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Abstract
Introduction: The most established endocrine problems are thyroid cancer. Differentiated thyroid cancers (DTCs) usually come in 
papillary and follicular forms [1]. Thyroid cancers are now more time-honored than ever, accounting for 1% of all cancer instances 
recognized yearly [2]. Follicular kinds have a better impact than aggressive anaplastic types, while follicular types have a higher 
outlook than papillary types. 

Objective: How long-term survival for patients with unique thyroid carcinomas is predicted to be? Age, sex, bulk size, participation 
of lymph nodes, far away organ metastasis, surgical intervention, and differentiation 

Methods: At the medical institution of Zagazig University, the surgical department, 123 patients obtained thyroid surgical process 
for differentiated carcinoma between 2018 and 2022. (96 for papillary sort most cancers and 27 for follicular kind cancer). Post-
operative mortality, histopathology findings (multifocality and differentiation), local and distal lymphatic invasion, 

Results: Follow-up At the surgical branch of the Zagzig University, ninety-six sufferers with papillary cancer underwent surgery; the 
typical patient age was once 43.7/-16.0 years, and the male to girl ratio used to be 1:7. The 5-year mortality price after follow-up 
used to be 90.9% for papillary forms and 84.0% for follicular types, respectively. The average follow-up period was once 4.6/- 4.9 
years. Twenty-seven instances (average age: 49.5/- 15.9 years, males: 7, females: 20, male to girl ratio: 0.35%) underwent follicular 
carcinoma surgery. 

Conclusions: Age type of pathological character of thyroid tumor affecting the survival of patients.

Keywords: Thyroid Malignancy Prevalence; Folly; Color Carcinoma; Papillary Carcinoma; Factors Affecting Survival; Patients 
Mortality Rate

Introduction and Objectives 

The most acquainted endocrine illness is thyroid cancer. 
Differentiated thyroid cancers (DTCs) mainly come in papillary 
and follicular varieties [3]. Thyroid cancer is now prevalent for 
1% of all cancer cases observed yearly, making it more frequent 
than ever [4]. The prognosis is higher for papillary varieties than 

follicular types, and it is more significant for follicular types than 
aggressive anaplastic types. Because of early prognosis and chemo-
radiation treatments, lifespans have accelerated over the final 15 
years [5]. Thyroid nodules are about four times greater common 
in girls than in men. In contrast, the median age is 47 years old, 
and every guys and women’s well-known heights vary from sixty to 
sixty-ninety-nine years historically [6]. 
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Papillary carcinoma is the most frequent type of thyroid cancer, 
accounting for 65-80% of all thyroid malignancies. New nodules 
enhance at a fee of about 0.1% per yr when they first show; 
conversely, after publicity to head and neck radiation, they advance 
at a heap’s quicker price (* 2% per year) [7].

The debate about the severity of ailments has been documented 
by way of long-term survival regardless of repeated illness. 
While hemithyroidectomy is a surgical desire for papillary and 
medullary carcinomas, it is additionally a surgical opportunity for 
follicular and hurtle mobile neoplasms. Patients with papillary, 
follicular, and Hurthle cellular carcinomas had 10-year relative 
mortality expenses of 93%, 85%, and 76%, respectively [8]. 
Early bleeding and recurrent nerve affection had been two of the 
surgery’s complications; on the other hand, the recurrence—a 
hassle that happens less regularly with incomplete excision 
but more regularly with recurrent reoperation—was the most 
serious [7]. Total thyroidectomy is the most radical procedure 
for all sufferers because, primarily based on the final histology, it 
frequently indicates thyroid cancer, which is usually silent and no 
longer clinically ubuntupuntilntilre genuinely about to complete 
the operation [9]. Differentiated thyroid carcinoma (DTC) desires 
long-term follow-up after excision for explanations of residing 
quality, public health, and the propensity for recurrence. The 
outstanding existence of people with thyroid cancer is impacted 
by hypothyreosis, which has a one-month latency halt. Identify 
the kind of affected character, especially primarily based on the 
information, prognostic variables, and postoperative restoration 
period [10].

Determining a long survival length will require consideration of 
the cases existing at the moment of treating the hazard of dying. In 
addition to the points of the tumor and the TNM categorization, a 
range of specific elements additionally affect survival. They have 
an impact on a range of factors, such as the form of surgery, the 
patient’s immune system, the tumor’s unresolved relationship with 
lymphocytic infiltration, and the patient’s follow-up care for iodine 
deficiency and ionization, which have been seemed at the use of a 
variety of techniques, used to be as soon as examined via lookup 
organizations from the United States and Europe [11].

People living with Cancer often speak about their favor of dying 
in the path of their first workplace visit. Therefore, it is critical to 
classify matters precisely to predict cancer-specific death. PTC and 

one-of-a-kind stable tumors are, in many instances, staged using 
the TNM (tumor, node, and metastasis) staging method developed 
through the American Joint Committee on Cancer (AJCC). This 
staging approach divides the tumor size into age classes and bills 
for the primary tumors loss-by, metastatic lymph nodes, and far-off 
metastases. In tumor registries around the world, the AJCC/TNM 
device is commonly used and performs nicely in the assessment 
of distinctive staging categories [12]. A few modifications in the 
most cutting-edge AJCC eighth model are supposed to amplify the 
accuracy of the disease-specific mortality prediction [13].

It is fundamental to recognize three key differences. First, the 
diagnostic cutoff age increased from below forty-forty-five to fifty-
five. This shift was supported by a global multicenter learn about 
involving nearly 10,000 patients, proving that sufferers older than 
55 havlanguishinguishing between these levels III and IV disease 
[14], so we selected patients below 40 years old. The minor 
extrathyroidal extension (mETE), also known as asymptomatic peri 
thyroidal invasion, has poor They are not solely considered, which 
come to be also be reevaluated in the AJCC eighth version. (i.e., no 
longer visible on intraoperative view or imaging assessment). The 
previous AJCC 7th version labeled any tumor containing mETE as 
T3 [15].

Survival is, on the other hand, attainable despite conflicting 
debts involving its act on ongoing or relapsing sickness in the 
thyroid mattress or cervical lymph nodes. Due to these factors, 
the AJCC eighth model has divided the T3 classification into two 
categories: T3b for tumors with ETE, which is referred to as gross 
encroachment of the strap muscle, and T3a for tumors more 
significant than 4 cm that are constrained to the thyroid gland [16].

The aim

•	 What is the prognostic determinant of papillary and follicular 
carcinoma growth survival?

•	 Attributes of the patient and a tumor, obligatory surgical 
treatment techniques, the affordability of iodine, and 
prognostic variables.

•	 Response to different management.

Methods 

Between 2018 and 2022, 123 sufferers acquired differentiated 
thyroid carcinoma surgical methods at the Zagzig University 
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surgical department. 69 for papillary carcinoma and 27 for 
follicular carcinoma).average age: 43.7/-16.0 years, male: 17, 
female: 79, male: woman ratio: 1:7). For papillary and follicular 
types, the 5-year mortality charge after follow-up was once as 
quickly as 90.9% and 84.0%, respectively and the follow-up time 
used to be on familiar 4.6/- 4.9 years. Follicular carcinoma surgical 
operation used to be carried out on 27 men and women (average 
age: 49.5/- 15.9 years, males: 7, females: 20). We totaled the data for 
123 sufferers and brought the consequences of our retrospective 
research. Survival is influenced by the post-operative and working 
follow-up chart as accurately as the patients’ connection for follow-
up. Histology the specimens and findings for differentiated tumor 
types, lymph node affection distal spread, a couple of focality age 
considerable than forty years, and iodine supply also habits and in 
addition to discovering out the examples of approaches that might 
moreover prefer iodin 131 post-operatively include thyroidectomy, 
either total thyroidectomy or partial thyroidectomy ( lobectomy or 
near total). However, sufferers of the 1/3 form depart more thyroid 
tissue behind. Results of iodine consumption with or without 
radiotherapy

Exclusion and inclusion criteria 

All patients included in our study

•	 Except late metastatic cases that already survival 
measurement has no role

•	 Non differentiated type of thyroid cancer

Surgical treatment 

thyroid lobectomy versus total thyroidectomy

The opportunity of thyroid cancer mortality or thyroid most 
cancers recurrence is unaffected by way of the preference between 
near total thyroidectomy NTT and total thyroidectomy TT (with or 
barring  RAI therapy). A reliable study shows that after NTT, 
those with low-risk disorders can safely view the contralateral lobe 
[17,18]. 

