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Right Paraesophageal Lymph Node Metastasis in Papillary
Thyroid Cancer and Prophylactic Dissection:
A Retrospective Study

Purpose: The purpose of this study is to determine the status of nodal disease, including
the right paraesophageal node, in papillary thyroid carcinoma (PTC).

Methods: A total of 116 patients with PTC underwent total thyroidectomy and
prophylactic central node dissection, including right paraesophageal lymph nodes (RPE
LNs). Metastases to RPELNs were analyzed by site and clinicopathologic variables.
Recurrence rate and post-operative complications were also evaluated by comparing the
right paraesophageal lymph node dissection (RPE LND) with the non-RPE LND group.
Results: Central node metastases were detected in 57 (49.1%) patients; paratracheal and
pre-tracheal lymph node metastases, total RPE LN metastases, and metastases only in RPE
LN occurred in 50 (43.1%), 18 (15.5%), and 5 (4.3%) patients, respectively. Age, tumor size,
tumor longitudinal location, extrathyroidal extension, and multicentricity were insigni-
ficant in RPE LN metastasis (P>>.05). Although there was no significant statistical
difference, tumors with lymphatic invasion and larger tumors (> 1 cm) had more frequent
RPE LN metastases. RPE LN metastases were frequent in deeply located tumors instead of
superficially located tumors (P=0.015). Compared with the non-RPE LND group, the
incidence of post-operative complications (transient hypocalcemia and vocal cord palsy)
was not significantly different and there was no recurrence in both groups during the
follow up period.

Conclusion: The metastatic rate of the right paraesophageal lymph nodes was 15.5%;
83.3% of these were macrometastatic. Prophylactic RPE dissection compared with the
non-RPE LND group, however, did not show a survival difference for 5 years.
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Table 1. Patient demographics and clinical characteristics

Characteristics

Value

No. of patients

Gender Male : Female, N (%)

Age (year), mean (SD), range

Tumor

Size (cm), mean (SD), range
Micro—carcinoma, N (%)
Multicentricity, N (%)
Bilaterality, N (%)
Extrathyroidal extension,
N (%)

Lymphatic invasion, N (%)

Tumor location

Lt. lobe/Rt. lobe/isthmus,
N (%)

Upper pole/mid pole/lower
pole, N (%)

Anterior aspect/deep portion,
N (%)

Nodal metastasis, N (%)
Paratracheal and
pre—tracheal nodes

Rt. paraesophageal nodes
Para-tracheal and
pre-tracheal nodes only
Rt. para—esophageal
nodes only

Operation method

TT with ipsilateral CLND

TT with bilateral CLND

116

18 (15.5) : 98 (84.5)
50.9 (10.8), 27~78
0.9 (0.6), 0.2~4.0

76 (65.5)

33 (28.4)

42 (36.2)

64 (55.2)

32 (27.6)

9 (7.8)/104 (89.7)/3 (2.6)
39 (33.6)/42 (36.2)/34 (29.3)

44 (37.9)/71 (61.2)

57 (49.1)
50 (43.1)

18 (15.5)
39 (33.6)

5 (4.3)

23 (19.8)
93 (80.2)

TT = total thyroidectomy; CLND = central lymph node dissection.
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Table 2. Clinicopathologic characteristics according to right
para—esophageal lymph node metastasis (N=116)

RPE LN (+)
(N=18)

RPE LN (—)

Characteristics (N=98)

Age (year), mean (SD) 48.6 (10.5)
Size (cm), mean (SD) 1.2 (0.5)
Tumor location

Lt. lobe/Rt. lobe,

51.0 (10.5) 0.988
0.9 (0.7) 0.697

0 (0)/18 (100) 9 (9.2)/86 (87.8) 0.590

N (%)

Anterior aspect, 2 (11.1) 42 (43.3)

N (%)

Deep portion, 16 (88.9) 55 (56.7) 0.015

N (%)

Upper pole, N (%) 8 (44.4) 31 (32.0) 0.324

Mid pole, N (%) 6 (33.3) 36 (37.1)

Lower pole, N (%) 4 (22.2) 30 (30.9)
Extrathyroidal 12 (66.7) 52 (53.1) 0.319
extension, N (%)

Lymphatic invasion, 8 (44.4) 24 (24.5) 0.106
N (O/O)
Bilaterality, N (%) 6 (33.3) 36 (36.7) 0.483

Multicentricity, N (%) 5 (27.8)
Micro-carcinoma, 8 (44.4)
N (%)

28 (28.6) 0.141
68 (69.4) 0.148

Table 3. Clinicopathologic characteristics according to right
para-esophageal lymph node metastasis in unila-
teral papillary thyroid cancer (N=74)

Characteristics RP(ENE;‘z()ﬂ RP(ENEEZS ) P
Age (year), mean (SD) 47.6 (9.1) 51.1 (10.5) 0.148
Size (cm), mean (SD) 1.1 (0.5) 0.9 (0.6) 0.395
Tumor location

Lt. lobe/Rt. lobe, 0 (0)/12 (100) 4 (6.5)/55 (88.7)

N (%)

Anterior aspect, 1(8.3) 27 (43.5)

N (%)

Deep portion, 11 (91.7) 35 (56.5) 0.024

N (%)

Upper pole, N (%) 6 (50.0) 17 (27.4) 0.107
Mid pole, N (%) 2 (16.7) 28 (45.2)
Lower pole, N (%) 4 (33.3) 17 (27.4)
Extrathyroidal 7 (58.3) 30 (48.4) 0.098
extension, N (%)
Lymphatic invasion, 5 (41.7) 13 (21.0)
N (%)
Multicentricity, N (%) 3 (25.0) 9 (14.5) 0.116
Micro—carcinoma, 6 (50.0) 42 (67.7) 0.091

N (%)

RPE LN = right para-esophageal lymph node; Lt = left; Rt =
right. P-value from chi-square test for parametric data,
Fisher's exact test for non-parametric data and Student’s
t-test.

Table 4. Recurrence rates and post-operative complication

RPE LN = right paraesophageal lymph node; Lt = left; Rt =
right. P-value from chi-square test for parametric data,
Fisher's exact test for non-parametric data and Student’s
t-test.

Gender Male : Female, N (%)

Age (year), mean (SD), range

T-stage T1/T2/T3, N

N-stage (+/-), N

Median f/u period (months)

Recurrence rate (%)

Complication  Transient hypocalcemia, N (%)

RPE LND group (N=116) Non-RPE LND group (N=99) p
18 (15.5) : 98 (84.5) 8 (8.1):91 (91.9) 0.069
50.9 (10.8), 27~78 491 (10.4), 26~82 0.274

96/8/2 91/8/0 0.392
54/54 49/50 0.527
54 63 <0.01
0 0 N/A
0 (25.9) 28 (28.3) 0.411
3.1 2 (2.0) 0.656

Transient vocal cord palsy, N (%)

RPE LND = right paraesophageal lymph node dissection; Median F/U period = median follow-up period. P-value from chi-square
test for parametric data, Fisher's exact test for non-parametric data and Student’s t-test.
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