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Abstract

Introduction. The incidence of papillary thyroid cancer (PTC) continues to increase. PTC is the most
common type of thyroid malignancy and is characterized by high differentiation, slow growth, and
a high incidence of lymph node metastasis. Therefore, it is relevant to study the prognostic value of some
parameters of PTC with radioiodine-sensitive and radioiodine-resistant metastases (RIRM) in assessing
the likelihood of developing RIRM in patients with NO tumor status before thyroidectomy.

Aim. To study PTC parameters which could have preoperative prognostic significance for predicting RIRM in
patients with pre-surgery tumor status of NO and to substantiate the prophylactic dissection of the lymph nodes
of the central lymphatic drainage department of the neck simultaneously with the use of total thyroidectomy.
Materials and methods. The study included 566 patients aged 18-78 years (47,5+0,58 years):
476 women (47,7+0,63 years) and 90 men (46,7+1,41 years). All the patients were divided into two
groups: the patients of one group underwent a total thyroidectomy only and the patients of second group
underwent thyroidectomy with prophylactic central lymphatic dissection. Methods: general clinical,
laboratory, surgical, mathematical, and statistical.

Results. The results of the study demonstrated that there is a significant number of occult metastatic lymph
nodes of the central compartment, which are not diagnosed before surgery and which can subsequently
acquire RIRM of the VI and VII lymph drainage zones. To reduce the incidence of disease persistence, it is
advisable to perform prophylactic central lymphadenectomy simultaneously with a total thyroidectomy.
Conclusions. Prophylactic lymphadenectomy prevents the RIRM development and dramatically decreases
the necessity for further surgical interventions, so it can be recommended until physicians receive
accurate prognostic information about the status of occult lymph nodes before intervention and fully
personalize the treatment of patients with papillary thyroid cancer.
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INTRODUCTION

Over the last decades, the overall papillary thyroid
carcinoma (PTC) incidence rate has increased throughout
the world, though its lethality has not changed [1]. The
latter became a basis for the trend towards less aggressive
approaches [2], although there is still no general agreement
on how to treat it. Caution is advised not only when
extrapolating findings from different countries but also when
generalizing the treatment guidelines. Future international
recommendations would need to account for a tumor’s
dynamic features, such as metastases in the cervical lymph
nodes rather than being based solely on its diameter [3].
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This is a case, first and foremost, for the PTC
metastases in the central neck lymph nodes because
it is there that the cancer usually starts metastasizing
(Level VI). If such are found, they are practically the most
significant risk factor for recurrences, remote metastases,
and a substantial decrease survival time of patients [4].

Up to 80% of patients with the NO primary tumor
parameters (determined during the examination before
and during the surgery) can have micrometastases in
the central cervical lymph nodes, where they are not
visible [5]. Meanwhile, there is still no consensus on
how to evaluate the probability of such metastases,
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though it is an important consideration when planning
the surgery (in particular, when deciding on the
extent of the lymphadenectomy [6]). The criteria for
prediction [7] can be evaluated only after the surgery and
pathomorphological analysis.

Another notable open problem in oncothyroidology
is the developmental pathways for radioiodine-resistant
(RIR) cancer cells. This significantly impacts the
efficiency of post-surgery radioiodine therapy (RIT)
and the survival time of patients (up to 50-60%) with
an increased frequency of relapses [8]. The underlying
molecular mechanisms are studied to develop anti-
RIR methods and recover the cancer cells’ avidity
to radioiodine [9]. However, predicting the resistant
metastases (RIRM) before the surgery and therapy is
still very complicated. Thus, when treating patients with
occult, clinically non-manifesting (at the moment of the
examination) lymph nodes, the physician has to choose
the most appropriate surgical intervention to decrease the
risk of the cancer’s persistence and RIR’s development, to
carry out an efficient radioiodine treatment and avoid the
necessity of additional RIRM-removing surgeries [7].

Since iodine resistance can develop in such occult
metastatic lymph nodes, prophylactic dissection (removal
of lymph nodes of the pretracheal, prelaryngeal, and the
left and right paratracheal drainage basins [10]) seems
a logical course of action and a useful tool to prevent
complications. However, the question has been disputed
for many years (and still is). Some researchers argue
against performing prophylactic dissection of the central
cervical lymph nodes, while others support it as a routine
part of thyroidectomy.