Indications for lobectomy versus total thyroidectomy

For treating T1 and T2 tumors that are constrained to the 
thyroid because the amount of thyroidectomy has no bearing on 
DTC survival (39) .and, that recovery from recurrence following 
lobectomy is possible with no negative consequences for typical 

longevity. Still, the But the total thyroidectomy must band e in T3, 
a T4 with risk of recurrent laryngeal nerve injury and parathyroid 
removal.

Treatment with radioactive iodine

Only patients receiving TT and working towards the following 
objectives [21] should be given postoperative RAI consideration. 

•	 Ablation (destruction of remaining thyroid tissue, which can 
increase the sensitivity of serum Tg measured during follow-
up, 

•	 Adjuvant treatment (destruction of microscopic occult 
disease to lower risk of recurrence), 

•	 Treatment (destruction of persistent or metastatic disease 
to improve disease-free survival or overall survival), and 

•	 Improved staging with post-treatment Whole body scan 
(WBS).

Results

Follow-up At the surgical department of Zagazig University, 
ninety-six cases with papillary carcinoma acquired surgical 
remedy (average age: 43.7/-16.0 years, male: 17, female: 79, male: 
woman ratio: 1:7). For papillary and follicular types, the 5-year 
mortality charge after follow-up was once as quickly as 90.9% and 
84.0%, respectively and the follow-up time used to be on familiar 
4.6/- 4.9 years. Follicular carcinoma surgical operation used to 
be carried out on 27 men and women (average age: 49.5/- 15.9 
years, males: 7, females: 20). Enhanced CT is used for diagnosis of 
exiting malignant tumors that can differentiate between benign 
and malignant mass but can’t differentiate between types of 
malignancy that done only after ct guided, or we guided accurate 
cut The figure biopsy. Figure, as a result, believes that patients ought 
to think about whether NTT has been positioned to exist. Patients’ 
protection protocol from recurring against types of operation 
and techniques still disparity with some surgeons from recurrent 
laryngeal, parathyroid affection and hormonal depending after 
total thyroidectomy that protected in lobectomy or NTT near-total 
thyroidectomy, recurrent laryngeal nerve affection highly affected 
after recurrent thyroidectomy or even after total thyroidectomy, 
that difficult identified in the vicinity of the operative field figure 
3 [22,23] (Table 1).
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Adaptation to Therapy Suggest the next steps follow
Outstanding Response Early reduction in follow-up  

intensity, regularity, and TSH  
suppression level

Intermediate and low 
hazards

Every 12–24 months,  
non-stimulated Tg and TgAb 
should be considered; if the 

results are negative, no further 
imaging is required.

Uncertain Response Reduced follow-up intensity,  
regularity, and TSH suppression 

degree Active monitoring  
sequential imaging of vague  

tumors; Tg and TgAb without  
stimulation every 12 to 24 months

Defective biochemical

Structural Incomplete

Response TSH levels should be 
comparable to the Tg curve. Active 
surveillance means Tg levels that 
are stable or dropping every 6 to 

12 months, non-stimulated Tg and 
TgAb, stimulated Tg if clinically 
necessary, and a 12-month neck 

ultrasound. Reduction of TSH 
(mild)Increased amounts of Tg or 
TgAb = More research individual 
strategy using hybrid, functional, 
or anatomical imaging. Reduction 

of TSH
Response Consider the actionable 

and non-actionable structural 
signs of disease when using an 

individualized strategy. Reduction 
of TSH

Table 1: Shows follow-up tactics depending on how well the 

initial therapies worked.

Gender: 0.28- 0.20
Age: <0.0001 - 0.046

Size: 0.48 0.20
T1-2-3-4: <0.0001 <0.0001

Distal spread: <0.0001 <0.0001
Nodal positive: 0.01 0.046

Invasion: 0.37 0.29
Surgery technique: 0.47 0.11

Multiple facilities: 0.47 0.6
Capsule invasion: 0.05 0.08

Iodine: 0.66 0.7
Gender - sex of patient; Age – age of patient over 40.

Table 2: Survival factors of papillary and follicular cancer patients 
(Kaplan Meier curves - p-value) Papillary cancer Follicular  

cancer).

A thyroid hormone alternative is no longer necessary because 
thyroid tissue is preserved in PT. Outcome—outcomes In addition 
to a heightened strain on the body and mind, hypothyroidism may 
have a significant socioeconomic impact on the structure of early 
retirement or income loss [24,25]. Even after a lobectomy, many 
people, on the other hand, require hormone choice therapy, and 
50% of human beings who endure hemi thyroid surgery run the 
hazard of growing hypothyroidism [26]. 

Tg ranges may additionally also be much less complex to 
measure after TT [27].

Response strategies

Long-term follow-up in DTC is essential to identify health 
issue recurrence in patients declared disease-free and disease 
improvement in patients with chronic conditions. A second goal 
is to accomplish control the side consequences of the preliminary 
therapy, such as hypothyroidism and hypoparathyroidism. As 
used to be already stated, the hazard of disease persistence or 
recurrence in LRPTC is relatively lw, and lowered individual follow-
up depends upon the surgical manner and whether or no longer RA 
is as employed [29]. Patients on AS, as used to be previously stated, 
have a particular follow-up protocol.

Initial hazard of a continual or recurrent illness based on 
the patient’s response to remedy 6-18 months after the unique 
treatment, follow-up techniques ought to be sophisticated. It 
ought to, more often than not, be predicated on Tg level, Tg Ab 
detection, and imaging results (stratifying threats dynamically). 
If the imaging scan reveals significant tumor foci, the patient’s 
therapeutic reaction is classified as structurally incomplete. 

The treatment reaction is instead classified as exceptionally 
good if Tg and TgAb levels are undetectable, indeterminate if blood 
Tg tiers are low, or biochemically incomplete if Tg tiers are high if 
the imaging check is negative (Table 3) [30,31].

Followed up

•	 The clinical personnel who will look after the patient needs 
to be knowledgeable about managing thyroid cancer. 
Additionally, there is a desire for an agreement related to the 
care of the affected individual between the group and one-of-
a-kind scientific professionals’ initial response to treatment 
(Table 1).
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•	 The healthcare authorities should be available to interact with 
sufferers and their households and be organized to reply to 
patients’ questions about the warning signs and symptoms 
and contraindications of treatments at all tiers of follow-up. 
They reassure patients, assist them in overcoming their fears, 
and be geared up to reply to questions from the public.

•	 By ensuring that appointments are available for the length of 
the different follow-up times, the facility’s infrastructure helps 
the patient’s follow-up. In addition, it assumed that the top-
notch US would be furnished at some point of follow-up or, if 
possible, furnished immediately.

•	 The affected man or woman be accompanied through the way 
of acquainted centers by the research about the procedure.

Papillary cc. Follicular cc.
The age/years of 
patients 40<

0.002 0.011

size of tumor <0.0001 0.003
Distal spread <0.0001 <0.0001
Nodal positive <0.0001 0.171

Table 3: Prognostic risk factors: Cox regression analysis (p).

Byar study (1979): All 507 Μ Μ Μ
Cady results (1988): DTC 755 Μ Μ Μ

Sanders outcome (1998): DTC 1019 Μ Μ Μ n.s. n.s.
Mazzaferri study (1994): DTC 1355 Μ Μ Μ Μ Μ Μ Μ
Sellers study (1992): DTC 212 n.s. Μ n.s. Μ Μ n.s. n.s.

