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N Stage: Controversies and Recent Issues

Hye Sook Min

Department of Pathology, Seoul National University College of Medicine, Seoul, Korea

The current TNM staging including N staging has been suggested as a gold standard for the appropriate
therapy in the well differentiated thyroid cancer patients. N staging was established based on histopathologic

findings, however,

clinicopathologic factors, such as clinical metastasis (macrometastasis),

large node metastasis (=3

the newly suggested prognostic factors for the revision of N staging include some

cm),

exfranodal extension and the number of metastatic node. Recently, American Thyroid Association reported
the possibility that the low-risk group patients would be overestimated as high-risk group patients that leads
fo the overtreatment, the following unnecessary complication and the economic cost. The preexisting N1a/N1b
classification by anatomical location of metastatic node still remains as a strong prognostic factor; however,
many evidences indicated that the clinicopathologic factors described above should be considered in the
risk stratification in the near future. Thus, it needs to be stressed that the four factors of micrometastasis, large
node metastasis (=3 cm), gross or microscopic extranodal extension and multiple metastatic node (>5 cm)
have been established as negative or positive prognostic factors and should be noted in clinical practice.
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Table 1. N stage in differentiated thyroid cancer (TNM stage)”

NX Regional (nearby) lymph nodes cannot be assessed

NO No spread to nearby lymph nodes

N1 The cancer has spread to nearby lymph nodes
Nia Spread to level VI LNs around the thyroid in the neck (called pretracheal, paratracheal, and prelaryngeal/Delphian)
N1b Spread to other LNs in the neck (called cervical; levels |, I lIl, IV, V)

or LNs behind the throat (retropharyngeal)
or LNs in the upper chest (level VI, superior mediastinal)

o

7]

2

of gtr}h. E3H A TNM ¥ 7|0 A

o LogeE  ouf 55 93 ARYmEe] dolt gk AL o
B2 A (selective neck dissection) 2] 74 A A (~90%)> ST AL Mot g AL
H HzHo Mg o7 o, 2xH BRE=ZE EA SAlE "zl Hol 24o] glo] & HzHR9)
(radical neck dissection)2] 7%= A= A9 7} Aojut =07 WAL= ‘oA O|(skip metastasis)’
22107 o4 SUE AL AWSHL gk e 9 o] H9E 20%0] o2} 535 ¥ ofLje} v Yz
of 42 BuskA] R Aoolw AmAMo} itk Az W Mol A90] MR 3%k uasl ut
W NOE HAIF 4 glon,) 9 A oo Pyzde ik
AAFE W N §7]5 AstA F7HE 4= =X ol2|gt N ¥7]= 4541 o]/e] Sxte] A% A4
gt FAIAQ Ag2 = AHolth QI TNM ®7]9] AAe] thg- & I3 vlZek T1 o
SIS dzddole Hl=Tt tfe Erhal Tl B L A o2t & 4 =), Tio|HA
g 4 e, 2ol mEd dukA el B EAA Y Noo|H HA| Al B7|= 1o &oht 4R d=4o
ol M= oF 80%, UIAIAE] B-% oF 65%01 o|=27]71A] Hol7} sttt QoW (Nla) B7] 2 AFETh &
dzAMo|7t Bago] k™ uhd A Hel HEE 3 9F FZHo| Mot shete QoW (NIb) vhR
of Qlof 1L AFAAEA L] oJul= tf-& SFaE o], & 7] Va2 AT 0], T4ao] T3|7} &5 Hzdo| A
A dzddol= &L dSUA|BErts 4 o7 Y= 5ot A2 Y7ol sfgotA Hrt o]= df
Aol ZYAel YAz 7FEa ok a2y FobA z]rof ofsf vl HZA 77 o5l A7)
SIS TS T, E, HEO|E R HAE 7lest= T ¥7]8 dEste oF Ax=
217 T T8 FER=0] YRR FRolA §Ids] AAIE Zoln, /44 A8 qlof g2 ==tdE& A
o2 o= AA|ZQl Bt ehxpe] 49 Hof A Arstal Qltt.
AAQl FFE nFoar & 4 glon, meba 4y o) iy A5, 55 TNM 7|5 A-85HA]
UE2 ERVAAY AR adbsE HS5E 5 = %= o 7|HEY ATE AHEW TNM ¥7]9 &
ZES AE F sto|th™ ol2igt ojulolA Bt =4 grlof thgh g2 A" ARSI o
ArAero] Az Aol 4 1 ¥yr] AHL oA £ —+ ]2 AFAIEES] (American Thyroid Association, ATA)