The latter maintain that the procedure treats occult
metastases, substantially reduces the frequency of local
recurrences, allows more precisely determining the stage
of the disease and interpreting the changes in thyroglobulin
in blood plasma during the treatment and follow-up
observation, helps decide whether to use adjuvant RIT, and
sometimes raises the recurrence-free survival rate [11].

The arguments against prophylactic lymph node
dissection are based on higher expected risks of surgery
complications [12], ignoring similar or even higher
risks of additional surgeries. It is a well-established fact
that revision surgery involves far larger risks of serious
complications than does an initial thyroidectomy with
lymphadenectomy. Revision surgery is also necessary to
remove the non-radioiodine-accumulating metastases,
which are due to decreased differentiation of the
cancerous cells in the metastases that were missed at
examination and not removed during the initial surgery.
So, under the prophylactic lymphadenectomy done by
qualified personnel, the potential benefits of avoiding
revision surgery complications outweigh the potential
risks of the initial surgery [12, 13].
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AIM

To study PTC parameters which could have
preoperative prognostic significance for predicting RIRM
in patients with pre-surgery tumor status of NO and to
substantiate the prophylactic dissection of the lymph
nodes of the central lymphatic drainage department of the
neck simultaneously with the use of total thyroidectomy.

MATERIALS AND METHODS

The patients selected for the study were examined and
operated on at the Surgical Division of the State Institution
«V. P. Komisarenko Institute of Endocrinology and
Metabolism of the National Academy of Medical Sciences
of Ukraine» in 2000-2023 by highly qualified personnel
doing over 100 thyroid operations per year. Retrospective
patient data were drawn from the clinical patient registry and
medical files (such as examination results, surgery protocols,
and histopathological reports). The cohort included only such
PTC patients for whom the examination (including the fine-
needle aspiration biopsy and ultrasound) did not reveal any
metastases in cervical lymph nodes (NO carcinoma status).
Thus, the selection criteria were: (1) histopathological
diagnosis of PTC; (2) pre-operational carcinoma status of
NO; (3) availability of all necessary clinical data.

The study was approved by the Bioethics Committee
of the State Institution “V.P. Komisarenko Institute of
Endocrinology and Metabolism of the National Academy
of Medical Sciences of Ukraine”.

The exclusion criteria were: (1) examination or
thyroid surgery in a different clinic; (2) concurrent thyroid
carcinoma of another morphotype; (3) medical history
of a malignant tumor in a different place; (4) presence
of distant metastasis of the PTC in the post-operational
period; (5) medical history of medical neck radiation;
(6) lack of data about the patient’s state after the surgery;
(7) unclear or insufficient examination results; (8) young
age (below 18 years).

The dataset included 566 patients of 18-78 years
(47,5+0,58 years): 476 females (47,7+0,63 years) and 90
males (46,7£1,41 years).

The cohort was divided into two groups. The first one
included 346 patients who had had the total thyroidectomy.
The second group included 220 patients who had had total
thyroidectomy and prophylactic dissection of the central
cervical lymph nodes. The first group was further sub-
divided into patients who had had metastases in the central
neck lymph nodes under radioiodine ablation and who had
been successfully cured by RIT (25 people; these patients
had RISM), and those who had had RIRM diagnosed in the
post-surgical period after RIT and scanning as per the criteria
of the American Thyroid Association (67 people). The RIRM
had been removed in additional surgical interventions.
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The analysis included the patient’s age and sex, the
tumor’s size, multifocality and invasiveness, the number, size,
and position of the metastases, and the concurrent changes
in the thyroid tissue. Two or more PTC foci, whether one-
or two-sided, were classified as multifocality. The invasion
was classified as either capsular, intra-, or extra-thyroidal
based on the histopathological results. Chronic autoimmune
thyroiditis (Hashimoto thyroiditis, HT) was confirmed
by lymphocytic infiltrates into thyroid tissue and by the
antibodies to the thyroperoxidase and/or thyroglobulin in
the blood. For the patients who had had their central cervical
lymph nodes dissected, we calculated the average number of
metastatic lymph nodes (M) and the ratio of the metastatic
and all removed (R) lymph nodes (M/R). We also calculated
the frequency of complications (damage to the recurrent
laryngeal nerve, transitory hypocalcemia, bleeding, etc.) and
the number of additional surgeries to remove the RIRM.

