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Abstract
Objective  The aim of this study is to investigate the risk factors for lateral cervical lymph node metastasis in papillary 
thyroid carcinoma (PTC).

Methods  Clinicopathological data (age, gender, Hashimoto’s thyroiditis, preoperative circulating tumor cells (CTCs), 
multifocal, maximum lesion diameter, invaded capsule, T stage, and lymph node metastasis) of 830 PTC patients 
diagnosed and treated in Meizhou People’s Hospital from June 2021 to April 2023 were collected. The related factors 
of lateral cervical lymph node metastasis were analyzed.

Results  There were 334 (40.2%), and 103 (12.4%) PTC patients with central lymph node metastasis, and lateral 
cervical lymph node metastasis, respectively. Compared with patients without lateral cervical lymph node metastasis, 
PTC patients with lateral cervical lymph node metastasis had a higher proportion of multifocal, maximum lesion 
diameter > 1 cm, invaded capsule, T3-T4 stage. Regression logistic analysis showed that male (odds ratio (OR): 2.196, 
95% confidence interval (CI): 1.279–3.769, p = 0.004), age < 55 years old (OR: 2.057, 95% CI: 1.062–3.988, p = 0.033), 
multifocal (OR: 2.759, 95% CI: 1.708–4.458, p < 0.001), maximum lesion diameter > 1 cm (OR: 5.408, 95% CI: 3.233–9.046, 
p < 0.001), T3-T4 stage (OR: 2.396, 95% CI: 1.241–4.626, p = 0.009), and invaded capsule (OR: 2.051, 95% CI: 1.208–3.480, 
p = 0.008) were associated with lateral cervical lymph node metastasis.

Conclusions  Male, age < 55 years old, multifocal, maximum lesion diameter > 1 cm, T3-T4 stage, and invaded capsule 
were independent risk factors for lateral cervical lymph node metastasis in PTC.
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Introduction
Thyroid cancer is one of the malignant tumors of endo-
crine system [1]. In recent years, the global incidence of 
thyroid cancer has increased year by year [2]. Thyroid 
cancer is the most common endocrine tumor in the 
world, with age-standardized incidence rate increasing 
over time [3]. In recent years, the increase in overall can-
cer rates among adolescents and young adults has been 
driven primarily by thyroid cancer [4]. The incidence of 
thyroid cancer in China is expected to increase signifi-
cantly in the next 20 years [5]. Thyroid cancer is divided 
into four main types, including papillary thyroid carci-
noma (PTC), follicular thyroid carcinoma (FTC), medul-
larly thyroid carcinoma (MTC), and anaplastic thyroid 
carcinoma (ATC) [6, 7].

PTC originates from thyroid follicular epithelial cells 
and is the most common histopathological type of thy-
roid cancer [8]. Some studies have found 20-80% of 
PTC patients had lymph node metastasis [9–11]. The 
presence of lymph node metastasis not only affects the 
prognosis of patients, but also increases the postopera-
tive recurrence rate and mortality [12]. Cervical lymph 
node metastasis of PTC usually presents as a stepped 
metastasis, first to the central cervical lymph node and 
then to the lateral cervical lymph node, which is the sec-
ond station of cervical lymph node metastasis in PTC 
patients [13]. In addition to thyroid surgery, the surgi-
cal treatment of PTC patients also includes lymph node 
management, which is divided into central lymph node 
dissection and lateral cervical lymph node dissection [14, 
15]. At present, the prophylactic lateral neck dissection 
has a certain role in the treatment of patients with PTC 
[16, 17]. Therefore, understanding the risk factors of lat-
eral cervical lymph node metastasis in PTC patients has 
important clinical significance for determining the scope 
of lateral lymph node dissection and its indication.

Lateral cervical lymph node metastasis of PTC is com-
mon, and there are many risk factors, including age [18], 
male [19, 20], tumor size [21], extrathyroidal extension 
[20], multifocal [22, 23], and other clinicopathological 
features. However, there are also some studies showed 
that age [20], gender [24], and multifocal [25] have no 
correlation with lateral cervical lymph node metastasis 
of PTC. Song RY et al. found that minimal extrathyroi-
dal extension is associated with lymph node metastasis 
of PTC, but not gross extrathyroidal extension [26]. The 
differences in the results of the above studies may be due 
to the differences in the study cohorts of different stud-
ies and the selection of clinical data included. This study 
evaluated the relationship between the clinicopathologi-
cal features and lateral cervical lymph node metastasis of 
PTC. The purpose of this study was to provide reference 
data for the risk prediction of lateral cervical lymph node 
metastasis in patients with PTC.

Materials and methods
Subjects
The study included 830 PTC patients who were hospi-
talized in Meizhou People’s Hospital, from June 2021 to 
April 2023. Inclusion criteria: (1) All PTC patients were 
confirmed by histopathology and imaging examination; 
(2) Complete records of medical records received in our 
hospital for diagnosis and treatment; (3) No history of 
head and neck radiation. Exclusion criteria: (1) Previous 
history of other malignant tumor diseases; (2) Patho-
logical types other than papillary thyroid carcinoma; (3) 
Patients with dysfunction of important organs. This study 
was supported by the Ethics Committee of the Meizhou 
People’s Hospital.