TR T % 9 Aol SIME Al WA 714 v ek B
a =]
= R

HIZHMolo] ot £X 5 B, gz F= el N1 719l /W 3 AlEeke] 54 AA o 2t
£ H5o] & o A o &2 g5l = F7h L3t §7] e ogstaiat sk Aotk &, A™
AR B Aol ST d=ZHoA FHE 74 Lo satS n9dTtel 2dAId o EN SZ st
o] Fi Wl R Foll = 7 AR B¢ 5 A 25 WA stof $AYSH= v A 7o BAE T
9% ARUZAE HolF /5ol Brhz 230 9l & ZaA7ITA s Holth A2 wISo] =d
o e A4 BIE TS FES BE BT W N ¥719) ARSE 0 2102 BeE 5 9
Apgre) Mo] AR olZ0] BASAUT F 4 Y & AAERE olAo|micometstasiy, 2717} 2
o}’ B3t AR o R 55 AR dzEo] Ho|7t 7} Yz H o] (large node metastasis), HZH FHRZ 3
2 5511 E§EY JZ Ao FHol= uj ERE AHo=w % (extranodal extension), & T & 0]9] 7}4>(number of
oreld itk A YA o2 YLA] o, X metastatic node) 5 5 4 ek
Nla2} N1be| Hl-&2 A o] | 5gh HlER HiE1 g)

Vol. 5, No. 2, 2012 110



N Stage: Controversies and Recent Issues

O] Al A O] (micrometastasis) 2
OLARA o]m]
o o

N

o Aol WEE U o

mmBErTh ZFe F7]0] A=z

AT )
o S

w0 of
s fob

1)
Hrlrﬁg

00

1o

=

=

™

o

rlr

=)

o r

f

ol

el

)
oo T

O

o

=
f

o 1%
N

il
M of ML P o oX
o X & o

)
1o
i =0
o
&
gk
A
pacs
i)
N
ol
riu
)
ol
)

ox
o
ol
flo
of
O>"
o
o
o
ot}l
offt F
iz
_O'_I‘
v B

%0,
rlr
N
N
(o]
£
=2 a
rir
i rlo
o

(o]
&
J};ﬂ

oz
ox
ON
o
ot
ol
fr
o
(o
o b
b
g g
o
o,
o
[\S)
g
3
a
o flo
oo
Hd

f
=
Ho
L)
Mo
a
>
o0&
[
i
o
4
LN
=y
RN
o i)
=
rg =
2 28
N o

>
ol
&
oY,

S
>,

(¢}
>
ot
e
#’
o
Ay
o,
i
oY
i)
i
N

i)
oz

BX
>
lo [H
(o]

T

2
ot

4

1-15%9] Hizg YAD =
(benign inclusion)2}9] ZF
2 93 Yushd T2edol Waslt,
29 N0l Hole Shaktof
Aol &5 7H 2kttt
$o SafEES Bthe
32%)" Ol Aol E 7P FRfo] 74 A8
Lt AgE ¥ Zort gleAdd doiae 2ES
W22l Estar glon, 11 o] f+= o] AtolA ulAlH
o5 Holz AT YA o] SRRpofA B
=olth
o] =4l digt dFHQl Ao fAol = =75,
2T FRAES Ao e FEIES 27171 2

ot

g
e
lo

T

-
Moo

e
N
=) N
Y Rl S
ol
ol
5
o =
£ g by
—E‘:{OB ry
Qo
Qb ox ko

2 o
o

-

AL RE AgE WS Fort gleAl, uAdel”

AZko] B2 2 mm oo A B, 1

Agsetel tle 5o Amazo] W] va| F47)

o] §1%7} 60% 0|9t 2 H ik = o]

Ago] A9 = s

of Zzo] Weg Hrolztn
T mAAo] Yao 27|
(large node metastasis)

FmAdo] Wao] 27|17k Bxte] AR (disease
a

free survival) ¥ QQ1 Eo]& AJ&E8(cause specific

111 J Korean Thyroid Assoc

survival) of Y 0]

+elo] Hugh vup glon, o] Aite] mhe} U2 Kuma
W] WAt Aded A2 dZ Ml &
FHEoE FZE709] 273 em 7[R0l whef 119
21 Aoz ea ok o 79 95
W 3717} 3 emE Z2IsHE Hold @At e et
T2 HA ALY oF 3% o0 o]E2 BAKoR
FoHl B2 FAAEET E2> Y2ES HYT
Sugitani 5% A FAFEO] ©F 10%0]4] 3 cm o] A}F

o] 2 Hold ¥AE AR A FofsHA W2
m

HZ22e Bustgct o] 9o

—_
[a]

