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improve regional control of disease. However, there is con-

troversy regarding appropriate levels of the neck that need

to be dissected. In particular, the routine dissection of level A

V remains an annoying and time consuming procedure due 1 =

to the injury of the spinal accessory nerve.

Methods: To identify clinical and pathological predictors of A4 qre] SAFE =4 Aol & 30%04 0% % H

cervical node metastases to level V in papillary thyroid car- 2E 3 Qrh(1-3) i g Z AR Eo] ol gAH o R
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after total thyroidectomy with central neck node dissection. H23HE Ao WFEAF]7] 93 AAS F wHO A

Results: In our series, 11.9% of neck specimens harbored
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of level Il, ll, and IV was 54.7%, 85.7%, and 64.2%, ol o ol L o
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accessory nerve

Fig. 1. The six Levels and six sublevels of the neck according to
the 2002 neck dissection classification update.(22)
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Table 1. Mean number of Retrieved and metastatic lymph node
and percentage(%) of patient with metastatic lymph node
in lateral neck

Neck Number of Number of % of patient
level retrieved LN metastatic LN with metastatic
(mean+SD) (meantSD) lymph node
1T 12.7+5.3 1.4+1.9 54.7 (23/42)
A 9.143.5 0.9+1.4 47.0 (8/17)
1B 44422 0.140.5 5.8 (1/17)
I 11.7+7.4 3.7+3.0 85.7 (36/42)
v 10.3%6.5 2.4+2.4 64.2 (27/42)
\% 7.5%£5.9 0.3+£0.9 11.9 (5/42)
Total 10.5£6.6 2.0£2.5 97.6 (41/42)
T-VI 59.3+17.5 22.9+11.6 100 (42/42)

glom 127(28.5%)NA FZHAS B3, 16 (38.1%)0lA]
270 o] el b4 ®iwo] WHAE i)
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AY =9gom857%) thEod IVFEA(64.2%), 79
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=] 9l ch(Table 1).
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2 o8 ABEE HATHP value<0.05) (Table 2). F ®
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FLXHH] (odds ratio)= 24.693, IVT-41 2] 50% o4+ & o]
2] = 35.1800] ) th(Table 3).
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Table 2. Univariate analysis of variables for metastasis of level V

Patients with

Variables positive node/ P value
total patients
Age (years) <45 3/22 547
=45 2/20
Sex Male 0/3 .677
Female 5/39
Level II metastasis Yes 4/23 237
No 1/19
Level III metastasis Yes 4/36 557
No 1/6
Level IV metastasis Yes 5127 .095
No 0/15
Tumor size <1 cm 0/5 512
=1 cm 5/37
Multifocality Yes 1/26 061
No 4/16
n+m+1v Yes 4/15 .047*
No 1/27
No. of metastatic lymph 1 0/1 .878
nodes in level II-IV =2 5/40
Lymphovascular invasion  Yes 2/8 237
No 3/34
Capsular invasion Yes 4/36 557
No 1/6
>50% metastasis Yes 2/4 .063
in level 1I No 3/38
>50% metastasis Yes 2/11 408
in level III No 3/30
>50% metastasis Yes 4/12 .022%
in level IV No 1/28

*P<.05 between the two categories for a given variable.
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Table 3. Multivariate logistic regression for level V lymph node metastasis

95% CI Exp (B)

Variable B (SE) P value Exp (B)
Lower Upper
Metastasis of II+II1+IV 3.206 (1.502) .033 24.693 1.300 469.050
>50% metastasis in level IV 3.560 (1.492) .017 35.180 1.890 654.822

Constant —5.581 (1.744)

B = beta; SE = standard error; Exp (B); 95% CI = 95% confidence interval.
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