Data collection
Clinicopathological features of the patients were retro-
spectively collected from the medical records system of 
Meizhou People’s Hospital, including age, gender, Hashi-
moto’s thyroiditis, preoperative circulating tumor cells 
(CTCs), multifocal, maximum lesion diameter, invaded 
capsule, T stage, and lymph node metastasis.

3  ml of peripheral blood were withdrawn into an 
EDTA-containing anticoagulant vacuum tube from each 
patient one day before surgery. CTCs were enriched and 
quantifed using the CytoploRare Kit according to prod-
uct manuals (Genosaber Biotech, Shanghai, China). 
“FU/3mL” was a self-designated CTC unit which derived 
from a standard curve was used to denote the amount 
of folate receptor-positive CTCs (FR+ CTCs) in 3  ml 
peripheral blood.

Statistical analysis
SPSS statistical software version 26.0 (IBM Inc., USA) 
was used for data analysis. Association between cen-
tral lymph node metastasis, lateral cervical lymph node 
metastasis and the clinicopathological features of PTC 
patients was evaluated by Chi-square test or Fisher’s 
exact test. Univariate analysis and multivariate regres-
sion logistic analysis were used to evaluate the rela-
tionship between the clinicopathological features and 
central lymph node metastasis, lateral cervical lymph 
node metastasis in PTC patients, respectively. p < 0.05 
was set as statistically significant.

Results
Clinicopathological features of PTC patients
A total of 830 patients with PTC were assessed in the 
study. There were 152 (18.3%) PTC patients were men 
and 678 (81.7%) were women; there were 652 (78.6%) 
PTC patients were younger than 55 years old and 178 
(21.4%) PTC patients were ≥ 55 years old. These results 
suggest that PTC patients are mainly young women. 
There were 213 (25.7%) PTC patients combined with 
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Hashimoto’s thyroiditis. There were 311 (37.5%) PTC 
patients with preoperative CTCs < 8.7 FU/3mL, and 
519 (62.5%) PTC patients with preoperative CTCs ≥ 8.7 
FU/3mL. There were 231 (27.8%) cases, 249 (30.0%) 
cases, and 348 (41.9%) cases with multifocal, maximum 
lesion diameter > 1 cm, and invaded capsule, respectively. 
There were 764 (92.0%) and 66 (8.0%) PTC patients in 
T1-T2 and T3-T4 stages, respectively. There were 334 
(40.2%), and 103 (12.4%) PTC patients with central lymph 
node metastasis, and lateral cervical lymph node metas-
tasis, respectively (Table 1).

Comparison of clinicopathological features among PTC 
patients with or without central lymph node metastasis
There were 496 (496/830, 59.8%) PTC patients with-
out and 334 (334/830, 40.2%) PTC patients with central 
lymph node metastasis. Compared with patients without 
central lymph node metastasis, PTC patients with central 

lymph node metastasis had a higher proportion of male 
patients (23.4% vs. 14.9%) (p = 0.002), and patients with 
< 55 years of age (83.5% vs. 75.2%) (p = 0.004). The pro-
portion of multifocal (38.9% vs. 20.4%) (p < 0.001), maxi-
mum lesion diameter > 1 cm (48.2% vs. 17.7%) (p < 0.001), 
invaded capsule (56.0% vs. 32.5%) (p < 0.001), and T3-T4 
stage (13.5% vs. 4.2%) (p < 0.001) in PTC patients with 
central lymph node metastasis was higher than that in 
PTC patients without central lymph node metastasis, 
respectively. There were no statistically significant differ-
ences in proportion of Hashimoto’s thyroiditis, and pre-
operative CTCs between the two groups (Table 2).

Comparison of clinicopathological features among PTC 
patients with or without lateral cervical lymph node 
metastasis
There were 727 (727/830, 87.6%) PTC patients without 
and 103 (103/830, 12.4%) PTC patients with lateral cer-
vical lymph node metastasis. Compared with patients 
without lateral cervical lymph node metastasis, PTC 
patients with lateral cervical lymph node metastasis had 
a higher proportion of male patients (31.1% vs. 16.5%) 

Table 1  The clinicopathological features of PTC patients
Clinicopathological features PTC 

patients 
(n = 830)

Gender
Male, n (%) 152 (18.3%)
Female, n (%) 678 (81.7%)

Age (Years)
< 55, n (%) 652 (78.6%)
≥ 55, n (%) 178 (21.4%)

Hashimoto’s thyroiditis
No, n (%) 617 (74.3%)
Yes, n (%) 213 (25.7%)

Preoperative circulating tumor cells (CTCs) (FU/3mL)
< 8.7 311 (37.5%)
≥ 8.7 519 (62.5%)