Simpson results (1987): PTC 1074 n.s. n.s. Μ n.s. n.s. n.s. n.s.
Hay outcome (1987): PTC 860 n.s. Μ Μ Μ n.s. n.s.

Hay outcome (1993): PTC 1779 n.s. Μ Μ Μ n.s. n.s. n.s. Μ
Akslen study (1993): PTC 173 Μ n.s. n.s. n.s. n.s. n.s. n.s. n.s.

Kashima (study 1998): PTC 1533 n.s. n.s. n.s. Μ n.s. Μ
Present our study PTC 386 n.s. n.s. Μ Μ Μ n.s. n.s. n.s. n.s.

Simpson study (1987): FTC 504 n.s. Μ Μ Μ Μ Μ
Mueller-G.study outcome (1990): FTC 149 n.s. n.s. Μ n.s.

Shaha study (1995): FTC 228 n.s. Μ Μ Μ n.s.
Present our study FTC 106 n.s. n.s. Μ Μ n.s. n.s. n.s. n.s. n.s.

 Table 4: Prognostic factors influencing survival Author Type N Gender Size pT4. Met. Node. Ulti. Infiltrate. Surg. Iodine.

•	 Following the whole thyroidectomy with or without 
radioiodine, Tg and Tg Ab tiers usually are the fundamental 
elements to consign response toe to the initial remedy and the 
follow-up after TT. According to RAI therapy, the metrics used 
to measure a patient’s response to cure change (Table 6).

Benefits of a thyroid lobectomy over a complete 
thyroidectomy Disadvantages of partial thyroidectomy versus lobectomy

Reducing surgical dangers to enhance Surgical finish prognosis and radioactive iodine administration risk

Supplementing with thyroid hormone may not be 
required.

Patients with thyroiditis or only a tiny amount of tissue may still need 
thyroid hormone supplements.

similar longevity No indication of a rise in quality of life

If completion surgery is required, neither the surgical 
risk nor the result is changed.

NSuitableble for patients with moderate and intermediate risks.
Thyroglobulin may not be suitable for further testing.

Table 5: Lists the benefits and drawbacks of partial thyroidectomy versus total thyroidectomy.

Modified from: Hartl DM, Guerlain J, Breuskin I, Hadoux J, Baudin E, Al Ghuzlan A, Terroir-Cassou-Mounat M, Lamartina L, Leboulleux S. 
[14]. Thyroid Lobectomy for Low to Intermediate Risk Differentiated Thyroid Cancer. Cancers (Basel). 2020 Nov 6;12(11):3282.
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Responsive Definition
Outstanding Response There are no structural, biochemical, or 

clinical signs of an illness.
Negative imaging with Nonstimulated Tg 

0.2 ng/mL and Stimulated Tg 1 ng/mL 
plus Undetectable TgAb

Uncertain Response Biochemical or structural anomalies that are 
not specific enough to be reliably classified 

as benign or malignant

Negative imaging with nonstimulated Tg 
0.2 ng/mL and stimulated Tg 1 ng/mL 

plus undetectable TgAb
Biochemical Incomplete Response  
readings over time at constant or  
increasing TSH levels

Absence of a localizable structural illness 
but abnormally elevated serum Tg and  

rising Tg TgAb levels

Nonstimulated 0.2-1 ng/mL, Stimulated 
Tg 1-10 ng/mL, Stable or Declining TgAb 
values, and Unspecific MRI study results

Incompletely structural tumors Response persistent or recently discovered, 
remote or local, and with or without  

abnormal Tg or TgAb

Whether in anatomical (US, CT),  
functional (WBS), or hybrid (18FDG-PT/

CT) imaging, structural evidence of 
 illness

Table 6: Risk stratification determined by treatment reaction 6–24 months after the first round of therapy (total thyroidectomy plus 

RAI).

Adapted from: Haugen and Cols. [2] Tuttle and Cols. [18] Momesso DP and cols [22].

Tg: thyroglobulin; TgAb: thyroglobulin antibodies.

Analysis of survival information

I am using the Kaplan-Meier method, which takes into account 
tumor-specific death. Cox regression is used to analyze data. SPSS 
for Windows used to be as quickly used for statistical study. We 
in distinction the frequency and a while related with tumors of 
all varieties from a histological standpoint at some stage in two 
remarkable periods of TNM staging and operation method types. 

According to the Kaplan-Meier survival curves, factors that 
have a terrible impact on sturdiness consist of age over 40, 
oligometastases, distal thyroidal invasion, lymph node invasion, 
and capsule infiltration. Survival was unaffected via multifocality, 
sex, the diploma of thyroidectomy (total or near-total vs. a lot less 
than near-total), or lymphocytic involvement (Table 2).

Staging T4 tumors, which locally amplify spherical the thyroid 
gland, have decreased survival fees than T1, T2, or T3 stage tumors, 
which can be both papillary or follicular. Typically, sufferers with 
stage T4 tumors entirely require hospice procedures. There is no 
discernible version in the survival of stage T1, T2, and T3 cases. 
At the time of early diagnosis, 3 (0,035%) people with papillary 
carcinomas and 1 (0.037%) with the follicular crew had far-
off metastases. Each cohort’s sufferers passed away during the 

follow-up time: remote metastases and awful survivability in each 
category, according to Cox regression analysis (p), age, tumor 
size, distance friendly social ablbedspreadfect the prognosis of 
dddiffedifferentiateddthyroid carcinoma.

The result used to be marginally amended in each instance with 
the aid of lymphocytic infiltration; on the other hand, now, not 
significantly.

Discussion 

DTC instances have grown to be more rearrangements in PTCs 
established via radiation have been identified [32]. Two unique 
studied hazard variables are elongated standing goiter and family 
history. Chromosome loss or aneuploidy has been located in 10% 
of all papillary carcinomas and, more dominant recently, in 25-
50% of all sufferers who leave out away as a remaining result 
of these lesions [17]. Papillary kind is proximately perpetually 
linked with BRAF V600E mutation positivity [33]. The prognosis 
is significantly much less genuinely subsidiary for males, but the 
difference is customarily negligible. Gender used to be an impartial 
prognostic component for longevity; according to some sources the 
jeopardy of demise from most cancers was once roughly twice as 
immoderate for grownup adult males as it used to be for girls [34]. 
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Albeit there is the same hazard of long-term survival for teenagers 
with thyroid carcinoma (80% at 20 years), the standardized 
mortality ratio is plenty more preponderant than prognosticated 
[34]. Up to 10% of differentiated thyroid carcinomas can invade 
the gland/lymph node and ‘s outer toughen-hen into the close with 
the avail of tissues, developing morbidity and mortality. As many 
as one-third of patients with domestically invasive tumors omit 
away from most cancers internal ten years, and recurrence fees are 
two cases more dominant [35]. One unearth information regarding 
determined nodal metastases found in 36% of 8029 adults with 
papillary carcinoma, 17% of 1540 victims with follicular carcinoma, 
and up to 80% of youngsters with papillary carcinoma [36].

An enlarged cervical lymph node can, moreover, be the definite 
signal of thyroid carcinoma. In these patients, more than one nodal 
m case is typically placed at the surgical method [37,38]. Virtually 
10% of victims with papillary carcinoma and up to 25% with far-
off tumors embellished with follicular carcinoma. At the time of 
diagnosis, these metastases are conspicuous in about 50% of cases 
[39]. In 13 searches involving 1231 patients, the following have 
been the areas cited as a long way away metastases: lung (49%), 
bone (25%), every single lung and bone (15%), central worried 
machine (CNS) or unique remote tissues (10%) [40]. Patient age is 
one of the essential designators of the remaining result for patients 
with some distance away. And the tumor’s metastatic location, 
its faculty to aurally perceive 131I, its appearance on a chest 
radiograph, its endured enhancement after one (131)I therapy, 
its age ameliorated than 45, and its gender in cases of follicular 
cancer [41]. The expeditious arm of chromosome eleven (11p) 
is misplaced as follicular adenomas progress, and effacements of 
the genes 3p, 7q, and 22q emerge to be concerned with the shift 
to follicular carcinoma [20]. RAS mutations or PAX8/peroxisome 
proliferator-activated (PPARc) rearrangements are current in 
follicular thyroid cancers [42].

