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Abstract

Introduction: The thyroid cancer incidence is increased in
recent years. Thyroid cancer approximately represents 1%
of all cancer diagnosed patients yearly. Prediction of the
thyroid malignancies was extend from most extremely
visible differentiated carcinoma; papillary thyroid
carcinoma (PTC) and follicular thyroid carcinoma (FTC), to
the minimal public aggressive, however extreme
aggressively growing was an anaplastic type.

Aim of current work: The aim of our investigation is to
determine the prognostic factors, which are effecting the
long-term survival in patients with differentiated thyroid
carcinoma (DTC).

Patients and methods: The retrospective investigation
was done at the surgical department, Zagazig University.
Two hundred and fifty patients were influenced for DTC
from 2010 to 2018. All estimated patients were
categorized into 167 for PTC and 93 for FTC. Data of 250
patients have been clarified during our retrospective
study. Survival data and risk factors have been concluded
from follow-up documents, and from the patients
reviewing.

Results and Discussion: Follow-up 167 patients and their
survival data underwent surgery for papillary carcinoma
and follow 93 for follicular carcinoma, at the surgical
department, Zagazig University. The 10 years survival was
87.9% and 84.0%, respectively. Follow up time is around
ten years for 2 groups. Patients of papillary carcinoma
(average age: 42.7 ± 16.0 years, male: 47, female 120:
(male: female ratio 1: 2.5), however in patients were
operated on for follicular carcinoma (average age: 48.5 ±
14.9 years, male: 29, female: 64, male: female ratio 1:
2.2). Our findings clarified a persistent elevation in the
number of patients, together with elevated papillary
carcinomas proportion, and through this period of study
their elevation of early average which correlated
completely with our statistics.

Conclusion: The outcome of PTC and FTC are
comparatively well with decrease tumor-related mortality,

and the survival average are get better through the past
ten years because the consequence of broad prevalence
recent diagnostic and curative protocols. After
determining the predicted factors of survival gives us to
make the suitable decision for every individualized
surgical plan and the extent of the surgical intervention
plane, whose needing for follow-up handling, the number
or frequent follow-up care visits or outpatients clinics.
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Introduction
Thyroid cancer approximately represents 1% of all cancer

diagnosed patients yearly [1]. Thyroid cancer range from
almost frequently differentiated carcinoma; PTC, and FTC to
less common and most aggressively nature undifferentiated
anaplastic types [2,3]. The tumor specific mortality is the low
mortality rate, and the life expectancy continues to be
improved during the recent 10 years, due to the advanced
diagnostic and therapeutic protocols tools [4]. But, several
cases own bad prediction in the group, in order to of delayed
ruling and unawareness and minimum learned kinds of
patients [5,6].

The great variations in the handling of the thyroid
malignancy are about the different planes of the surgery
intervention; extend of excision indicating different protocols
of postoperative treatment. The surgical operation is the
fundamental handling, and lymph nodes metastases degree
that simulating the patients survival rate [7,8].

Between these major principle complexities, the recurrent
paralysis of the laryngeal nerve, and hypo-parathyroidism were
clarified. The happening of these complexities is less popular
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in the first process. It is significant to detect the volume of the
surgical interference before or during process sitting [6]. The
extreme revolutionary transaction, total thyroidectomy for all
patients, after pre & intraoperative diagnostic methods when
the result of the histology reveals carcinoma, the option will
total thyroidectomy after frozen results [9].

Due to the long survival period, a good plane of surgery
requires the long-range supervene. Therefore, they were
claimed by retrospective studies; data from prospective
studies that not yet published. The survival depends on cancer
size, lymph node & remote metastases, detected by TNM
classification, also other factors. The study included papillary,
follicular, or both types. The long-term well prediction of
differentiated thyroid carcinomas is as yet unknown causes.
The immune system response is a potential demonstration of
the lymphocytic infiltration which was not understood totally.
The effects of iodine deficiency with above-mentioned factors
have not been reported. The consequence of the ionizing
irradiation on the pathogenesis of the thyroid carcinoma, is
not understood good and were examined by many
investigations [10,11].