The statistical processing for the categorical
variables was performing by Pearson’s chi-square test (P,)
and written as the number of cases (patients) and their
ratio to the total number of patients in the group (n (%)).
For the continuous variables, the data were presented
as M+m, and the independent t-test (P) was used. The
calculations were done using Statistica 12 software
(StatSoft Inc.). The critical probability was chosen as 0,05.

RESULTS

Of all patients with pre-operational carcinoma
type NO, 32,0% (181/566) had metastases found after

thyroidectomy. The other 385 retained their NO status. In
patients who underwent only thyroidectomy, metastases
were found in 26,6% of cases (92/346). In patients who
have undergone thyroidectomy and prophylactic central
lymph node dissection, metastases were noted in 40,5%
(89/220, P_=0,001). The frequency of PTC metastasizing
into the central cervical lymph nodes was 18,7%; it was
higher in patients with prophylactic lymph node dissection
than in only post-thyroidectomy patients (27,7% against
13,0%, respectively, P_=0,001).

RIRM occurred in 19,4% (67/346) only post-
thyroidectomy patients without any substantial differences
between sexes (18,2% women (51/279), 23,8% men
(16/67), P =0.297). For the lymphadenectomy patients,
the frequency was only 1,36% (3 patients in 220).

The ages of RISM and RIRM patients did not
differ, while carcinoma size was greater in the second
group (Table 1). Therefore, patients were re-evaluated
according to the TNM classification; the Tla tumor-type
patients were less numerous among the RIRM cases,
and the T2 patients were more numerous than among the
RISM cases (Table 1). Similarly, RIRM were less frequent
than RISM if found in the central nodes and more frequent
if they had metastasized widely (Table 1).

There was no difference in the frequency of
carcinomas with different invasion or multifocal
properties between the two groups (with RISM and
RIRM). Meanwhile, a significantly smaller fraction of
patients with HT had RIRM than RISM (Table 1).

Table 1

Frequency of the Papillary Carcinomas with Different Parameters in Patients with Radioiodine-Sensitive and
Radioiodine-Resistant Metastases

Parameters Eiszl\g EI:I;I\,;I p-Value
Patient’s age, years 43,2427 44,3+1,8 >(),1
Tumor size, mm 16,2+2,2 21,7+1,5 <0,05*
Tla, n (%) 8 (32,0) 8 (11,9) 0,023*
Tlb, n (%) 8(32,0) 23 (35,8) 0,833
12,10 (%) 2(8.0) 18 (25,4) 0,050*
T3a, n (%) 2 (8,0 6(9,0) 0,884
T3b, n (%) 4 (16,0) 5(7,5) 0,220
T4a, n (%) 1 (4,0 6(9,0) 0,425
T4b, n (%) 0(0.,0) 1(14) 0,539
Nla, n (%) 17 (68,0) 28 (41,8) 0,025*
N1b, n (%) 6 (24,0 19 (28,4) 0,675
Nlab, n (%) 2 (8,0) 20 (29,9) 0,028*
linsiion, i () 22 (88,0) 60 (89,6) 0,831
capsular
intrathyroidal 15 (60,0) 47 (67,0) 0,355
extrathyroidal 5(20,0) 15 (22,4) 0,804
Multifocality, n (%) 6 (24,0 32 (32,8) 0,412
HT, n (%) 8 (32,0) 34,5 0,001*

Note. * Statistically significant; RISM — radioiodine-sensitive metastases; RIRM — radioiodine-resistant metastases; HT — Hashimoto thyroiditis.

Metastasizing intensity can be characterized by the
average number of metastatic lymph nodes and the ratio
of the metastatic and all removed lymph nodes. In the

40

prophylactic lymph node dissection group, the former was
1,1840,30, and the latter 0,18+0,02. The average numbers
of the metastatic removed lymph nodes in females
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and males were the same (1,17+0,37 and 1,19+0,17,
respectively, P>0,1), but the M/R ratio was higher in male
(0,25+0,04 and 0,16+0,01, relatively, P <0,05).

Also, the average number of removed metastatic
lymph nodes was lower in older patients. Only in patients
over 60 the number of metastases in the lymph nodes
again became higher than in patients of the previous age
group (Fig. 1, A). The difference in the changes of the
calculated M/R ratio in patients of different ages had
a somewhat different trend, though the general direction
of changes is similar (Fig. 1, B). Notably, in lymph node

\}\)
(V)]

1 A

(5]
L

[,
[0}
L

number of lymph nodes

=
[}
L

Oup to 30 @31-40 #41-50 @B51-60 Bover 60

dissection patients, the M/R ratio did not cross the 0.3-0.4
threshold, which is considered critical when forecasting
post-surgery PTC metastases [13].