Other than TNM relegation, different variables, such as tumor 
size, lymph node metastases, and far-off metastases, have an 
impact of two sorts of differentiated thyroid cancer [43].

According to the findings of retrospective research, one-of-a-
kind scoring structures have been developed. Table 4 compares 
statistics key authors believed to be imp essential elements 
affecting their survival. In our cull, the two sublime varieties of 

differentiated carcinomas have been examined, the with and avail 
of one as having unique natural deportment. In the PTC and FTC 
groups, age is the quintessential prognostic quandary during 
early diagnosis. After age 40, mortality and recurrence quotes 
ascend; alternatively, older cases experience early recurrences 
and die after recurrences, which endorse expeditious mitosis and 
histological changes. The consequential and secondary tumors 
have a minimized uptake of the isotope 131I. Our findings show 
that papillary carcinomas were more hooked up and manifested 
themselves in the anterior than mundane, all via the length of our 
research. Widespread use more immensely colossal the diagnostic 
outcome.

All types of thyroid cancer; differentiated thyroid cancer; 
follicular cancer; infiltrate -- the presence of lymphocytic invasion; 
Iodine - consumption of iodine; a ways off metastasis, or met; 
Multif - a neoplasm with more than one foci; N stands for “patients,” 
Present lymph node most cancers is referred to as a node, and n.s. 
pT4 - tumor size in the presence of extrathyroidal invasion; PTC 
stands for papillary cancer; patient’s gender and sex; size—tumor 
measurement in the absence of extrathyroidal spread; surgical 
scope (complete or almost complete thyroidectomy versus a lot 
less than almost whole thyroidectomy); A 0.05 M-significant value. 
In the preceding 20 years, US-assisted aspiration for cytology and 
frozen section for the period of surgical has procedure have ceased 
up commonplace. The share of stage T4 victims was once unaffected 
by using the upward jab in the range of victims with papillary 
carcinomas [44]. Best sturdiness is performed when thyroid gland 
nodes are dealt with early in the path of thyroid cancer, as is when 
thyroid carcinoma is operated on [45]. Cytology’s nodal distinction 
plays a significant phase in the surgical plan. Following surgical 
procedures, they did adequately for instances of cancer malignancy 
(C3-C5) that had been nice or suspicious. First, do away with one 
lobe if the high-quality needle check is negative; if the fixed pattern 
should, it should function as a whole thyroidectomy. Protection of 
the parathyroid and larynx repeatedly. If the frozen part is suspect 
and unclear, we go on to the almost complete section, where the 
ideal evaluation appears. Stage T1 solitary papillary carcinomas 
barring  metastases, don’t want any extra operations. During 
the research period, we carried out essential radical strategies 
on forty-five PTC sufferers in our hospital: 19 total and 26 near-
total thyroidectomies, as correctly as eight lobectomies. Eighty-
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five situations required surgery to be finished. Thirty-six sufferers 
underwent their first sura at are current italsent hospital, and 
we were recommended to them for their 2nd surgical system, 
notably based on their histology findings. The closing 12 situations 
involved 4 cases who underwent intraoperative frozen sections 
that failed to rule out malignancy or produced falsely benign 
(benign) diagnoses. Total thyroidectomies were performed in 
six instances, near-total thyroidectomies in fifteen cases, and 
lobectomies in one case. In 6 cases (27%), residual tumors had 
been found in the thyroid tissue as soon as removed. Twenty-five 
sufferers ucompletcomplete lobeeloblobe lobectomyyresect find-
outfit-out period, which is now not viewed as being sufficiently 
radical via using current therapeutic recommendations. This 
disproportionately wide variety can be attributed to the patients’ 
opposition to extra surgery. Seven patients underwent FTC as 
the initial procedure, found through the ability of complete (in 3 
patients) or almost whole (in 4 patients) thyroidectomies. Eight 
sufferers had profitable surgeries. Three of these patients had been 
recommended by another health center after their preliminary 
surgery. Histological evaluation of the remaining 4 cases revealed 
residual tumors in 1 of the specimens taken at some point of 4 
complete and five almost total thyroidectomies. Between the 
groups, paresis of the recurrent laryngeal nerve occurred in 2.2-
3.4% of instances and chronic hypoparathyroidism in 2.2-7.1%. 
According to the research, lymph node metastases occur between 
35 and 60 percent more frequently in PTC sufferers than in FTC 
patients (15 to 20 percent less frequently). Its incidence in cases 
of childhood PTC can achieve 80%. They can moreover be located 
alongside papillary “microcarcinomas” (tumors much less than 1 
centimeter in diameter), and they may be the preliminary clinical 
signal of the circumstance that prompts a diagnosis. 134 (34.7%) 
of our 386 PTC people had lymph node metastases. This approach 
might also reduce the extent of patients who initially gather a 
biopsy and then, as a stop result of the histology results, require a 
2nd operation to furnish an everlasting surgical cure for the thyroid 
tumor. Local dissection (LD) or modified radical neck dissection 
(MRND) are two surgical methods that can tackle cervical lymph 
node metastases with a therapeutic or preventative measure [46].

Less intense LD proponents contend that lymph node metastases 
do not affect survival. Neck dissection proponents contend that 
MRNDs executed as a preventative measure can become aware of 
lymph node metastases in up to 70% of cases with lousy palpation 

results. In most instances, completely the lymph nodes on the 
factor of thyroid, mos and t cancers are affected. Forty-four LDs 
and 10 MRNDs had been carried on the e for the cervical lymph 
nodes that had metastasized to close-by organs on one occasion 
once as soon as palliative removal. In sixty-three individuals, 
more surgeries for recurrent lymph nodes involvement carried 
out. Eight sufferers required just one surgery, focus needed two 
more, one affected individual wanted three, and any other affected 
person desired four. Following LDs, four humans underwent some 
event surgery. Following MRNDs, there were sixteen Follow-up 
checks on seven patients with wrist recognize stage recognized 
primarily based on imaging techniques and histology-established 
lymph node metastases. We observed no proof that individuals 
with LDs the aid of myself had a greater relapse charge than those 
patients who had MRNDs; however, over the previous ten years, 
we have modified our method and now advocate performing 
MRNDs by the literature’s recommendations. On the predictive 
value of the autoimmune response to thyroid carcinoma, the 
scientific literature is divided. High TSH or thyroid gland-specific 
antibody stages have been linked to malignant transformation, in 
accordance to some writers [47]. Others observed that papillary 
carcinoma cases with Hashimoto thyroiditis or lymphocytic 
infiltration had better prognoses [20]. Clinical and immunological 
lookup on differentiated thyroid carcinomas has produced findings 
that confirm the immune gadget performs a critical section in 
keeping the disease under control. Previously, each autologous 
human immune desktop and human carcinoma were transplanted 
into SCID (severe blended immune deficient) rodents. Our findings 
confirmed the magnitude of the immune system’s function. 
Patients with PTC who had lymph node tumors were likelier to 
have seen lymphocytic infiltrations than those who did not. By at 
once sensitizing the lymphocytes in the lymph nodes, tumor cells 
accomplishing the regional lymph nodes motivate a more marked 
lymphocytic infiltration. This could be the purpose of the lower 
back of this phenomenon in PTC instances. Although there used to 
be no statistically sizable difference, lymphocytic infiltration was 
once as soon as related to a marginally higher prognosis in each 
PTC and FTC case in our sufferers throughout the study time. The 
unfolding of minimally invasive surgical cures in thyroid surgical 
operations is some other reason why it is essential to carefully 
sketch the scope of operations at the same time as bearing in 
mind the distinct prognostic factors [40]. Iodine isotopes, often 
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131I, had been current in excessive concentrations in the nuclear 
cloud, as is known adequately after radiation [48]. As a result, 
specialists are looking at how generally thyroid gland diseases, 
especially carcinomas, are occurring. By now, the majority of 
patients come with the papillary type, which is more common 
in younger due to radiation or genetic cause, and environmental 
factors and progresses aggressively and is accompanied by the aid 
of autoimmune thyroiditis [49].