Aim of the study
The aim of our investigation is to determine the prognostic

factors which are effecting the long-term survival in patients
with differentiated thyroid carcinoma (DTC) as sex, age, tumor
masses size, distant metastasis or not, lymph node metastasis
or not, lymphocytic infiltration, degree operation effect, types
of operation plan, histological characteristics of the tumor,
iodine supply or deficiency, patients ’  TNM classification
changes.

Patients and Methods
Between 2010 and 2018, 250 patients were influenced for

the differentiated types of thyroid carcinoma; 176 for papillary
carcinoma and 93 for follicular carcinoma at the surgical
department, ZagazigUniversity. The information ’s of all 250
patients have been estimated through the time of the
retrospective investigation.

In 167 patients of papillary carcinoma (average age: 42.7 ±
16.0ys, male: 47, female: 120 (male: female ratio 1: 2.5), but in
93 patients were surgically processed for the follicular
carcinoma (average age: 48.5 ± 14.9 years, male: 29, female:
64, male: female ratio 1: 2.2).

Survival information and complexity have been gained from
the operation and post- operative documentation. The
multifocality, multicentricity, iodine deficiency or supply, and
lymphocytic infiltration, all were investigated in the present
retrospective investigation in both PTC and FTC group, (Table
1).

Table 1: Prognostic risk factors Cox regression analysis (p)
Papillary cc. Follicular cc.

Characteristics Papillary cancer Follicular cancer

Age of patients 40< 0.002 0.001

Tumor size <0.0001 0.002

Metastasis <0.0001 <0.0001

Node <0.0001 0.170

The size of cancer, number of lymph node expanded and the
remote metastases, total thyroidectomy (the complete
removal of the gland) or near total (when only small suspected
normal tissue about 0.5-1 cm3 of either thyroid lobe is spared),
close to the rear capsule to be followed by 131I ablation, to
avoid recurrent laryngeal nerve injury and parathyroid removal
or deprivation of blood supply (Table 2).

Table 2: Survival factors of PTC and FTC patients (Kaplan Meier
curves - p value) of papillary cancer, Follicular cancer.

Characteristics Papillary cancer Follicular cancer

Gender 0.28 0.20

Age <0.0001 0.047

Size 0.47 0.20.

T1-2-3-4 <0.0001 <0.00009

Metastasis <0.00009 <0.0001

Node 0.009 0.046

Infiltration 0.38 0.28

Surgery 0.46 0.12

Multifocality 0.46 0.5

Encapulation 0.04 0.07

Iodine 0.65 - 0.7

The histological samples were re-estimated again and the
diagnosis was re-evaluated established on the ranking
guideline were examined. The spread of lymphocytic
infiltration in the tumor was series and also estimated that
correlating with good prognosis. Others studies clarified that
the iodine intake correlated well with the iodine level in
Hungary period. The survival curve calculations were done by
the SPSS in our Windows program and the data were then
analyzed by Cox regression. TNM estimated changes and the
surgical process types in two separate intervals of our
retrospective time, also we matched happening and age
distribution of the histologically and degree of differentiation
of the different carcinomas types.

Results
Following-up 167 patients and their survival data underwent

surgery for papillary carcinoma and follow 93 for follicular
carcinoma, at Zagazig University surgical department. 10 years
survival for papillary and follicular carcinoma was 87.9% &
84.0% respectively, with average follow-up period 9.6 + for
papillary type /- and 6.9 years for follicular type. In 167
patients of papillary carcinoma (average age: 42.7 ± 16.0ys,
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male: 47, female 120: (female ratio 1: 2.5), but in 93 patients
were surgically processed for the follicular carcinoma (average
age: 48.5 ± 14.9 years, male: 29, female: 64, male: female ratio
1: 2.2).

The TNM stage usually distributing between our patients.
Almost of patients in stage T2 (PTC: 33%, FTC: 49%). The
patients gender, the age over 40 years, surgery type (total
versus. near-total thyroidectomy), and lymphocytic infiltrations
or multifocality that did not affect the survival rate.