Analyzing the intensity of PTC metastasizing
depending on its parameters, we found that for the larger
tumor sizes, for invasive (especially extrathyroidal) or
multifocal tumors, the average number of metastatic
lymph nodes removed prophylactically  during
thyroidectomy, was relatively higher compared with
microcarcinomas or with non-invasive or mono-focal
tumors, respectively (Table 2).
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Figure 1. The average number of metastatic lymph nodes removed at prophylactic lymphadenectomy (A) and the M/R ratio (B) in papillary

thyroid carcinoma patients of different ages, M+m.

Note. * — significant difference compared with the previous age group (t<0,05); # -probable difference with the age groups of patients

younger than thirty or 31-40 years old (t<0,05).

Table 2

The Average Number of Metastatic Lymph Nodes and the Ratio of Metastatic/All Removed Nodes in Patients
with Papillary Thyroid Carcinomas with Different Parameters

Tumor n Average number of lymph nodes e M/R A
parameters M+m Mtm
Size up tol0 mm 97 0,57+0,10 0,14+0,02
Size over 10 mm 123 1,68+0,26 <0,001* 0,19+0,1 <0,05*
Nla 61 2,36+0,23 0,44+0,03
Nl1b 13 2,15+0,51 0,22+0,04 <0,001*
Nlab 15 6,00£1,27 <0,01* 0,45+0,06
Invasion: none 85 0,47+0,17 0,06+0,01
capsular 134 1,61+0,22 <0,001* 0,23+0,02 <0,001*
intrathyroidal 63 1,54+0,27 <0,001* 0,21+0,03 <0,001*
extrathyroidal 12 3,00+0,78 <0,01* 0,29+0,07 <0,01*
Mono-focal 159 1,00£0,15 0,15+0,02
Multifocal 61 1,69+0,29 <0,05* 0,19+0,03 >0,1
Without HT 121 1,394+0,20 0,22+0,02
With HT 99 0,95+0,25 0,11+0,02 <0,01*
Note. * — Statistically significant; M/R — the ratio of metastatic/all removed nodes; HT — Hashimoto thyroiditis.
Kniniuna ta mpodinaktnyna MegunuHa, Ne 6 (44) /2025 41
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The M/R ratio was higher in tumors over 10 mm and
invasive carcinomas and lower for PTC with associated
HT (Table 2). The overall numbers of removed lymph
nodes and removed lymph nodes with metastases were
highest under wide metastasis (Nlab tumors). The ratio
M/R for the central metastatic lymph nodes exceeded that
for the lateral metastatic lymph nodes.

To remove metastatic lymph nodes at recurrent PTC,
67 thyroidectomy patients had 143 additional surgeries
total (1 to 5 surgeries per patient). The prophylactic
lymph node dissection group included three patients,
with a total of three surgeries. Under the therapeutic

lymph node dissection, at additional surgeries to treat
RIRM, the average number of removed metastatic lymph
nodes was four times larger (4,72+1,50) than under the
prophylactic (1,18+0,30, P<0,05), and the M/R ratio
was 0,64+0,06 against 0,18+0,02 for the patients who
had had prophylactic lymph node dissection (P<0,001).
Given additional surgeries, there were seen only the links
between the average number of the metastatic removed
lymph nodes (together for all surgeries) and such primary
parameters as capsular invasion and monofocality;
carcinoma parameters were not linked with the M/R
ratio (Table 3).