Multifocal
No, n (%) 599 (72.2%)
Yes, n (%) 231 (27.8%)

Maximum lesion diameter
≤ 1 cm, n (%) 581 (70.0%)
> 1 cm, n (%) 249 (30.0%)

Invaded capsule
No, n (%) 482 (58.1%)
Yes, n (%) 348 (41.9%)

T stage
T1-T2, n (%) 764 (92.0%)
T3-T4, n (%) 66 (8.0%)

Central lymph node metastasis
No, n (%) 496 (59.8%)
Yes, n (%) 334 (40.2%)

Lateral cervical lymph node metastasis
No, n (%) 727 (87.6%)
Yes, n (%) 103 (12.4%)

PTC: papillary thyroid carcinoma; CTC: circulating tumor cell; FU: folate receptor 
unit

Table 2  Comparison of clinicopathological features among PTC 
patients with or without central lymph node metastasis
Clinicopathological features Central lymph node 

metastasis
p 
values

No 
(n = 496)

Yes 
(n = 334)

Gender
Male, n (%) 74(14.9%) 78(23.4%) 0.002
Female, n (%) 422(85.1%) 256(76.6%)

Age (Years)
< 55, n (%) 373(75.2%) 279(83.5%) 0.004
≥ 55, n (%) 123(24.8%) 55(16.5%)

Hashimoto’s thyroiditis
No, n (%) 373(75.2%) 244(73.1%) 0.517
Yes, n (%) 123(24.8%) 90(26.9%)

Preoperative circulating tumor 
cells (CTCs) (FU/3mL)

< 8.7 185(37.3%) 126(37.7%) 0.942
≥ 8.7 311(62.7%) 208(62.3%)

Multifocal
No, n (%) 395(79.6%) 204(61.1%) < 0.001
Yes, n (%) 101(20.4%) 130(38.9%)

Maximum lesion diameter
≤ 1 cm, n (%) 408(82.3%) 173(51.8%) < 0.001
> 1 cm, n (%) 88(17.7%) 161(48.2%)

Invaded capsule
No, n (%) 335(67.5%) 147(44.0%) < 0.001
Yes, n (%) 161(32.5%) 187(56.0%)

T stage
T1-T2, n (%) 475(95.8%) 289(86.5%) < 0.001
T3-T4, n (%) 21(4.2%) 45(13.5%)

PTC: papillary thyroid carcinoma; CTC: circulating tumor cell; FU: folate receptor 
unit
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(p = 0.001), and patients with < 55 years of age (86.4% vs. 
77.4%) (p = 0.040). The proportion of multifocal (54.4% 
vs. 24.1%) (p < 0.001), maximum lesion diameter > 1  cm 
(72.8% vs. 23.9%) (p < 0.001), invaded capsule (72.8% 
vs. 37.6%) (p < 0.001), and T3-T4 stage (27.2% vs. 5.2%) 
(p < 0.001) in PTC patients with lateral cervical lymph 
node metastasis was higher than that in PTC patients 
without lateral cervical lymph node metastasis, respec-
tively. There were no statistically significant differences in 
proportion of Hashimoto’s thyroiditis, and preoperative 
CTCs between these two groups (Table 3).

Logistic regression analysis of risk factors of central 
lymph node metastasis and lateral cervical lymph node 
metastasis
The results of univariate analysis showed that male (odds 
ratio (OR): 1.738, 95% confidence interval (CI): 1.220–
2.475, p = 0.002), age < 55 years old (OR: 1.673, 95% CI: 
1.174–2.383, p = 0.004), multifocal (OR: 2.492, 95% CI: 
1.828–3.398, p < 0.001), maximum lesion diameter > 1 cm 
(OR: 4.315, 95% CI: 3.149–5.911, p < 0.001), T3-T4 stage 

(OR: 3.522, 95% CI: 2.056–6.033, p < 0.001), and invaded 
capsule (OR: 2.647, 95% CI: 1.988–3.525, p < 0.001) were 
significantly associated with central lymph node metasta-
sis. Multivariate regression logistic analysis showed that 
male (OR: 1.702, 95% CI: 1.151–2.516, p = 0.008), age < 55 
years old (OR: 1.729, 95% CI: 1.174–2.545, p = 0.006), 
multifocal (OR: 1.921, 95% CI: 1.369–2.695, p < 0.001), 
maximum lesion diameter > 1  cm (OR: 3.251, 95% CI: 
2.300-4.593, p < 0.001), and invaded capsule (OR: 1.753, 
95% CI: 1.268–2.423, p = 0.001) were independent risk 
factors for central lymph node metastasis (Table 4).

