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Abstract. Objective To analyze the clinicopathological features of multifocal papillary thyroid carcinoma (MPTC) and
to explore its treatment strategy. Methods The clinical data of 601 patients with thyroid papillary carcinoma( PTC) who
underwent the first thyroid surgery in Jiangsu Province Hospital of Chinese Medicine from July 2016 to October 2019
were analyzed retrospectively. The clinicopathological characteristics of MPTC and solitary papillary thyroid carcinoma
(SPTC) were compared, and the risk factors for MPTC and central lymph node metastasis (CLNM) were analyzed.
Results Among the 601 cases, there were 202 cases of MPTC, accounting for 33.6%, including 150 cases of bilateral
thyroid cancer, accounting for 74.3% of MPTC. Among MPTC patients, the central and lateral neck lymph node
metastasis rates were 60.9% (123/202) and 13.4% (27/202), respectively. The proportion of MPTC patients with
body mass index (BMI) =25 kg/m”, combined with Hashimoto’s thyroiditis ( HT) , tumor maximum diameter=1 cm,

thyroid capsule invasion, lymph node metastasis in central and lateral neck areas were higher than those in SPTC group
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(P<0.05). The proportion of male, age<55 years old, tumor maximum diameter =1 cm, sum of tumor maximum

diameter =1 c¢m and thyroid capsule invasion of patients with CLNM in MPTC patients were higher than those of patients

without CLNM ( P<0.05). The proportion of patients with nodular goiter in CLNM patients was lower than that in
patients without CLNM (44.7% vs 62.0% , X* =5.770,P<0.05). Conclusion The rate of bilateral cancer is high in
MPTC patients. PTC patients with BMI=25 kg/m*, combined with HT and thyroid capsule invasion are more likely to

have MPTC, and total thyroidectomy is recommended. The incidence of CLNM is higher in MPTC patients with male,

age<55 years old and thyroid capsule invasion, and bilateral central lymph node dissection is recommended.

Keywords: Thyroid cancer; Papillary thyroid carcinoma, multifocal; Central lymph node metastasis; Nodular goiter;

Hashimoto’s thyroiditis; Capsule invasion
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Tab. 1 Comparison of clinical pathological characteristics

/

between MPTC and SPTC  ( case)
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Tab. 2 Multivariate logistic regression analysis of

MPTC in PTC patients

SES B S.E. Wald P{§ OR{Y 95%CI
BMI=25 kg/m’ 0.441 0.184 5.735 0.017 1.555 1.083~2.232
43 HT 0.448 0.191 5.482 0.019 1.565 1.076~2.278

MR k% =1em 0217 0.187 1.338 0.247 1.242 0.860~1.794
IR R A A7 42 0.423 0.207 4.179 0.041 1.527 1.018~2.293
i -1.337 0.166 64.826 <0.001 0.263
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Tab. 3 Clinical pathological characteristics of central
lymph node metastasis in MPTC group ( case)
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TERY (<55 %/ =55 %) 105/18 54/25 8308 0.004
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Tab. 4 Multivariate analysis of risk factors for lymph node

metastasis in the central region of MPTC
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