Table 3

The Average Number of Metastatic Lymph Nodes and The Ratio of Metastatic/All Removed Nodes in Patients
with Different Parameters of Papillary Thyroid Carcinomas under Therapeutic Lymph Node Dissection, Mtm

Tumor parameters n Average number of lymph nodes pt-Value M/R pt-Value
Size up to 10 mm 4 5,3342,02 0,74+0,10
Size over 10 mm 14 3,50+0,70 >(),1 0,65+0,07 >(), 1
Nla 28 2,56+0,86 0,86+0,06
N1b 19 3,75+0,47 0,35+0,06 <0,05 *
Nlab 20 9,4042,27 <0,05 * 0,57+0,08
Invasion: none 2 2,0040,70 0,59+0,41
capsular 16 5,06+1,22 <0,001 * 0,684+0,06 >0,1
intrathyroidal 12 4,67+1,52 >0,1 0,68+0,07 >0,1
extrathyroidal 2 2,504+0,61 >(0,1 0,72+0,27 >0,1
Mono-focal 12 3,17+0,68 0,68+0,08
Multifocal 6 7,83£1,76 <0,05 * 0,64+0,09 >0,1
Without HT 16 4,69+1,19 0,63+0,06
With HT 2 5,004+4,00 >0,1 0,73+0,05 >0,1

Note. * Statistically significant; M/R — the ratio of metastatic/all removed nodes; HT — Hashimoto thyroiditis.

As for the dependence of the number of additional
surgeries on the metastasizing parameters, in the patients
who had only needed one additional surgery afterward,
the metastatic lymph nodes were most often diagnosed
in the central cervical nodes (80,0%, 4/5). The parameter
was less for two (43,1%, 22/51) or three to five (18,2%,
2/11) additional surgeries required. Meanwhile, the
frequency of metastases recorded in the lateral and central
lymph nodes, on the other hand, increased from 0.0% to
23,5% and 72,7%, respectively.

Analysis of the specific and nonspecific
complications of the surgical treatment of PTC
showed their low frequency regardless of whether the
thyroidectomy was accompanied by lymphadenectomy.
Thus, the frequency of post-operational transitory
hypocalcemia in the first group was 14,2% (49/346),
and in the second — 154% (34/220). Permanent
hypoparathyroidism was recorded in two patients in
either group (0,6% and 0,9%, respectively). Transient
paresis of the larynx was observed in two patients (0.9%)
who underwent thyroidectomy and one patient (0.5%)
among those in whom thyroidectomy was combined with
lymph node dissection. Other possible complications
(bleeding, damage to oesophagus or trachea, inflammatory
processes) had not been registered during surgery.
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DISCUSSION

PTC is the most prevalent differentiated thyroid
tumor with positive prognosis for patients (10-year
survival rate exceeds 90%) [14], but with frequent
recurrences, which can lower the survival time of patients.
The trend towards the personified treatment of NO PTC
tumors includes, for the cancers up to 1.5 cm, observing
the disease’s progression closely and deciding against
urgent surgical removal of the carcinoma [15]. PTC can
metastasize to the occult cervical lymph nodes [16].
Up to 80% of patients with the NO primary carcinoma
parameters can have micrometastases in the central
cervical lymph nodes, making it necessary to identify
the prognostic factors of PTC metastasizing into these
nodes [6].

We estimated the prognostic value of some
parameters of the PTC of NO pre-operative status and
the potential value, for such patients, of prophylactic
lymphadenectomy of the central cervical lymph nodes
accompanying the total thyroidectomy. The metastases
were registered most often in the central group of
lymph nodes, as per the PTC metastasizing pattern [6].
After the thyroidectomy, radioiodine ablation revealed
fewer metastatic cervical lymph nodes than did the
histopathological analysis of the material taken during
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the prophylactic lymph node dissection. In our study,
PTC recurrences resulted in metastatic lymph nodes in 67
patients, who required 143 additional surgeries in total to
remove them. If therapeutic lymph node dissection was
done during the additional surgeries to remove RIRM, the
average number of all removed metastatic nodes was 4
times larger than for the prophylactic — lymphadenectomy
regimen; the M/R ratio exceeded 0,3-0,4 (Table 3),
considered a cut-off threshold for the prognosis for future
recurrences. So far, none of the studied pre-operation
parameters, including the BRAF mutations, allows
foreseeing their presence. According to the result of our
previous analysis of the metastatic PTC frequency in
the cohort, sex, age, tumor size, and observed invasion
of tumor cells can be considered factors of increased
metastasis risk, and the HT — a defense factor for the
metastases in the occult lymph nodes of the central
cervical section for the pre-operational carcinoma status
of NO [17]. However, most of the factors can be useful
only after tumor removing (Table 1) [18]. We chose
the average number of metastatic lymph nodes of the
central cervical section as a parameter to test its possible
link to the PTC characteristics, especially to PTC with
RIRM (Fig. 1, Table 2). The M/R ratio correlated with
the patient’s age, tumor size and invasiveness, and HT
which supports the conclusion about the factors’ value for
generally predicting PTC metastases, but mostly only after
the surgery.