The results of univariate analysis showed that male 
(OR: 2.280, 95% CI: 1.438–3.615, p < 0.001), age < 55 
years old (OR: 1.852, 95% CI: 1.027–3.340, p = 0.041), 
multifocal (OR: 3.758, 95% CI: 2.461–5.739, p < 0.001), 
maximum lesion diameter > 1  cm (OR: 8.513, 95% CI: 
5.340–13.570, p < 0.001), T3-T4 stage (OR: 6.769, 95% CI: 
3.932–11.653, p < 0.001), and invaded capsule (OR: 4.454, 
95% CI: 2.814–7.051, p < 0.001) were significantly associ-
ated with lateral cervical lymph node metastasis. Multi-
variate regression logistic analysis showed that male (OR: 
2.196, 95% CI: 1.279–3.769, p = 0.004), age < 55 years old 
(OR: 2.057, 95% CI: 1.062–3.988, p = 0.033), multifocal 
(OR: 2.759, 95% CI: 1.708–4.458, p < 0.001), maximum 
lesion diameter > 1 cm (OR: 5.408, 95% CI: 3.233–9.046, 
p < 0.001), T3-T4 stage (OR: 2.396, 95% CI: 1.241–4.626, 
p = 0.009), and invaded capsule (OR: 2.051, 95% CI: 
1.208–3.480, p = 0.008) were independent risk factors for 
lateral cervical lymph node metastasis (Table 4).

Discussion
The highest proportion of cancers of the endocrine sys-
tem is thyroid cancer, and in recent decades, the inci-
dence of thyroid cancer has increased at the fastest rate 
among all malignant tumors in the world [5, 27]. For 
most PTC patients, the 10-year overall survival rate 
after surgical resection, radioiodine therapy, and endo-
crine suppression therapy was 94.8% [28]. The malignant 
degree of PTC is low and the prognosis is good, but the 
cervical lymph node metastasis is easy to occur [29], and 
it is closely related to the increased risk of local recur-
rence [30]. Sapuppo et al. found that the presence of lat-
eral cervical lymph node metastasis was an important 
factor for postoperative recurrence and distant metasta-
sis [31]. Currently, total thyroidectomy has been recog-
nized as the most effective treatment for thyroid cancer, 
but the optimal scope of lymph node dissection remains 
controversial [16, 32]. Comprehensive regional lymph 
node dissection in the central or lateral cervical region 
can improve survival and reduce recurrence rate. Pro-
phylactic lymph node dissection informs the decision of 
radioactive iodine in PTC [33], and the clinical efficacy of 
radioactive iodine in the treatment of PTC patients after 
prophylactic lymph node dissection remains unclear [34]. 

Table 3  Comparison of clinicopathological features among PTC 
patients with or without lateral cervical lymph node metastasis
Clinicopathological features Lateral cervical lymph 

node metastasis
p 
values

No (n = 727) Yes 
(n = 103)

Gender
Male, n (%) 120(16.5%) 32(31.1%) 0.001
Female, n (%) 607(83.5%) 71(68.9%)

Age (Years)
< 55, n (%) 563(77.4%) 89(86.4%) 0.040
≥ 55, n (%) 164(22.6%) 14(13.6%)

Hashimoto’s thyroiditis
No, n (%) 542(74.6%) 75(72.8%) 0.718
Yes, n (%) 185(25.4%) 28(27.2%)

Preoperative circulating tumor 
cells (CTCs) (FU/3mL)

< 8.7 269(37.0%) 42(40.8%) 0.514
≥ 8.7 458(63.0%) 61(59.2%)

Multifocal
No, n (%) 552(75.9%) 47(45.6%) < 0.001
Yes, n (%) 175(24.1%) 56(54.4%)

Maximum lesion diameter
≤ 1 cm, n (%) 553(76.1%) 28(27.2%) < 0.001
> 1 cm, n (%) 174(23.9%) 75(72.8%)

Invaded capsule
No, n (%) 454(62.4%) 28(27.2%) < 0.001
Yes, n (%) 273(37.6%) 75(72.8%)

T stage
T1-T2, n (%) 689(94.8%) 75(72.8%) < 0.001
T3-T4, n (%) 38(5.2%) 28(27.2%)

PTC: papillary thyroid carcinoma; CTC: circulating tumor cell; FU: folate receptor 
unit
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However, excessive lymph node dissection is associated 
with a higher incidence of transient or permanent hypo-
parathyroidism and an increased risk of recurrent laryn-
geal nerve injury leading to transient or permanent vocal 
cord paralysis [35–37]. Therefore, preoperative predic-
tion and evaluation of suspected metastatic lymph nodes 
in the lateral cervical region can provide evidence for 
clinical decision-making.

In this study, male, age < 55 years old, multifocal, maxi-
mum lesion diameter > 1  cm, T3-T4 stage, and invaded 
capsule were independent risk factors for lateral cervi-
cal lymph node metastasis in PTC. Although the major-
ity of PTC patients are young and middle-aged women 
[38–40], many studies have shown that men are a risk 
factor for lymph node metastasis in PTC patients. Feng 
et al. foundthat males were a risk factor for lateral cer-
vical lymph node metastasis in papillary thyroid micro-
carcinoma (PTMC) patients in a retrospective analysis of 
1106 patients [41]. Mao et al. found that the prevalence 
of lymph node metastasis in male PTC patients was sig-
nificantly higher than that in female PTC patients [42]. 
Sapuppo et al. showed that the proportion of male PTC 
patients with N1b was twice that of male patients with 
N1a [31]. This study is consistent with the results of pre-
vious studies, so more attention should be paid to lymph 
node metastasis status in male patients with PTC, so as 
to avoid a relatively poor prognosis due to neglect of lat-
eral cervical lymph node dissection.

