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Diferansiye tiroid kanserleri

DTK lerinde 10 yıllık sağkalım %90 ın üzerindedir

Lenf metastaz oranı %20-50

Lokal nüks oranı %15



Metastazlar en sık 6. ve 7. 
kompartmana



Metastazlar en sık prelaringeal ve 
paratrakeal alana olur



Metastazlar aşamalı yayılım yapar



Ameliyat öncesi detaylı US ile değerlendirme



Lenf metastazı risk faktörleri

• Yaş 

• Ekstratiroid invazyon

• Multifokalite

• Lenfovasküler invazyon

• Agresif varyant 

• Bilataral

• Lenfositik tiroidit

• Tümör çapı

The incidence and risk factors for central lymph node metastasis in cN0 
papillary thyroid microcarcinoma: a meta-analysis Eur Arch
Otorhinolaryngol 2017

Predictive Factors for Central Lymph Node Metastasis in Patients with CN0 
Papillary Thyroid Carcinoma: A Systematic Review and Meta-Analysis  2016

To Identify Predictors of Central Lymph Node Metastasis in
Patients with Clinically Node-Negative Conventional Papillary
Thyroid Carcinoma International Journal of Endocrinology 2016



Terapötik / Proflaktif santral diseksiyon

1. Ameliyat öncesi

2. Ameliyat sırasında

3. İzlem sırasında



Santral diseksiyon tam olarak yapılıyor mu?

1. Prelaringeal

2. Pretrakeal

3. Paratrakeal

LENF GANGLİON SAYISI  !!!!



Proflaktik santral diseksiyon yapılmalı mı ?

Prophylactic Central Compartment Lymph Node Dissection in Papillary Thyroid Carcinoma: Clinical
Implications Derived From the First Prospective Randomized Controlled Single Institution Study. J Clin Endocrinol 
Metab 100: 1316–1324, 2015)

Patients: A total of 181 patients with PTC without evidence of preoperative/intraoperative lymph
node metastases (cN0) were randomly assigned to either Group A (n  88) and treated with total
thyroidectomy (TTx) or Group B (n  93) and treated with TTx pCCND.
Results: After 5 years of followup, no difference was observed in the outcome of the two groups.
However, a higher percentage of Group A were treated with a higher number of 131I courses (P 
.002), whereas a higher prevalence of permanent hypoparathyroidism was observed in Group B
(P .02). No preoperative predictors of central compartment lymph node metastases (N1a) were
identified. Only three patients were upstaged, and the therapeutic strategy changed in only one
case.
Conclusions: cN0 patients with PTC treated either with TTx or TTx pCCND showed a similar
outcome. One advantage of TTx pCCND was a reduced necessity to repeat 131I treatments, but
the disadvantage was a higher prevalence of permanent hypoparathyroidism. Almost 50% of
patients with PTC had micrometastatic lymph nodes in the central compartment, but none of the
presurgical features analyzed, including BRAF mutation, was able to predict their presence; moreover, to be aware of 
their presence does not seem to have any effect on the outcome. 
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Proflaktik santral diseksiyon yapılmalı mı ?
Outcomes for patients with papillary thyroid cancer who do not undergo prophylactic central neck 
dissection Br J Surg. 2016   A. R. Shaha

Methods—All patients who had surgery between 1986 and 2010 without CND for PTC were identified. All 
patients had careful clinical assessment of the central neck during preoperative and perioperative 
evaluation, with any suspicious nodal tissue excised for analysis. The cohort included patients in whom 
lymph nodes had been removed, but no patient had undergone a formal neck dissection. Recurrence-free 
survival (RFS), central neck RFS and disease-specific survival (DSS) were calculated using the Kaplan–Meier 
method.

Results—Of 1798 patients, 397 (22·1 per cent) were men, 1088 (60·5 per cent) were aged 45 years or 
more, and 539 (30·0 per cent) had pT3 or pT4 disease. Some 742 patients (41·3 per cent) received adjuvant 
treatment with radioactive iodine. At a median follow-up of 46 months the 5-year DSS rate was 100 per 
cent. Five-year RFS and central neck RFS rates were 96·6 and 99·1 per cent respectively.

Conclusion—Observation of the central neck is safe and should be recommended for all patients with PTC 
considered before and during surgery to be free of central neck metastasis.
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Bilateral ? / İpsilateral ?

Total thyroidectomy alone versus ipsilateral versus bilateral prophylactic central neck dissection in 
clinically node-negative differentiated thyroid carcinoma. A retrospective multicenter study

Methods: The clinical records of 163 clinically node-negative consecutive DTC patients treated between 
January 2008 and December 2010 in three endocrine surgery referral units were retrospectively 
evaluated. The patients were divided into three groups: patients who had undergone TT alone (group A), 
TT with ipsilateral CND (group B), and TT with bilateral CND (group C).
Results: The respective incidences of transient hypoparathyroidism and unilateral recurrent nerve injury 
were 12.6% and 1% in group A, 23.3% and 3.3% in B, and 36.7% and 0% in C. Node metastases were 
observed in 8.7% in group A, 23.3% in B, and 63.3% in C. Locoregional recurrence was observed in 3.9% 
of patients in group A and in 0% in B and C.
Conclusions: We found no statistically significant differences in the rates of locoregional recurrence 
between the three groups. Therefore, TT appears to be an adequate treatment for these patients; CND is 
associated with higher rates of transient hypoparathyroidism and cannot be considered the treatment of 
choice even if it could help for more appropriate selection of patients for RAI. Ipsilateral CND could be an
interesting option considering the lower rate of hypocalcemia to be validated by further studies.



Mikrometastaz oranı yüksek ve bunlar ameliyat öncesi saptanamıyorMikrometastazların klinik önemi yok, komplikasyon oranı yüksek

Lokal nüks oranı azalıyor ve sağkalıma etkisi var

Tg düşüyor. Postop takip kolay, nüks hastalığı saptamak kolay

Doğru bir evreleme yapılabiliyor

Bununla ilgili yeterli kanıt yok

Doğru ancak bunun için fazla risk alınıyor

Evre yükseliyor ve gereksiz RAI tedavisi alınıyor



Reoparasyon zor ve morbidite yüksekGüvenli ellerde makul oranlar

Deneyimli cerrahlar tarafından yapılan santral diseksiyonun morbiditesi düşükTT yaygın uygulanıyor ve çok deneyimli cerrahlar değil



Çelişkili sonuçlar

Karşıt ve yandaş görüşlerin doğru yönleri var

ATA T3 tümör !!!

Her klinik bir strateji belirleyebilir