The average number of metastatic lymph nodes
in patients of different ages does work as a prognostic
factor for predicting the risk of general metastasizing into
the central neck lymph nodes (Fig. 1). According to our
data [17], invasiveness is a clear prognostic marker of the
intensity and frequency of general metastasizing in PTC
patients (Table 2). However, for the RIRM carcinomas,
the connection is seen only for the capsular invasions
and not for the intra- or extrathyroidal (Table 3) [19]. It is
higher, too, for the average RIRM amounts (Table 3), yet
the frequency of metastatic carcinomas with RIRM does
not differ from the monofocal PTC frequency (Table 1).
Our previous results (decreased frequency of metastatic
PTC associated with HT) [17] agree well with the last
position (Table 1, Table 3). HT’s protective role is
confirmed in the studies showing less frequent BRAF"5"E
mutations and higher expression of NIS (practically
the main mechanisms of RIR formation) for the PTC
associated with the autoimmune disease [20]. The risk of
the central cervical lymph nodes’ malignancy in patients
with thyroiditis was lower than in patients without it [20].
So, we emphasize once more that the importance of the
most presented factors can be estimated only after the
tumor is removed and the histopathological results are
in; they can be important for further observation, while
before the surgery, these parameters are of little help
for the surgeons to decide on the necessity and extent of
cervical lymph node dissection.
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CONCLUSIONS

Considering the positive effect of the prophylactic
lymph node dissection, as seen in the reduced recurrences
of the cancer as RIRM and the reduced need for additional
surgeries, doing the prophylactic lymph node dissection
during the total thyroidectomy appears realistic and
logical. Such a prophylactic approach is widely supported,
with the most important conditions for lymphadenectomy
being the surgeon’s experience and professional adherence
to the recommendations and guidelines of the respective
competent bodies. Prophylactic lymph node dissection
can be recommended until the doctors can obtain precise
prognostic information about the occult lymph nodes’
state before the intervention and to personify the treatment
of PTC patients fully.

Prospects for further research. Further researches
should also focus on studying significance of the PTC’s
morphological subtypes for deeper understanding of their
impact on the carcinomas’ metastasizing mechanisms,
including into the occult central cervical lymph nodes,
and on the development of resistance to RIR. The
additional randomized multi-center clinical trials are
also needed for further justification of the feasibility
for performing prophylactic lymphadenectomy of the
central lymphatic drainage compartment simultaneously
with total thyroidectomy for papillary carcinoma under
the conditions of preoperative tumor status NO. Such
approach is recommended to reduce the incidence of
postoperative  radioiodine-resistant  metastases  and
increase the effectiveness of radioiodine therapy, which is
a necessary stage of patient treatment.
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Pe3rome

MPO®ITAKTUYHA OUCEKLIA LlEHTPAﬂbHI/IX NIM®OBY3NIB Mif YAC TUPEOIOEKTOMII NS NIKYBAHHSA
NANINAPHOI O PAKY LUKWTONOAIBHOI 3ANO3N
Borpan B. l'ypa, Map’ax B. Octadinuyk, Irop I. Komicapenko, Hatanis 1. KoopuHcbka, Mukona [1. TpoHbko

[epxaBHa ycTaHoBa «IHCTUTYT eHgoKpuHoNorii Ta 06MiHy peyoBuH iM. B. 1. KomicapeHka HavjioHanbHoT akageMii MeguyHux
Hayk Ykpaituy», M. Kui, YkpaiHa

BceTyn. 3axBOpIOBaHICTh Ha MNamiIApHUM pak muTtonoaioHoi 3aso3u ([IPLI3) mpoxmoxkye 3poctatu. [IPLI3 €
HalNoMMpeHIMM THUIOM 3JIOSIKICHOTO HOBOYTBODEHHSl LIMTONOJIOHOI 3a/J03M Ta XapaKTepU3YETbCS BHCOKHUM
JubepeHIliloBaHHAM, MOBIJIBHUM pPOCTOM Ta BHUCOKOK 4YacTOTOI MeTacTasyBaHHsA B JiMdatuyHi Bysau. Tomy
aKTyaJIbHUM € BHBYEHHS INPOTHOCTUYHOrO 3HauyeHHA Jedakux mnapametpiB [IPII3 3 pagiofof4yTiuBUMH Ta
pagiofioapesucTeHTHUME MeTacTasamy (PYPM) npu oninni fiMoBipHOCTi po3BuTKY PUPM y marieHTiB 3 MyX/THHHAM
cratycoM NO nepes TUpeOileKTOMIEIO.