 In conditions the location the ailment is persistent or recurrent, 
a whole thyroidectomy can also be necessary. Developing the 
quantity of recurrence threat factors (such as aggressive variants, 
ETE, pathologist-reported exceptional margins, gross disease 
invasion cautioned through the way of the surgeon, massive 
angioinvasion, or lymphovascular), or If the condition is chronic 
or constant, a total thyroidectomy may also be necessary. Contain 
stains factors that increase the risk of recurrence (such as ETE, 
aggressive variants, significant margins reported by pathologists, 
or gross disorder reported by surgeons) invasion, substantial 
angioinvasion, or lymphovascular), or discovering evidence of a 
lymph node or distant metastasis after lobectomy a good follow-
up. The most appropriate time physique for complications-free 
thyroidectomy has been counseled to be three months [28].

Finally, TT may also additionally restrict repeat costs and 
facilitate Tg stage monitoring (mainly when RAI is used); on the 
other hand, it will increase mortality. Comparatively speaking, the 
lobectomy preserves some inherent thyroid characteristics even as 
being plenty less invasive (Table 2).

According to the latest research data, lobectomy is a plausible 
remedy for LRPTC sufferers during their disease’s progression. 

However, AS turns financially first-rate at age 69; additionally, 
after consulting with the endocrinologist and the surgeon, 
who need to additionally take into consideration the patient’s 
socioesocioeconomic statusushniand c origin and get proper entry 
to pleasant care, the depth of surgical margin in LRPTC have to be 
determined: benefits and side effects of the procedures done in 
Table 5.

Monitoring following total thyroidectomy and lobectomy

The findings of the neck US are primarily used to provide 
information on the follow-up of cases who have long gone through 
lobectomy. Introduction of benign tumors.

These individuals may also fully receive ongoing follow-up. 
Tg and Tg Ab values over 12 months while on levothyroxine. To 
attain TSH levels in the usual or average range (0.5-2 IU/mL), 
levothyroxine dosage should be gradually increased. Interest 
assessments in specialized schools are debatable following 5-10 
years aside from evidence of health problems causes caused 
possibility recur minimal (69,70). Minor ailments t that can bar the 
issue be determined with neck US [50]. 

This study The choice for neck US monitoring is then again up 
for discussion, though, as researchers have has indicated that the 
danger of false-positive effects on neck US is excessive and may 
additionally result in inadequate remedy and follow-up. Or use CT 
for a more accurate diagnosis that gives the actual mass size and 
CT-guided true cute in follicular changes misdiagnosis (Figure 1).

Figure 1: CT enhanced present thyroid carcinoma.

Figure 2: Showing papillary thyroid cancer with loss of nuclei.
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Figure 3: Showing lt. Laryngeallaryngeal nerve.

The histopathological type is crucial in the types of treatment 
and follow-up, and chemoradiation. Further; the papillary type is 
the common reappearing after the histopathologic examination 
[51]. The effect of these preliminary outcomes on affected 
character consequences has no longer been proven, and the ATA 
recommendations advocate easy surveillance for suspicious lymph 
nodes with a dimension of 10 mm (for lateral nodes) or eight mm 
(for central nodes) in the speedy axis. If there are no additional 
abnormalities in the preliminary neck ultrasound, we hope that a 
subsequent neck ultrasound would possibly now not be deliberate 
until three to 5 years after the preliminary treatment, if at all. 
In opposition to this, serum Tg ranges that increase over time 
generally suggest strengthening and persistent medical issues and 
should be examined with imaging tests. The modest rate of LRPTC’s 
mortality, recurrence, and persistence enable safe guidelines for 
specialized approaches to management [52].

Adjuvant radioactive iodine therapy after total thyroidectomy:

The choice to move on with adjuvant RAI therapy should 
consider the risks and advantages of RAI in patients with a low risk 
of recurrence and that delayed diagnosis of the disease does not 
shorten survival. Currently, the decision and recommendation for 
RAI treatment in this population of patients are primarily based 
on retrospective studies [12-53] showing no significant impact 
of adjuvant RAI therapy on overall or disease-free survival as 
well as prospective data from the NTCTCSG registry showing no 
significant impact of RAI treatment in low-risk patients [5-54] from 
multivariate analyses. Other finding table 6.

Ablation resistant tissues

Used ablation after total thyroidectomy and In the setting of a 
typical cervical US, individuals with detectable Tg Ab levels and 
those with higher postoperative Tg levels may choose to explore. 
Multivariate analytics from numerous independent predictors 
of illness recurrence, according to research, is the postoperative 
serum Tg level. Other findings are in Table 6.

In summary, Papillary and follicular thyroid carcinomas have 
a correct prognosis. They have low tumor-related mortality rates, 
and contemporary diagnostic and therapeutic techniques have 
led to rising survival rates over the previous ten years [15]. By 
figuring out and using the predictive elements of survival, we can 
create a customized surgical method that addresses the scope 
of the surgical intervention, the need for follow-up care, and 
the regularity and extent of follow-up visits. The demographic 
parameters of the populace we studied with differentiated thyroid 
carcinomas have been the same as those published in different 
geographic areas. Cox regression evaluation located that in 
papillary carcinoma cases, table 5. While in sufferers with follicular 
carcinoma, age, more incredible thyroidal growth, and far-off 
metastases are quintessential prognostic variables, those with pT4 
stage tumors, far-off metastases, and lymph node metastases are 
not. Although there was no discernible difference, lymphocytic 
infiltration suggested a marginally multiplied prognosis for every 
llary and follicular patient group. Iodine intake had no discernible 
impact on survival in either papillary or follicular carcinoma 
cases. However, in contrast to follicular carcinoma cases, the 
frequency of papillary carcinoma situations extended signifies 
the high iodine intake. This result is mainly attributable to using 
ultrasound imaging as a screening machine and cytological 
examination. Although re-operations are now no longer constantly 
necessary due to the fact pre- and intraoperative diagnostic 
methods are not constantly totally reliable, both one after the 
other or in combination, definitive operations are acknowledged 
to have the lowest incidence of problems (recurrent laryngeal 
nerve paresis and hypoparathyroidism). In cases of cervical 
lymphadenomegaly, pursuits diagnostic ultrasound imaging of 
the thyroid gland ought to be performed, followed, if required, by 
cytology (ultrasound-guided, if needed). This method could time 
limit a range of cases which, at what, wins a biopsy and then, as 
a result of the histology results, require a 2nd operation to furnish 
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a definitive surgical cure for the thyroid tumor itself. The choice 
of surgical technique depends on stages; radiotherapy is adjuvant 
and ablaremnantreminnet tumor.

Conclusions 

•	 Based on long-term follow-up data on sufferers with papillary 
thyroid carcinomas and follicular thyroid carcinomas, we 
located that age below 40, pT4 stage tumor, far-off metastases, 
and lymph node metastases are important prognostic factors 
in papillary carcinoma, extrathyroidal growth, and far-off 
metastases are full-size prognostic elements in patients with 
follicular carcinoma. The influence on lymph node metastases 
was once minimal in this latter group. According to files from 
the literature, patients over forty have a terrible prognosis.

•	 Lymphocytic infiltration influences people with papillary or 
follcarcinomas’cinomas prognoses.

•	 Neither papillary nor follicular carcinoma patients’ survival 
is drastically impacted by iodine intake. However, in contrast 
to follicular carcinoma cases, the frequency of papillary 
carcinoma cases accelerated due to the elevated iodine 
intake.