The study of Zhang et al. showed that elderly PTC 
patients were less likely to develop lymph node metas-
tasis [43]. The prospective study performed by Yan et al. 
also showed that PTC patients with lateral cervical lymph 
node metastasis were significantly younger than those 
without lateral cervical lymph node metastasis [44]. A 
retrospective study of 1033 patients included by Wang et 
al. pointed out that patients ≤ 30 years old had a higher 
risk of lateral cervical lymph node metastasis [45]. Mao 
et al. showed that age < 45 years old is associated with an 
increased risk of lymph node metastasis in PTC patients 
[42]. Sapuppo et al. also proposed that PTC patients with 
N1a and N1b were younger than those with N0 [31]. In 
this study, the patients were divided into < 55 years old 
and ≥ 55 years old, age < 55 years old was independent 
risk factors for lateral cervical lymph node metastasis in 
PTC, which is basically consistent with the results of pre-
vious studies.

According to previous studies, Mao et al. investigated 
8 included studies and found that tumor size ≥ 1.0  cm 
had significantly higher lymph node metastasis rate than 
< 1.0 cm [42]. Wang et al. included 1033 patients in a ret-
rospective study and concluded that tumor size exceeding 
1  cm was an independent risk of lateral cervical lymph 
node metastasis [45]. A retrospective analysis by Heng et 
al. showed that the tumor size of lateral cervical lymph Ta
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node metastasis positive patients was significantly larger 
than that of the non-lateral cervical lymph node metas-
tasis group [46]. Qubain et al. also concluded that the 
increase in tumor size was significantly correlated with 
the increase in the incidence of lateral cervical lymph 
node metastasis [47]. The results of this study show that 
the maximum tumor diameter > 1 cm is an independent 
risk factor for lateral cervical lymph node metastasis in 
PTC patients, which is consistent with the above results, 
that is, the risk of lateral cervical lymph node metastasis 
increases with the increase of tumor volume.

A prospective study by Yan et al. showed that patients 
with extra thyroidal extension were more likely to 
develop lateral cervical lymph node metastasis than 
those without extra-thyroid invasion [44]. An analysis 
by Mao et al. [42], which included five studies, showed 
that membrane invasion showed a relatively high lymph 
node metastasis odds ratio in patients with PTC. Liu et 
al. compared the clinicopathological features of lateral 
cervical lymph node metastasis patients with and with-
out lateral cervical lymph node metastasis, and compared 
with the lateral cervical lymph node metastasis negative 
group, the lateral cervical lymph node metastasis posi-
tive group had more features of capsule invasion [48]. In 
addition, there are few studies on circulating tumor cells 
in lymph node metastasis of PTC patients. A prospective 
study showed that CTCs had high diagnostic efficacy in 
patients with suspected thyroid nodules [49]. Wang et 
al. found that patients with high CTCs level have shorter 
progression-free survival (PFS) [50]. In this study, preop-
erative CTCs ≥ 8.7 FU/3mL was not risk factor for lateral 
cervical lymph node metastasis in PTC.

This study provides valuable reference data for the risk 
assessment of lateral cervical lymph node metastasis 
in patients with PTC. Of course, this study still has the 
following limitations. This study is a single-center retro-
spective study, and the existence of multiple types of bias 
such as selection bias cannot be ruled out. In addition, 
due to the limited number of cases that can be collected, 
the included sample size is limited, and the research 
results may be slightly biased. Therefore, the conclusions 
of this study need to be further verified by prospective 
studies involving more patients in multiple centers to 
obtain more accurate and rigorous results.

Conclusions
In summary, male, age < 55 years old, multifocal, maxi-
mum lesion diameter > 1  cm, T3-T4 stage, and invaded 
capsule were independent risk factors for lateral cervi-
cal lymph node metastasis in PTC. We believe that com-
prehensive consideration of these indicators can predict 
whether there is lateral cervical lymph node metastasis 
in PTC patients, and provide reference data for the selec-
tion of lymph node dissection scope in clinical surgery.

Acknowledgements
The author would like to thank other colleagues whom were not listed in the 
authorship of Department of Thyroid Surgery, Meizhou People’s Hospital for 
their helpful comments on the manuscript.

Author contributions
Haifeng Zhong, and Yuedong Wang contributed to study concept and design. 
Haifeng Zhong, Qingxin Zeng, Xi Long, Yeqian Lai, and Jiwei Chen collected 
clinical data. Haifeng Zhong, Qingxin Zeng, and Xi Long contributed to 
analyze the data. Haifeng Zhong contributed to prepare the manuscript. All 
authors approved the final version to be published.