MeTa. BuBunTtu napametpi IITK, ski MoxXyTh MaTH nepeonepaniiHe NIPOrHOCTUYHE 3HAYEeHHS /11 IPOTHO3yBaHHS
PPM y nauieHTiB 3 mepejomepanifiHuM craTycoM nyxguHM NO Ta oGIpyHTYBaTH NpodiJaKTHUHY AUCEKIIIO
JNiMGaTUYHUX BY3JiB IeHTPaJbHOro JiMpOApPEeHAXKHOro BiAAiMy WIKi OJHOYACHO 3 BUKOPUCTAHHSIM TOTAJIbHOI
THUPEOIZeKTOMil.

Marepianu Ta MeTogu. Y Jocii/pKeHHI B3suIM y4acTb 566 manieHTiB BikoM 18-78 pokiB (47,5+0,58 pokiB): 476
iHOK (47,7£0,63 pokiB) Ta 90 4osoBikiB (46,7£1,41 pokiB). Ycix nmanieHTiB po3Ainuav Ha [Bi rpynu: mauieHTam
OZHIEI rpynu O6Yy/70 BUKOHAHO JIMIIE TOTAJbHY THUPEOieKTOMIil0, a Mali€eHTaM Jpyroi rpynd - THUPEOiLeKTOMito
3 npodiJIaKTUYHOK LEeHTpPaJbHOKW JiMPaTUYHOW JuceKlieo. BpaxoByBaiu BiK, cTaTh, pO3Mip MNyXJIUHH,
MyJIbTU(OKAIBHICTb, IHBAa3UBHICTh, KIJIbKICTb MeTacTasiB Ta IXHIO JIOKasi3alilo, CymyTHi 3MiHM B TKaHWHI
IIUTONOAIOHOI 3a/103U. MeTo1: 3araJbHOKJIIHIYHI; JaGopaTopHi; XipypriuHi; MaTeMaTU4YHi; CTATUCTHYHI.
Pe3ynbraTH. PesysbTaTy AOCTIKeHHA MOKas3aJy, 10 HAABHICTb 3HAYHOI KiJIBKOCTI MPUXOBAaHUX MeTAaCTAaTHYHHMX
JiMGaTUYHUX BY3J/iB LEHTPAJbHOTO KOMIAPTMEHTY, fIKi He [AiarHOCTYIOTbCA MNepej XipypriyHUM BTpPY4YaHHAM
i aki B moganbmoMy MoxyTh HaGyTd PUPM VI ta VII 30H JiMdOBiATOKY. [/ 3HMKEHHS YaCTOTH NepCHCTyBaHHA
3aXBOPIOBAHHS JOLIJIbHUM € BUKOHAaHHS NPOGiJIaKTUYHOI LieHTpaibHOI JiMdoguceKLii 0JHOYACHO 3 TOTAJbHOI
THUPEOIEKTOMIEIO.

BucHoBKM. [IpodinakTidHa JiMpoauceKis 3ano6irae possuTky PUPM Ta pisko 3MeHIIye HeO6XiHICTb MOAAMBITNX
XipypriyHMx BTpy4aHb, TOMy ii MOXXHa peKOMeHZAYBaTH AOTH, JOKH JiKapi He OTPUMAalTb TOYHY HPOTrHOCTHUYHY
iHbopMallifo mMpo cTaH NPUXOBaHUX JiMPaTUYHUX BY3/iB IHepes, BTPYYaHHAM Ta MOBHICTI0O NepcoHidiKyTb
JIIKyBaHHSI NALi€EHTIB 3 MaNiJIApHUM PaKOM IIUTONOAI6HOI 3a/103H.

Kaiouoei caoea: naniiApHU pak IUTONOAIGHOI 3271034, NpodilaKTUYHA LeHTpaJbHa JiMpaTHYHA AUCEKI i,
pajioiiogpe3ncTeHTHI MeTacTa3u, NPOrHOCTUYHI GaKTOpH PU3UKY
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