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The Cause of Cervical Lymph Node Recurrence after the Initial Surgery of
Papillary Thyroid Carcinoma
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= Abstract =

Background/Objectives: Papillary thyroid carcinoma (PTC) has generally an indolent character with a good
prognosis. However, recurrence remains a major concern for the patients during their lifetime. Despite the slowly
progressing character of PTC, recurrence can occur within a short period after initial surgery.

This study aimed to determine the clinical findings and cause of recurrence in patients who underwent re-oper-
ative surgery due to neck node recurrence by reviewing the CT (computed tomographic) scan imaging of the
recurrence of PTC retrospectively.

Materials & Methods: We reviewed the medical records of patients referred to Ajou University Hospital from
January 2002 to January 2018. All patients had re-operative surgery due to neck node recurrence and CT scan
results of preoperative evaluation and postoperative follow up. Over this period, 110 patients who underwent re-op-
eration due to neck node recurrence with a CT scan were included in our cohort, resulting in a total of 220
re-operations.

Results: The time from initial operation to first re-operation was examined in 110 patients. The median time
to re-operation was 28 months, with a range of 4 months to 186 months. Most re-operations (82.7%) occurred within
the first five years, 43.6% were in the first two years from the initial surgery. The result of the retrospective CT
review showed newly developed cases (21,19.1%), missed diagnosis cases (42,38.2%), real recur cases after surgery
(33,30.0%), and remnant lymph nodes (LNs) cases (14,12.7%). We further sub-analyzed 14 cases with remnant LNs.
Reasons for remnant LNs included insufficient operation (N=5) and beyond general surgical extent. (N=9).

Conclusion: Re-operation due to cervical lymph node recurrence is mostly a persistent disease. They included
a missed diagnosis and incomplete operation. These finding may reduce the reoperation of cervical lymph node
recurrence by accurate preoperative evaluation and complete surgical resection at the initial surgery.
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Table 1. Demographic and pathologic features of 110 patients had operated due to neck node recurrence.

o] 7T
A3} A=

Variables

N=110

Male: female ratio, n (%)
Age (years), mean £ SD (range)
Age = 45 n (%)
Size (mm)
Pathology, n (%)
classic PTC
follicular variant PTV
diffuse sclerosing
Bilaterality, n (%)
Unilateral/ Bilateral
Capsule invasion, n (%)
Lymphovascular invasion, n (%)
*T stage
T
T2
T3
T4
*N stage
NO
Nla
N1b
*M stage
M1
Rrisk stratification system, n (%)
High risk
Intermediate risk
Low risk
Operation characteristics, n (%)
Less than total with CCND
Total thyroidectomy with CCND
Total thyroidectomy with unilateral mRND
Total thyroidectomy with bilateral mRND

32:78 (29.1:70.9)
45.14 + 13.43 (14-78)
50 (45.5)

16.97 + 13.00 (1-186)

106 (96.4)
3 (2.7)
1(09)

64:46 (58.2:41.8)
85 (77.3)
28 (25.4)

13 (11.8)
5 (4.5)
85 (77.3)
7 (6.4)

12 (10.9)
39 (35.5)
59 (53.6)

7 (6.4)

16 (14.5)
74 (67.4)
20 (18.2)

12 (10.9)
46 (41.6)
36 (32.7)
16 (14.5)

SD; standard deviation, PTC; papillary thyroid carcinoma, CCND; central neck node dissection, mRND; modified radical
neck node dissection. *AJCC 7th; American Joint Committee on Cancer 7th edition.

Table 2. Treatment modality of cervical lymph node recurrence.

Treatment modality N=110 (%)
Completion total thyroidectomy with mRND 12 (9.9)
mMRND 70 (53.5)
Selective lymph node dissection 24 (32.4)
Radiofrequency ablation 2 (1.4)
Inoperable, palliative treatment 2 (1.4)

mMRND; modified radical neck dissection
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(Biochemical incomplete response)©] 11](10.0%)% 2.1, o AE7A FAH AA 82.7%E A AT U2
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93 9H-S(structural incomplete response)< 9<(8.2%)E
Table 3. The time to re-operation due to neck node recurrence
Duration (year) <1 1-2 2-5 5-10 >10
N, % 20 (18.1) 28 (25.4) 43 (39.1) 17 (15.5) 2 (1.8)
Accﬁm%”'me 20 (18.1) 48 (43.6) 91 (82.7) 108 (98.2) 110 (100)
Time to re-operation, Median (m) Min.-Max. (m) 28 (4-186)
Duration of f/u, Median (m) Min.-Max. (m) 68 (8-198)
Table 4. Retrospective CT review of reoperation patients due to neck node recurrence
Initial CT scan Follow up N (%)
Initial finding Review finding CT scan i
Newly developed lymph nodes (-) (-) (+) 21 (19.1)
Missed diagnosis; false negative (-) (+) (+) 42 (38.2)
Recur after operation (+) (+) (+) 33 (30.0)
Remnant lymph node after operation (+) (+) (+) 14 (12.7)
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Table 6. Result of response to therapy reclassification in patients with re-operation and additional freatment.

Treatment Result N=110 (%)
Excellent Response Image study (-), sTG (<Ing/dL) 87 (79.1)
Biochemical Incomplete Image study (), sTG (>10ng/dL) 11 (10.0)
Indeterminate Response Image study (), RAI (%), 1ng/dL<sTG<10ng/dL 3 (2.7)
Structural Incomplete Image study (+), *sTG (<1ng/dL) 2 (1.8)
Structural Incomplete Image study (+), *sTG (>10ng/dL) 7 (6.4)

sTG; suppressed serum Tg level, RAI; Radioactive iodine scanning
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