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Abstract Objective: Lymph node metastasis (LNM) often occurs in cNO papillary thyroid microcarcinoma (PTMC). The risk factors for
lymph node metastasis, especially for high-volume metastasis, were investigated in this study. Methods: The medical records of 1,268
consecutive PTMC patients admitted in the Peking Union Medical College Hospital from 2013 to 2014 were reviewed. Their clinical and
pathological features were collected. Univariate and multivariate analyses were performed to identify the risk factors for LNM/high-
volume LNM. Results: Of the 1,268 patients, 416 patients (32.8%) and 43 (3.4%) had LNM and high-volume LNM, respectively. Accord-
ing to the univariate analysis results for the risk factors of LNM, male (42.22% vs. 30.26%, P<0.01), <40 years (<40 years, 48.39%; 40-59
years, 27.62%; =60 years 22.45%, P<0.03), multifocality (41.00% vs. 29.03%, P<0.01), without chronic thyroiditis (36.44% vs. 20.62%,
P<0.01), tumor size >0.5 cm (35.77% vs. 23.05%, P<0.01) were associated with LNM. Meanwhile, according to the multivariate analysis
results, male, multifocality, and tumor size >0.5 cm are independent risk factors for LNM (OR=1.516, 1.743, and 1.788, respectively, all
P<0.05). The protective factors for LNM are 40-59 years, =60 years, and chronic thyroiditis (OR 0.388, 0.301, and 0.472, respectively,
all P<0.05). In the univariate analysis of risk factors for high-volume LNM, the results indicated that being male (6.30% vs. 2.61%, P=
0.005), <40 years (<40 years, 7.62%; 40-59 years, 2.05%; =60 years 0, P<0.001), and tumor size >0.5 cm (4.01% vs. 1.36%, P=0.027) are
associated with high-volume LNM. In multivariate analysis, the results suggest that being male is an independent risk factor for LNM
(OR=2.383, P=0.002), whereas age of 40-59 years is a protective factor for LNM (OR=0.270, P<0.001). Conclusion: Lymph node metas-
tasis often ocucrs in cNO PTMC, whereas high-volume LNM is rare. Being male and <40 years old are risk factors for both LNM and high-
volume LNM.
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1 cNO PTMC BEMBLER S MEBNEEZHBE RS
Table 1  Univariate analysis of risk factors for LNM and high-volume LNM in ¢ctNO PTMC patients
LNM >5 LNM
Item () (+) P () (+) P
n=852 (%) n=416 (%) n=1225 (%) n=43 (%)
Gender <0.001 0.005
Female 696 (69.74) 302 (30.26) 972 (97.39) 26 (2.61)
Male 156 (57.78) 114 (42.22) 253 (93.70) 17 (6.30)
Age (years) <0.001 <0.001
<40 176 (51.61) 165 (48.39) 315 (92.38) 26 (7.62)
40-59 600 (72.38) 229 (27.62) 812 (97.95) 17 (2.05)
=60 76 (77.55) 22 (22.45) 98 (100.00) 0 (0)
Chronic thyroiditis <0.001 0.583
(-) 621 (63.56) 356 (36.44) 942 (96.42) 35(3.58)
(+) 231 (79.38) 60 (20.62) 283 (97.25) 8(2.75)
Capsule invasion 0.468 0.185
(-) 673 (67.71) 321 (32.29) 964 (96.98) 30 (3.02)
(+) 179 (65.33) 95 (34.67) 261 (95.26) 13 (4.74)
Multifocality <0.001 0.180
(-) 616 (70.97) 252 (29.03) 843 (97.12) 25 (2.88)
(+) 236 (59.00) 164 (41.00) 382 (95.50) 18 (4.50)
Tumor size (cm) <0.001 0.027
<0.5 227 (76.95) 68 (23.05) 291 (98.64) 4 (1.36)
>0.5 625 (64.23) 348 (35.77) 934 (95.99) 39 (4.01)
F#2 oNO PTNC BEMEEHBRKEZNS EE N VERARFTSWI FET B,y T S i) 2245 5
Table 2 Multivariate analysis of risk factors for LNM in ¢ctNO PTMC pa- iﬁ?gxﬂ—ﬁ:;ﬁ%@ﬁ*ﬁ%%*% E@i@%ﬁﬂgyﬁaﬁlriﬁxii
fents A IR oNO ST RS KB AR
o o PR ’ HESSAF AR LGRS . (EABIIET , eNO PTMC 163
40-59 years 0.388 0.295-0.509 <0.001 E(J(/H: Béﬁ%@%ﬂ‘] 32.8% E%E E@ﬁﬁ%%\:{%% ‘ri ) HEI]
=60 years 0.301 0.177-0.513 <0.001 TE RN LA S A 55 72 PTMC H B D 2556 8 iy it 7
Male 1516 1.130-2.033 0.006 SIS 2R 2 ARG UCUESE T ARBLAY 4521 - ARl <
Multifocality 1.743 1.342-2.264 <0.001 40 % B Z Rkt R EAE>0.5 em BOE AOIKEL
Tumor size 0.5 cm 1.788 1.309-2.440 <0.001 SEILERL R 48.39% . 42.22% . 41.0% .35.77% , 34
Chronic thyroiditis 0.472 0.340-0.655 <0.001 J2 eNO PTMC K L2555 B ST e R £ Rk, %ot
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Table 3 Multivariate analysis of risk factors for high-volume LNM in

cNO PTMC patients

Item OR 95% Cl P
<40 years 1.000

40-59 years 0.270 0.144-0.508 <0.001
Male 2.383 1.259-4.513 0.008
Tumor size >0.5 cm 2.746 0.965-7.810 0.058
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