URHA R 27] 23 0] Amael 71zl o] 7}
% ofele BEolth B ATHO| MU PRy
4% A 290 ZAY Yol 27|18 V1FoR 3
gom @y Yoot nPY 4 Holk Y42 F
Fsto] BB nfet Sg Alokol Ao Ho|
40| b2 T7]9} ol o] Weln 2% 42k vl
Shut 2fol7t wrgstul, G4 e DR WU
a0z FPALS| Yo 2 xjo|2 Holug hr

of £4% Bast Uk

o =
PEHHo Ha| YY Tz

X% (extranodal extension)

i
o
l
oz
o
02,
1o
o
)

o X S
H oo

ok
[P

(oA
o, ol
]

*
ol

2 |

g ol

I

o S

2
2y
Jo TE

flo

el —{II. i)
BN

ro hu

)

B
1o o
Ho ot

1o
o KL
=)
=)
c rE o
re

)
(o
fiu
1o
o
o>
£
fir 4o

2 4z
fur
i)
o
~

o ol

o

1

1o

>

R[S TR T
o R
N
rE
iy
o
)
rlo
[

2

= o,

N N

X g ol

oy M o
e $

i of I o X
4 o

2 >

‘T
=
rr
el
=
ox.
y
MN
=2
>

ok
1o

N
o
&
=)
=

-
by
= LA Vo> o ANV o R o> R

X
N
E
N
N
o
I
so o |y g

)

0
AN
o
ot
ot
|
)
T N ’
‘&
N
o
o ¥
>
[e]
o o rr

z flo
M
B>
)
ne
i
)
AT
;
oZ

BN

i

i
0
u)

Ni

r

e,

re

e

-

o,
Mo
4t



YmgHo| Yoo FHEY W olRrl 2l Fhsat
qd S BASHAt Y o, o] Ao o
=y 29127 A 7|2 e ool F
24 Wgol A2 79 PRET $3AT weps)
TRs A2 Exl, Wl Brhsstol gnan A
AASoF E -5 Ex & 50kl o] 5 ExE A
RS A B2 LAY EL E2 HEES Hole
Ang EHoR 98 4 Atk 4EHoR U
ks BE WiksE AR B A9, KU
Y Fuzz Fgolert x| 257 BA| 715
Holere Hrtael oA ofulst cshal Aoz A
& o %lon, ol & FEEtE 7)ol wet thE
ZIE €5 4 Ue the 2 FHo] S
UTE E HE HioA s §obHQl HEd Sz
At ot AujF Al d=2d FHxA 359 F
Lo M W&o wgkon]” ot YzA ol )
7370 ol Wl s SOl TR 2 0 T IV}
|&£2 072 WEE = persistent discase @AT0] -§-2]5}F

Al 7kette Aag vk
o] A9 ;
(number of metastatic node)

Pt 01]/\1 3 ol B s
70l Holl A9 9ol
% Dy 2eS "otk E3E Leboulleux 5
2 A o] 47} 57 o5, 6-107H, 107] Z7te)
Xﬂﬁ]ﬂ- per51ster1t dlseaseE ]—%3]“—-—‘3] AA

T
J;

Bslol 988 Maslich %

7éiq-oﬂ}\-]h HEg 2T A Ho|7t Qs A =8 LA

. = —_—

AL e o] g AlAbsY, 71Ed o] He ol

Table 2. Risk of recurrence based on the characteristics of the lymph node metastasis
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Pathology Specific characteristc Median  Range Source
Pathologist N1 Clinical NO 2% 0-9% Wada 2008, Bardet 2008, Yamashita 2009, Cranshaw 2008
<5 metastatic nodes 4% 3-8% Leboulleux 2005, Bardet 2008, Sugitani 2004
>5 metastatic nodes 19% 7-21%  Leboulleux 2005, Sugitani 2004
Clinical N1 22% 10-42% lto 2004, Cranshaw 2008, lto 2009, Wada 2003, Barder 2008,
lto 2006, Ito 2005, Wada 2008, Moreno 2011, Wada 2008
Clinical N1 with 24% 15-32% Leboulleux 2005, Yamashita 2009

extranodal extension
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