Funding
This study was supported by the Science and Technology Program of Meizhou 
(Grant No.: 2019B0202001), and the Scientific Research Cultivation Project of 
Meizhou People’s Hospital (Grant No.: PY-C2022020).

Data availability
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate
This study was conducted according to the Declaration of Helsinki and 
approved by the Human Ethics Committees of Meizhou People’s Hospital.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 20 March 2024 / Accepted: 16 June 2024

References
1.	 Dias Lopes NM, Mendonça Lens HH, Armani A, Marinello PC, Cecchini AL. 

Thyroid cancer and thyroid autoimmune disease: a review of molecular 
aspects and clinical outcomes. Pathol Res Pract. 2020;216:153098.

2.	 Miranda-Filho A, Lortet-Tieulent J, Bray F, Cao B, Franceschi S, Vaccarella S, 
Dal Maso L. Thyroid cancer incidence trends by histology in 25 countries: a 
population-based study. Lancet Diabetes Endocrinol. 2021;9:225–34.

3.	 Deng Y, Li H, Wang M, Li N, Tian T, Wu Y, Xu P, Yang S, Zhai Z, Zhou L, et al. 
Global burden of thyroid Cancer from 1990 to 2017. JAMA Netw Open. 
2020;3:e208759.

4.	 Miller KD, Fidler-Benaoudia M, Keegan TH, Hipp HS, Jemal A. Cancer statistics 
for adolescents and young adults, 2020. CA Cancer J Clin. 2020;70:443–59.

5.	 Cheng F, Xiao J, Shao C, Huang F, Wang L, Ju Y, Jia H. Burden of thyroid Cancer 
from 1990 to 2019 and projections of incidence and mortality until 2039 
in China: findings from global burden of Disease Study. Front Endocrinol 
(Lausanne). 2021;12:738213.

6.	 Khatami F, Tavangar SM. Liquid biopsy in thyroid Cancer: New Insight. Int J 
Hematol Oncol Stem Cell Res. 2018;12:235–48.

7.	 Romei C, Elisei R. A narrative review of genetic alterations in primary thyroid 
epithelial Cancer. Int J Mol Sci. 2021;22:1726.

8.	 Coca-Pelaz A, Shah JP, Hernandez-Prera JC, Ghossein RA, Rodrigo JP, Hartl 
DM, Olsen KD, Shaha AR, Zafereo M, Suarez C, et al. Papillary thyroid Cancer-
aggressive variants and impact on management: a narrative review. Adv Ther. 
2020;37:3112–28.

9.	 Feng Y, Min Y, Chen H, Xiang K, Wang X, Yin G. Construction and validation of 
a nomogram for predicting cervical lymph node metastasis in classic papil-
lary thyroid carcinoma. J Endocrinol Invest. 2021;44:2203–11.

10.	 Li T, Li H, Xue J, Miao J, Kang C. Shear wave elastography combined with gray-
scale ultrasound for predicting central lymph node metastasis of papillary 
thyroid carcinoma. Surg Oncol. 2021;36:1–6.

11.	 Zhang TT, Qi XZ, Chen JP, Shi RL, Wen SS, Wang YL, Ji QH, Shen Q, Zhu YX, 
Qu N. The association between tumor’s location and cervical lymph nodes 
metastasis in papillary thyroid cancer. Gland Surg. 2019;8:557–68.



Page 7 of 7Zhong et al. World Journal of Surgical Oncology          (2024) 22:162 

12.	 Hu D, Zhou J, He W, Peng J, Cao Y, Ren H, Mao Y, Dou Y, Xiong W, Xiao Q, 
Su X. Risk factors of lateral lymph node metastasis in cN0 papillary thyroid 
carcinoma. World J Surg Oncol. 2018;16:30.

13.	 Lei J, Zhong J, Jiang K, Li Z, Gong R, Zhu J. Skip lateral lymph node metastasis 
leaping over the central neck compartment in papillary thyroid carcinoma. 
Oncotarget. 2017;8:27022–33.

14.	 Feng JW, Yang XH, Wu BQ, Sun DL, Jiang Y. Predictive factors for central 
lymph node and lateral cervical lymph node metastases in papillary thyroid 
carcinoma. 2019; 21:1482–91.

15.	 Zhang L, Ding Z, Han J, Bi W, Nie C. Optimal range of lymph node dissection 
in patients with unilateral papillary thyroid carcinoma with lateral cervical 
lymph node metastasis. Front Oncol. 2023;13:1307937.

16.	 Aygun N, Kostek M. Role and extent of Neck Dissection for Neck Lymph 
Node metastases in differentiated thyroid cancers. Sisli Etfal Hastan Tip Bul. 
2021;55:438–49.

17.	 Fujishima M, Miyauchi A, Ito Y, Kudo T, Kihara M, Miya A. Selective prophylac-
tic lateral node dissection improves the ipsilateral lateral node recurrence-
free survival: a retrospective single-center cohort study. Ann Med Surg 
(Lond). 2020;57:190–5.