•	 There used to be no statistically substantial difference 
between sufferers who skilled radical (total or almost 
whole thyroidectomy) versus an awful lot of much less 
radical operations in phrases of survival. (NTT resection). 
Associated with the 2018 rule.

•	 Papillary carcinomas’ multifocal seem (present in 33.2% 
of our cases) did no longer considerably affect survival, but 
considerably more residual tumors have be tumors covered 
for the length of concluding operations for multifocal 
carcinomas than in those that are carried out for lone 
carcinomas. This helps a novel surgical treatment technique 
for papillary carcinomas. 

•	 Careful consideration should be given to prognostic variables 
when choosing patients for minimally invasive procedures.

•	 We observed no proof that patients who underwent 
neighborhood lymph node dissection (LD) had a higher 
relapse charge than those who underwent modified radical 
neck dissection (MRND). However, until our files are tested 
in a better pattern of sufferers or supported with the aid 
of the usage of other researchers, we advocate performing 
MRNDs in line with the advice in the scientific literature.

•	 Radiotherapy has indicative roles in ablation after total or 
remittance of issues in DTC.

•	 Choice of operation depending on stage and neck lymph 
nodes.

1. Rondeau G and Tuttle RM. “Similarities and differences in 
follicular cell-derived thyroid cancer management guidelines 
used in Europe and the United States”. Seminars in Nuclear 
Medicine 41.2 (2011): 89-95.

2. Haugen BR., et al. “American Thyroid Association Management 
Guidelines for Adult Patients with Thyroid Nodules and 
Differentiated Thyroid Cancer: The American Thyroid 
Association Guidelines Task Force on Thyroid Nodules and 
Differentiated Thyroid Cancer”. Thyroid 26.1 (2016): 1-133.

3. Tuttle RM., et al. “Controversies, Consensus, and Collaboration 
in the Use of (131)I Therapy in Differentiated Thyroid Cancer: 
A Joint Statement from the American Thyroid Association, 
the European Association of Nuclear Medicine, the Society of 
Nuclear Medicine and Molecular Imaging, and the European 
Thyroid Association”. Thyroid 29.4 (2019): 461-470.

4. Brierley JD., et al. “A comparison of different staging systems.’ 
predictability of the patient outcome. Thyroid carcinoma is an 
example”. Cancer 79.12 (1997): 2414-2423.

5. Tuttle RM., et al. “Updated American Joint Committee 
on Cancer/Tumor-Node-Metastasis Staging System for 
Differentiated and Anaplastic Thyroid Cancer (Eighth Edition 
What Changed and Why?)” Thyroid 27.6 (2017): 751-756.

6. Nixon IJ., et al. “An International Multi-Institutional Validation 
of Age 55 Years as a Cutoff for Risk Stratification in the AJCC/
UICC Staging System for Well-Differentiated Thyroid Cancer”. 
Thyroid 26.3 (2016): 373-380.

7. Tam S., et al. “Survival in Differentiated Thyroid Cancer: 
Comparing the AJCC Cancer Staging Seventh and Eighth 
Editions”. Thyroid 28.10 (2018): 1301-13010.

8. Randolph GW., et al. “The prognostic significance of nodal 
metastases from papillary thyroid carcinoma can be stratified 
based on the size and number of metastatic lymph nodes, as 
well as the presence of extranodal extension”. Thyroid 22.11 
(2012): 1144-1152.

33

Retrospective Study on the Predictive Survival Variables and Therapeutic Response in Differentiated Thyroid Cancer

Citation: Hassan A Saad., et al. “Retrospective Study on the Predictive Survival Variables and Therapeutic Response in Differentiated Thyroid Cancer". 
Acta Scientific Otolaryngology 5.11 (2023): 23-35.

https://pubmed.ncbi.nlm.nih.gov/21272682/
https://pubmed.ncbi.nlm.nih.gov/21272682/
https://pubmed.ncbi.nlm.nih.gov/21272682/
https://pubmed.ncbi.nlm.nih.gov/21272682/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4739132/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4739132/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4739132/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4739132/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4739132/
https://www.liebertpub.com/doi/10.1089/thy.2018.0597
https://www.liebertpub.com/doi/10.1089/thy.2018.0597
https://www.liebertpub.com/doi/10.1089/thy.2018.0597
https://www.liebertpub.com/doi/10.1089/thy.2018.0597
https://www.liebertpub.com/doi/10.1089/thy.2018.0597
https://www.liebertpub.com/doi/10.1089/thy.2018.0597
https://pubmed.ncbi.nlm.nih.gov/9191532/
https://pubmed.ncbi.nlm.nih.gov/9191532/
https://pubmed.ncbi.nlm.nih.gov/9191532/
https://pubmed.ncbi.nlm.nih.gov/34062032/
https://pubmed.ncbi.nlm.nih.gov/34062032/
https://pubmed.ncbi.nlm.nih.gov/34062032/
https://pubmed.ncbi.nlm.nih.gov/23083442/
https://pubmed.ncbi.nlm.nih.gov/23083442/
https://pubmed.ncbi.nlm.nih.gov/23083442/
https://pubmed.ncbi.nlm.nih.gov/23083442/
https://pubmed.ncbi.nlm.nih.gov/23083442/


9. van Velsen EFS., et al. “Comparing the Prognostic Value of the 
Eighth Edition of the American Joint Committee on Cancer/
Tumor Node Metastasis Staging System Between Papillary 
and Follicular Thyroid Cancer”. Thyroid 28.8 (2018): 976-981.

10. Nava CF., et al. “Impact of the updated TNM staging criteria 
on prediction of persistent disease in a differentiated thyroid 
carcinoma cohort”. Archives of Endocrinology and Metabolism 
63.1 (2019): 5-11.

11. Tuttle RM., et al. “Estimating the risk of recurrence in 
differentiated thyroid cancer after total thyroidectomy and 
radioactive iodine remnant ablation: using response to therapy 
variables to modify the initial risk estimates predicted by the 
new American Thyroid Association staging system”. Thyroid 
20.12 (2010): 1341-1349.

12. Lamartina L., et al. “Low-risk differentiated thyroid cancer 
and radioiodine remnant ablation: A systematic review of 
the literature”. The Journal of Clinical Endocrinology and 
Metabolism 100.5 (2015): 1748-1761.

13. Scheffel RS., et al. “The BRAF (V600E) mutation analysis and 
risk stratification in papillary thyroid carcinoma”. Archives of 
Endocrinology and Metabolism 64.6 (2021): 751-757.

14. Scheffel RS., et al. “BRAF mutations in thyroid cancer”. Current 
Opinion in Oncology (2021).

15. Haugen BR., et al. “American Thyroid Association Management 
Guidelines for Adult Patients with Thyroid Nodules and 
Differentiated Thyroid Cancer: The American Thyroid 
Association Guidelines Task Force on Thyroid Nodules and 
Differentiated Thyroid Cancer”. Thyroid 26.1 (2016): 1-133.

16. Sugitani I., et al. “Three different kinds of papillary thyroid 
microcarcinoma should be recognized: our treatment 
strategies and outcomes”. World Journal of Surgery 34.6 
(2010): 1222-1231.

17. Russ G., et al. “European Thyroid Association Guidelines for 
Ultrasound Malignancy Risk Stratification of Thyroid Nodules 
in Adults: The EU-TIRADS”. European Thyroid Journal 6.5 
(2017): 225-237.

18. Tuttle RM., et al. “Estimating the risk of recurrence in 
differentiated thyroid cancer after total thyroidectomy and 
radioactive iodine remnant ablation: using response to therapy 
variables to modify the initial risk estimates predicted by the 
new American Thyroid Association staging system”. Thyroid 
20.12 (2010): 1341-139.

