN LR, SRERE
A 255, X AT AR50 1 o 0 FEIECR 06 . AN 45
IR R A BEAR A0 WY S B v g DR L g A B e AR
K (P<0.05) , XHRKRZHMFR! I PIGE—
oo 2B 5E 0 ONE S e Xk L 4 R R
B Ak P R 55 B D RE AR RN R AP TS A RR
o ARHARG I RAEBIE6H] (5% ) H4E30IAR G
B RS LAE (2.5% ) N2 45 B Bk P R T JRR
(1.67% ) , TCikK ANEME IR # 28 JpRIE F K A PE IR
AR .

i BTk, ZAEMEPTMC S AL PEPTMCAH L
AL A AL A S Xk L E5 L R R AR R & . 24t
PTMCAT i B M i g DX bk B S5 78 AR A L EE Y,
JCH U e R I8 EAR > Smm Al AL AR AR & .
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