18.	 Patron V, Hitier M, Bedfert C, Métreau A, Dugué A, Jegoux F. Predictive factors 
for lateral occult lymph node metastasis in papillary thyroid carcinoma. Eur 
Arch Otorhinolaryngol. 2013;270:2095–100.

19.	 Ito Y, Higashiyama T, Takamura Y, Miya A, Kobayashi K, Matsuzuka F, Kuma K, 
Miyauchi A. Risk factors for recurrence to the lymph node in papillary thyroid 
carcinoma patients without preoperatively detectable lateral node metas-
tasis: validity of prophylactic modified radical neck dissection. World J Surg. 
2007;31:2085–91.

20.	 So YK, Kim MJ, Kim S, Son YI. Lateral lymph node metastasis in papillary 
thyroid carcinoma: a systematic review and meta-analysis for prevalence, risk 
factors, and location. Int J Surg. 2018;50:94–103.

21.	 Liu C, Xiao C, Chen J, Li X, Feng Z, Gao Q, Liu Z. Risk factor analysis for predict-
ing cervical lymph node metastasis in papillary thyroid carcinoma: a study of 
966 patients. BMC Cancer. 2019;19:622.

22.	 Ngo DQ, Le DT, Ngo QX, Van Le Q. Risk factors for lateral lymph node metasta-
sis of papillary thyroid carcinoma in children. J Pediatr Surg. 2022;57:421–4.

23.	 Liu WQ, Yang JY, Wang XH, Cai W, Li F. Analysis of factors influencing cervical 
lymph node metastasis of papillary thyroid carcinoma at each lateral level. 
BMC Surg. 2022;22:228.

24.	 Zhao W, Chen S, Hou X, Liao Q, Chen G. Predictive factors of lateral lymph 
node metastasis in papillary thyroid microcarcinoma. Pathol Oncol Res. 
2019;25:1245–51.

25.	 Huang NS, Chen JY, Ma B, Guo KP, Wang GR, Guan Q, Zhao ZH, Wang 
WJ, Zhang JS, Wang YJ, et al. A multicenter prospective study of lateral 
neck lymph node mapping in papillary thyroid cancer. Gland Surg. 
2023;12:1500–7.

26.	 Song RY, Kim HS, Kang KH. Minimal extrathyroidal extension is associated 
with lymph node metastasis in single papillary thyroid microcarcinoma: a 
retrospective analysis of 814 patients. World J Surg Oncol. 2022;20:170.

27.	 Megwalu UC, Moon PK. Thyroid Cancer Incidence and Mortality trends in the 
United States: 2000–2018. Thyroid. 2022;32:560–70.

28.	 Tam S, Boonsripitayanon M, Amit M, Fellman BM, Li Y, Busaidy NL, Cabanillas 
ME, Dadu R, Sherman S, Waguespack SG, et al. Survival in differentiated 
thyroid Cancer: comparing the AJCC Cancer Staging Seventh and Eighth 
editions. Thyroid. 2018;28:1301–10.

29.	 Zhang Q, Li J, Shen H, Bai X, Zhang T, Liu P. Screening and validation of lymph 
node metastasis risk-factor genes in papillary thyroid carcinoma. Front Endo-
crinol (Lausanne). 2022;13:991906.

30.	 Zhi J, Wu Y, Hu L, Zhao J, Liu H, Ruan X, Hou X, Zhang J, Zheng X, Gao M. 
Assessment of the prognostic value and N1b changes of the eighth TNM/
AJCC staging system for differentiated thyroid carcinoma. Int J Clin Oncol. 
2020;25:59–66.

31.	 Sapuppo G, Palermo F, Russo M, Tavarelli M, Masucci R, Squatrito S, Vigneri R, 
Pellegriti G. Latero-cervical lymph node metastases (N1b) represent an addi-
tional risk factor for papillary thyroid cancer outcome. J Endocrinol Invest. 
2017;40:1355–63.

32.	 Li Y, Lao L. Comparison of prophylactic ipsilateral and bilateral central lymph 
node dissection in papillary thyroid carcinoma: a meta-analysis. Braz J Otorhi-
nolaryngol. 2023;89:101318.

33.	 Nylén C, Eriksson FB, Yang A, Aniss A, Turchini J, Learoyd D, Robinson BG, Gill 
AJ, Clifton-Bligh RJ, Sywak MS, et al. Prophylactic central lymph node dissec-
tion informs the decision of radioactive iodine ablation in papillary thyroid 
cancer. Am J Surg. 2021;221:886–92.

34.	 Lin B, Qiang W, Wenqi Z, Tianyu Y, Lina Z, Bin J. Clinical response to radioactive 
iodine therapy for prophylactic central neck dissection is not superior to total 
thyroidectomy alone in cN0 patients with papillary thyroid cancer. Nucl Med 
Commun. 2017;38:1036–40.