19. Kwon H., et al. “Active Surveillance for Patients With Papillary 
Thyroid Microcarcinoma: A Single Center’s Experience in 
Korea”. The Journal of Clinical Endocrinology and Metabolism 
102.6 (2017): 1917-1925.

20. Molinaro E., et al. “Active Surveillance in Papillary Thyroid 
Microcarcinomas is Feasible and Safe: Experience at a Single 
Italian Center”. The Journal of Clinical Endocrinology and 
Metabolism 105.3 (2020).

21. Rosario PW., et al. “Active Surveillance in Adults with Low-Risk 
Papillary Thyroid Microcarcinomas: A Prospective Study”. 
Hormone and Metabolic Research 51.11 (2011): 703-708.

22. Lamartina L., et al. “Follow-up of low-risk thyroid cancer 
patients: can we stop follow-up after five years of complete 
remission?” European Journal of Endocrinology 182.5 (2020): 
D1-16.

23. Smulever A and Pitoia F. “Active surveillance in papillary 
thyroid carcinoma: not readily accepted but possible in Latin 
America”. Archives of Endocrinology and Metabolism 63.5 
(2019): 462-469.

24. Tuttle RM., et al. “Natural History and Tumor Volume Kinetics 
of Papillary Thyroid Cancers During Active Surveillance”. JAMA 
Otolaryngology – Head and Neck Surgery 143.10 (2017): 1015-
1020.

25. Brito JP., et al. “A Clinical Framework to Facilitate Risk 
Stratification When Considering an Active Surveillance 
Alternative to Immediate Biopsy and Surgery in Papillary 
Microcarcinoma”. Thyroid 26.1 (2016): 144-1449.

26. Ito Y., et al. “Patient age is significantly related to the 
progression of papillary microcarcinoma of the thyroid under 
observation”. Thyroid 24.1 (2014): 27-34.

27. Miyauchi A., et al. “Estimating the lifetime probability of disease 
progression of papillary microcarcinoma of the thyroid during 
active surveillance”. Surgery 163.1 (2018): 48-52.

28. Sugitani I., et al. “Indications and Strategy for Active 
Surveillance of Adult Low-Risk Papillary Thyroid 
Microcarcinoma: Consensus Statements from the Japan 
Association of Endocrine Surgery Task Force on Management 
for Papillary Thyroid Microcarcinoma”. Thyroid 31.2 (2021): 
183-192.

29. Mazeh H., et al. “Familial nonmedullary thyroid carcinoma”. 
Thyroid 23.9 (2013): 1049-1056.

34

Retrospective Study on the Predictive Survival Variables and Therapeutic Response in Differentiated Thyroid Cancer

Citation: Hassan A Saad., et al. “Retrospective Study on the Predictive Survival Variables and Therapeutic Response in Differentiated Thyroid Cancer". 
Acta Scientific Otolaryngology 5.11 (2023): 23-35.

https://pubmed.ncbi.nlm.nih.gov/29848239/
https://pubmed.ncbi.nlm.nih.gov/29848239/
https://pubmed.ncbi.nlm.nih.gov/29848239/
https://pubmed.ncbi.nlm.nih.gov/29848239/
https://pubmed.ncbi.nlm.nih.gov/30864625/
https://pubmed.ncbi.nlm.nih.gov/30864625/
https://pubmed.ncbi.nlm.nih.gov/30864625/
https://pubmed.ncbi.nlm.nih.gov/30864625/
https://pubmed.ncbi.nlm.nih.gov/25679996/
https://pubmed.ncbi.nlm.nih.gov/25679996/
https://pubmed.ncbi.nlm.nih.gov/25679996/
https://pubmed.ncbi.nlm.nih.gov/25679996/
https://pubmed.ncbi.nlm.nih.gov/34033285/
https://pubmed.ncbi.nlm.nih.gov/34033285/
https://pubmed.ncbi.nlm.nih.gov/34033285/
https://pubmed.ncbi.nlm.nih.gov/20066418/
https://pubmed.ncbi.nlm.nih.gov/20066418/
https://pubmed.ncbi.nlm.nih.gov/20066418/
https://pubmed.ncbi.nlm.nih.gov/20066418/
https://pubmed.ncbi.nlm.nih.gov/29167761/
https://pubmed.ncbi.nlm.nih.gov/29167761/
https://pubmed.ncbi.nlm.nih.gov/29167761/
https://pubmed.ncbi.nlm.nih.gov/29167761/
https://pubmed.ncbi.nlm.nih.gov/28323932/
https://pubmed.ncbi.nlm.nih.gov/28323932/
https://pubmed.ncbi.nlm.nih.gov/28323932/
https://pubmed.ncbi.nlm.nih.gov/28323932/
https://academic.oup.com/jcem/article/105/3/e172/5607347
https://academic.oup.com/jcem/article/105/3/e172/5607347
https://academic.oup.com/jcem/article/105/3/e172/5607347
https://academic.oup.com/jcem/article/105/3/e172/5607347
https://pubmed.ncbi.nlm.nih.gov/31683339/
https://pubmed.ncbi.nlm.nih.gov/31683339/
https://pubmed.ncbi.nlm.nih.gov/31683339/
https://pubmed.ncbi.nlm.nih.gov/31482955/
https://pubmed.ncbi.nlm.nih.gov/31482955/
https://pubmed.ncbi.nlm.nih.gov/31482955/
https://pubmed.ncbi.nlm.nih.gov/31482955/
https://pubmed.ncbi.nlm.nih.gov/28859191/
https://pubmed.ncbi.nlm.nih.gov/28859191/
https://pubmed.ncbi.nlm.nih.gov/28859191/
https://pubmed.ncbi.nlm.nih.gov/28859191/
https://pubmed.ncbi.nlm.nih.gov/26414743/
https://pubmed.ncbi.nlm.nih.gov/26414743/
https://pubmed.ncbi.nlm.nih.gov/26414743/
https://pubmed.ncbi.nlm.nih.gov/26414743/
https://pubmed.ncbi.nlm.nih.gov/24001104/
https://pubmed.ncbi.nlm.nih.gov/24001104/
https://pubmed.ncbi.nlm.nih.gov/24001104/
https://pubmed.ncbi.nlm.nih.gov/29103582/
https://pubmed.ncbi.nlm.nih.gov/29103582/
https://pubmed.ncbi.nlm.nih.gov/29103582/
https://pubmed.ncbi.nlm.nih.gov/33023426/
https://pubmed.ncbi.nlm.nih.gov/33023426/
https://pubmed.ncbi.nlm.nih.gov/33023426/
https://pubmed.ncbi.nlm.nih.gov/33023426/
https://pubmed.ncbi.nlm.nih.gov/33023426/
https://pubmed.ncbi.nlm.nih.gov/33023426/


30. Ito Y., et al. “Biological behavior and prognosis of familial 
papillary thyroid carcinoma”. Surgery 145.1 (2009): 100-105.

31. Lupoli G., et al. “Familial papillary thyroid microcarcinoma: a 
new clinical entity”. Lancet 353.9153 (1993): 637-639.

32. Uchino S., et al. “Familial nonmedullary thyroid carcinoma 
characterized by multifocality and a high recurrence rate in a 
large study population”. World Journal of Surgery 26.8 (2002): 
897-902.

33. Ballabio M., et al. “Pregnancy-induced changes in thyroid 
function: role of human chorionic gonadotropin as a putative 
regulator of maternal thyroid”. The Journal of Clinical 
Endocrinology and Metabolism 73.4 (1991): 824-831.

34. Shindo H., et al. “Papillary thyroid microcarcinoma might 
progress during pregnancy”. Thyroid 24.5 (2014): 840-844.

35. Ito Y., et al. “Effects of Pregnancy on Papillary Microcarcinomas 
of the Thyroid Reevaluated in the Entire Patient Series at 
Kuma Hospital”. Thyroid 26.1 (2016): 156-160.

