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Extent of Prophylactic Neck Dissection in Spo-
radic Medullary Thyroid Cancer

Yon-Seon Kim, M.D. and Suck-Joon Hong, M.D.

Purpose: The extent of prophylactic lateral neck lymph node
dissection is very controversial in medullary thyroid cancer.
This retrospective study was undertaken to evaluate the
efficacy of prophylactic lateral neck lymph node dissection.
Methods: A total of 29 patients underwent curative operation
for medullary thyroid carcinoma at our institution. Of these
29 patients, 13 patients had prophylactic lateral neck dissec-
tion and 16 patients had non-prophylactic lateral neck
dissection. Among 13 patients, one-compartment prophylac-
tic lymph node dissection was performed in 10 patients and
two-compartment prophylactic lymph node dissection was
performed in 3 patients. Postoperative calcitonin level was
evaluated between these groups.

Results: A normalized calcitonin level was detected after
surgery in 74% of patients without lateral neck lymph node
metastases, and in 10% of patients with lateral neck lymph
node metastases. In comparison of prophylactic node dissec-
tion group and non-prophylactic node dissection group, the
rate of normalized calcitonin level after surgery is 100%,
66.7% in stage 1, 100%, 50% in stage 2, 0%, 80% in stage
3, 14.3%, 0% in stage 4. In the patients who one-compartment
prophylactic lymph node dissection was performed, 40% of
patients had positive lymph node metastasis, and 70% had
persistent hypercalcitoninemia. However, there was no post-
operative hypercalcitoninemia in the patients with two-
compartment prophylactic lymph node dissection although
lymph node metastasis was not identified with pathologic
examination.

Conclusion: Prophylactic lymph node dissection was more
effective in the early stage of medullary thyroid carcinoma
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than late stage. The two or more compartment lymph node
dissection is more effective than just one-compartment
dissection for the normalization of serum calcitonin level.
(Korean J Endocrine Surg 2004;4:85-89)

Key Words: Medullary thyroid cancer, Prophylactic lateral
neck lymph node dissection
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Table 1. Primary operative procedures in medullary thyroid cancers

Method of operation

Patient number

Persistent
hypercalcitoninemia (%)

Postoperative
normo-calcitoninemia (%)

Lobectomy 3 3 0
Total thyroidectomy 10 6 4
Lt. Lobectomy, isthmectomy ] 0 ]
+ipsilateral prophylactic MRND
Total thyroidectomy+unilateral MRND
Ipsilateral MRND for clinically lymph node (+) neck 3 0 3
Unilateral prophylactic MRND 6 3 3
Total thyroidectomy+bilateral MRND
MRND for clinically lymph node (+) neck 3 0 3
+contralateral prophylactic MRND
Bilateral prophylactic MRND 2 2 0
MRND for metastatic lymph node
+contralateral prophylactic MRND 1 1 0
+sternotomy
Total Number 29 15 (51.7) 14 (48.3)

MRND = modified radical neck dissection.
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Table 2. Clinical stage and pathologic stage in medullary thyroid
cancers

Clinical Patient Pathologic Patient
stage stage number number
Stage 1 11 I 8
1 2
IVA 1
Stage II 7 I 5
1 1
IVA 1
Stage III 4 111 3
IVA 1
Stage IVA 7 IVA 7
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Table 3. Prophylactic lymph node dissection and the postoperative basal serum calcitonin level in medullary thyroid carcinoma patients

Prophylactic (-)

Prophylactic (+)

Stage
Patient number Normal calcitoninemia (%) Patients number Normal calcitoninemia (%)
Stage I 6 4 (66.7) 2 2 (100)
Stage 11 2 1 (50.0) 3 3 (100)
Stage III 5 4 (80) 1 0 (0)
Stage IVA 3 0 (0) 7 1 (14.3)

Prophylactic (-)
performed.

= prophylactic lymph node dissection was not performed; Prophylactic (+) =

prophylactic lymph node dissection was
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Table 4. Extent of prophylactic lymph node dissection for medullary thyroid carcinomas and postoperative serum calcitonin level

Patient

Extent of prophylactic lymph node dissection Number

Persistent
hypercalcitoninemia(%)

Pathologically metastatic
Node (+) (%)

One compartment MRND
Ipsilateral prophylactic MRND 7
MRND for clinilcally lymph node (+) neck
+contralateral prophylactic MRND
Two compartment MRND
Bilateral prophylactic MRND 2
MRND for clinically lymph node (+) neck
+contralateral prophylactic MRND 1
+sternotomy

3 (42.9) 4 (57.1)

1 (33.3) 3 (100)

Total Number 13

4 (30.8) 7 (53.8)

MRND = modified radical neck dissection.
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