35.	 Zhao WJ, Luo H, Zhou YM, Dai WY, Zhu JQ. Evaluating the effectiveness 
of prophylactic central neck dissection with total thyroidectomy for cN0 
papillary thyroid carcinoma: an updated meta-analysis. Eur J Surg Oncol. 
2017;43:1989–2000.

36.	 Sterpetti AV. Optimization of staging of the neck with prophylactic central 
and lateral neck dissection for papillary thyroid carcinoma. Ann Surg. 
2015;261:e30.

37.	 Su H, Li Y. Prophylactic central neck dissection and local recurrence in 
papillary thyroid microcarcinoma: a meta-analysis. Braz J Otorhinolaryngol. 
2019;85:237–43.

38.	 Lim H, Devesa SS, Sosa JA, Check D, Kitahara CM. Trends in thyroid 
Cancer incidence and mortality in the United States, 1974–2013. JAMA. 
2017;317:1338–48.

39.	 Driouich Y, Haraj NE, El Aziz S, Chadli A. Impact of pregnancy on papillary 
thyroid carcinoma prognosis. Pan Afr Med J. 2021;38:261.

40.	 Lai Y, Gu Y, Yu M, Deng J. Thyroglobulin antibody (TgAb) positive is an inde-
pendent risk factor for Lymph Node Metastasis in patients with differentiated 
thyroid carcinoma. Int J Gen Med. 2023;16:5979–88.

41.	 Feng JW, Ye J, Hong LZ, Hu J, Wang F, Liu SY, Jiang Y, Qu Z. Nomograms for the 
prediction of lateral lymph node metastasis in papillary thyroid carcinoma: 
stratification by size. Front Oncol. 2022;12:944414.

42.	 Mao J, Zhang Q, Zhang H, Zheng K, Wang R, Wang G. Risk factors for Lymph 
Node Metastasis in Papillary thyroid carcinoma: a systematic review and 
Meta-analysis. Front Endocrinol (Lausanne). 2020;11:265.

43.	 Zhang K, Qian L, Chen J, Zhu Q, Chang C. Preoperative prediction of Central 
Cervical Lymph Node Metastasis in Fine-Needle aspiration reporting suspi-
cious papillary thyroid Cancer or papillary thyroid Cancer without lateral Neck 
Metastasis. Front Oncol. 2022;12:712723.

44.	 Yan XQ, Ma ZS, Zhang ZZ, Xu D, Cai YJ, Wu ZG, Zheng ZQ, Xie BJ, Cao FL. The 
utility of sentinel lymph node biopsy in the lateral neck in papillary thyroid 
carcinoma. Front Endocrinol (Lausanne). 2022;13:937870.

45.	 Wang Y, Deng C, Shu X, Yu P, Wang H, Su X, Tan J. Risk factors and a prediction 
model of lateral lymph node metastasis in CN0 papillary thyroid carcinoma 
patients with 1–2 Central Lymph Node metastases. Front Endocrinol (Laus-
anne). 2021;12:716728.

46.	 Heng Y, Feng S, Yang Z, Cai W, Qiu W, Tao L. Features of Lymph Node Metas-
tasis and Structural recurrence in papillary thyroid carcinoma located in the 
Upper portion of the thyroid: a retrospective cohort study. Front Endocrinol 
(Lausanne). 2021;12:793997.

47.	 Qubain SW, Nakano S, Baba M, Takao S, Aikou T. Distribution of lymph node 
micrometastasis in pN0 well-differentiated thyroid carcinoma. Surgery. 
2002;131:249–56.

48.	 Liu Z, Lei J, Liu Y, Fan Y, Wang X, Lu X. Preoperative predictors of lateral neck 
lymph node metastasis in papillary thyroid microcarcinoma. Med (Baltim). 
2017;96:e6240.

49.	 Xu S, Cheng J, Wei B, Zhang Y, Li Y, Zhang Z, Liu Y, Zhang Y, Zhang R, Wang K, 
et al. Development and validation of circulating tumor cells signatures for 
papillary thyroid cancer diagnosis: a prospective, blinded, multicenter study. 
Clin Transl Med. 2020;10:e142.

50.	 Weng X, YangYang, Cai Y. Clinical Significance of Circulating Tumor Cells 
(CTCs) and Survivin on Predicting Prognosis in Thyroid Cancer Patients. Dis 
Markers. 2022; 2022:5188006.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Risk factors analysis of lateral cervical lymph node metastasis in papillary thyroid carcinoma: a retrospective study of 830 patients
	﻿Abstract
	﻿Introduction
	﻿Materials and methods
	﻿Subjects
	﻿Data collection
	﻿Statistical analysis

	﻿Results
	﻿Clinicopathological features of PTC patients
	﻿Comparison of clinicopathological features among PTC patients with or without central lymph node metastasis
	﻿Comparison of clinicopathological features among PTC patients with or without lateral cervical lymph node metastasis
	﻿Logistic regression analysis of risk factors of central lymph node metastasis and lateral cervical lymph node metastasis

	﻿Discussion
	﻿Conclusions
	﻿References