36. Dias Lopes NM., et al. “Thyroid cancer and autoimmune thyroid 
disease: A review of molecular aspects and clinical outcomes”. 
Pathology - Research and Practice 216.9 (2020): 153098.

37. Vaisman F., et al. “Initial therapy with either thyroid lobectomy 
or total thyroidectomy without radioactive iodine remnant 
ablation is associated with very low rates of structural disease 
recurrence in properly selected patients with differentiated 
thyroid cancer”. Clinical Endocrinology (Oxf) 75.1 (2011): 112-
119.

38. Welch HG and Doherty GM. “Saving Thyroids - Overtreatment 
of Small Papillary Cancers”. The New England Journal of 
Medicine 379.4 (2018): 310-312.

39. Adam MA., et al. “The extent of surgery for papillary thyroid 
cancer is not associated with survival: an analysis of 61,775 
patients”. Annals of Surgery 260.4 (2014): 601-5; discussion 
5-7.

40. Zheng W., et al. “Treatment efficacy between total 
thyroidectomy and lobectomy for patients with papillary 
thyroid microcarcinoma: A systemic review and meta-
analysis”. European Journal of Surgical Oncology 44.11 (2018): 
1679-1684.

41. Thvilum M., et al. “Hypothyroidism is a predictor of disability 
pension and loss of labor market income: a Danish register-
based study”. The Journal of Clinical Endocrinology and 
Metabolism 99.9 (2014): 3129-3135.

42. Lee SJ., et al. “Risk factors for hypothyroidism and thyroid 
hormone replacement after hemithyroidectomy in papillary 
thyroid carcinoma”. Langenbeck’s Archives of Surgery 406.4 
(2021): 1223-1231.

43. Hartl DM., et al. “Thyroid Lobectomy for Low to Intermediate 
Risk Differentiated Thyroid Cancer”. Cancers (Basel) 12.11 
(2020).

44. Momesso DP., et al. “Dynamic Risk Stratification in Patients 
with Differentiated Thyroid Cancer Treated Without 
Radioactive Iodine”. The Journal of Clinical Endocrinology and 
Metabolism 101.7 (2016): 2692-2700.

45. Liu W., et al. “Continuing controversy regarding individualized 
surgical decision-making for patients with 1-4 cm low-risk 
differentiated thyroid carcinoma: A systematic review”. 
European Journal of Surgical Oncology 46.12 (2020): 2174-
2184.

46. Dueñas JP., et al. “Completion thyroidectomy: is timing 
important for transcervical and remote access approaches?” 
World Journal of Otorhinolaryngology – Head and Neck Surgery 
6.3 (2020): 165-170.

47. Youssef MR., et al. “Thyroid lobectomy as a cost-effective 
approach in low-risk papillary thyroid cancer versus active 
surveillance”. Surgery (2021).

48. Scheffel RS., et al. “Low Recurrence Rates in a Cohort of 
Differentiated Thyroid Carcinoma Patients: A Referral Center 
Experience”. Thyroid 25.8 (2015): 883-889.

49. Schlumberger M., et al. “Outcome after ablation in patients 
with low-risk thyroid cancer (ESTIMABL1 5-year follow-up 
results of a ra missed se 3, equivalence trial”. Lancet Diabetes 
Endocrinology 6.8 (2021): 618-620.

50. Boucek J., et al. “Occult thyroid carcinoma”. ACTA 
Otorhinolaryngologica Italica 29.6 (2009): 296-304.

51. Rabal Fueyo A., et al. “Diagnostic Accuracy of ultrasound 
and fine-needle aspirastudyingstudy of thyroid nodule and 
multinodular goiter”. Endocrinology, Diabetes and Metabolism 
1.3 (2018): e00024.

52. Wong R., et al. “Thyroid nodules: diagnosis and management”. 
Medical Journal of Australia 209.2 (2018): 92-98.

53. Aktas G., et al. “Could red cell distribution width be a marker 
of thyroid cancer?” Journal of the College of Physicians and 
Surgeons--Pakistan 27.9 (2017): 556-558.

54. Sit M., et al. “Neutrophil to lymphocyte ratio is useful in 
differentiating malign and benign thyroid nodules”. Puerto 
Rico Health Sciences Journal 38.1 (2019): 60-63.

35

Retrospective Study on the Predictive Survival Variables and Therapeutic Response in Differentiated Thyroid Cancer

Citation: Hassan A Saad., et al. “Retrospective Study on the Predictive Survival Variables and Therapeutic Response in Differentiated Thyroid Cancer". 
Acta Scientific Otolaryngology 5.11 (2023): 23-35.

https://pubmed.ncbi.nlm.nih.gov/10030330/
https://pubmed.ncbi.nlm.nih.gov/10030330/
https://pubmed.ncbi.nlm.nih.gov/11965446/
https://pubmed.ncbi.nlm.nih.gov/11965446/
https://pubmed.ncbi.nlm.nih.gov/11965446/
https://pubmed.ncbi.nlm.nih.gov/11965446/
https://pubmed.ncbi.nlm.nih.gov/1909707/
https://pubmed.ncbi.nlm.nih.gov/1909707/
https://pubmed.ncbi.nlm.nih.gov/1909707/
https://pubmed.ncbi.nlm.nih.gov/1909707/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4739387/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4739387/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4739387/
https://pubmed.ncbi.nlm.nih.gov/32825964/
https://pubmed.ncbi.nlm.nih.gov/32825964/
https://pubmed.ncbi.nlm.nih.gov/32825964/
https://pubmed.ncbi.nlm.nih.gov/21521273/
https://pubmed.ncbi.nlm.nih.gov/21521273/
https://pubmed.ncbi.nlm.nih.gov/21521273/
https://pubmed.ncbi.nlm.nih.gov/21521273/
https://pubmed.ncbi.nlm.nih.gov/21521273/
https://pubmed.ncbi.nlm.nih.gov/21521273/
https://pubmed.ncbi.nlm.nih.gov/24915121/
https://pubmed.ncbi.nlm.nih.gov/24915121/
https://pubmed.ncbi.nlm.nih.gov/24915121/
https://pubmed.ncbi.nlm.nih.gov/24915121/
https://pubmed.ncbi.nlm.nih.gov/27023446/
https://pubmed.ncbi.nlm.nih.gov/27023446/
https://pubmed.ncbi.nlm.nih.gov/27023446/
https://pubmed.ncbi.nlm.nih.gov/27023446/
https://pubmed.ncbi.nlm.nih.gov/26061907/
https://pubmed.ncbi.nlm.nih.gov/26061907/
https://pubmed.ncbi.nlm.nih.gov/26061907/
https://pubmed.ncbi.nlm.nih.gov/29807824/
https://pubmed.ncbi.nlm.nih.gov/29807824/
https://pubmed.ncbi.nlm.nih.gov/29807824/
https://pubmed.ncbi.nlm.nih.gov/29807824/
https://pubmed.ncbi.nlm.nih.gov/30815558/
https://pubmed.ncbi.nlm.nih.gov/30815558/
https://pubmed.ncbi.nlm.nih.gov/30815558/
https://pubmed.ncbi.nlm.nih.gov/30815558/
https://pubmed.ncbi.nlm.nih.gov/29996756/
https://pubmed.ncbi.nlm.nih.gov/29996756/
https://applications.emro.who.int/imemrf/J_Coll_Physicians_Surg_Pak/J_Coll_Physicians_Surg_Pak_2017_27_9_556_558.pdf
https://applications.emro.who.int/imemrf/J_Coll_Physicians_Surg_Pak/J_Coll_Physicians_Surg_Pak_2017_27_9_556_558.pdf
https://applications.emro.who.int/imemrf/J_Coll_Physicians_Surg_Pak/J_Coll_Physicians_Surg_Pak_2017_27_9_556_558.pdf
https://pubmed.ncbi.nlm.nih.gov/30924917/
https://pubmed.ncbi.nlm.nih.gov/30924917/
https://pubmed.ncbi.nlm.nih.gov/30924917/

	_GoBack