Papillary carcinomas that early lymphatic metastasized to
the primary neck lymph nodes. At the period of surgery, the
primary, 58 (34.7%) of the 167 patients had nodal metastases,
including 12 patients with stage N1b, bilateral metastases.
Patients were died of the primary disease in 167 papillary
patient group 2 of these patients had stage M1 tumors, 3 had
distant metastases (T1-3M1), and another 8 had
extrathyroideal (T4M0) tumors. In the follicular group, 8
patients died of the 53. Of these, 2 had T4M1 stage. Another 2
had known distant metastases (T2-3M1) at the time of surgery,
and 2 patients had stage T4M0. In the follicular tumor group,
all tumor concerning death happened at first decade of the
following-up also.

T4 tumors stage, spread of the anatomical outlines or
outside the gland capsule, had importantly worst the survival
than of stage T1, T2, or T3 tumors, either in the PTC and FTC
groups.

We can’t do any procedure for stage T4 patients except only
palliative resection. There are no any important changes
between the survival of stages for T1, T2 and T3 patients, only if
we excluded patients of distal metastasis (Stage T4 tumors)
from our analysis data. Five patients with PTC and four in the
FTC group had at early diagnosis of primary metastasis (died
through the follow-up time) in both groups. Survivalrate
changes very badly if we accompanied it with distal metastasis
in all groups of patients. The incidence of lymphocytic
infiltration had a perfect prognosis in both groups but not
importantly influences the survival in both types.

If the metastasis of the lymph node and thyroid were
present in the time of our investigation, the number of the
absolute and relative frequency of PTC cases was elevated in
the previous decade as opposite to the FTC between all cases.
This is as the elevating the patient’s number of their treated at
our hospital. The ratio of early T1 and T2 stage between such
cases that elevating gradually. Also among PTC patients, we
noticed the metastasis stage of lymph node was minimized,
from 40.6% to 30.8%, while minimal recurrent distant
metastases in both groups.

Discussion
The survival of DTC was influenced by multiple reasons than

those detected by the generally acceptable TNM classification
as tumor mass size or lymph node metastases number, site
and distant metastases [10-14]. Different scoring factors and
systems have been formed based on the outcome of the
retrospective studies carried out before. In Table 3, we

compare our information’s with the factors that believed main
affecting factors by other authors.

Table 3: Prognostic factors affecting survival author type N
gender size pT4.Met.Node.Multif.Infiltr. Surg. Iodine.

Author Main affecting factors

Byar [15] All 507 Μ ΜΜ

Cady [12] DTC 755 Μ ΜΜ

Sanders [16] DTC 1019 Μ ΜΜn.s. n.s.

Mazzaferri [8] DTC 1355 Μ ΜΜΜΜΜΜ

Sellers [17] DTC 212 n.s. Μ n.s. Μ Μn.s. n.s.

Simpson [3] PTC 1074 n.s. n.s. Μ n.s. n.s. n.s. n.s.

Hay [18] PTC 860 n.s. Μ ΜΜn.s. n.s.

Hay [19] PTC 1779 n.s. Μ ΜΜn.s. n.s. n.s. Μ

Akslen [2] PTC 173 Μ n.s. n.s. n.s. n.s. n.s. n.s. n.s.

Kashima [20] PTC 1533 n.s. n.s. n.s. Μ n.s. Μ

Simpson [3] FTC 504 n.s. Μ ΜΜΜΜ

Mueller-G. [21] FTC 149 n.s. n.s. Μ n.s.

Shaha [22] FTC 228 n.s. Μ ΜΜn.s.

Hay ID [23] PTC 900 n.sn.sn.sMMn.sn.sn.s

Eustatia-Rutten CF [24] FTC 322 n.s M n.s MMM

Hughes DT [25] PTC 160 n.s m n.s MMMM

Kithara CM [26] FTC 301 n.sn.sn.s M Mn.sn.sn.s

Present study FTC 106 n.s. n.s. Μ Μn.s. n.s. n.s. n.s.
n.s.

All- All types of Thyroid Cancer, DTC- Differentiated Thyroid Carcinoma, FTC-
follicular thyroid carcinoma, Infiltr- Lymphocytic infiltration present, Iodine-
Iodine intake, Met- Metastasis Distant, Multif- Multifocal tumor, N- Patients’
number, Node- Lymph node metastasis present, n.s.- non significant, pT4-
tumor size if extrathyroidal invasion present, PTC- papillary thyroid carcinoma,
Gender- patient sex, Size- size of tumor if no extrathyroidal invasion present,
Surg- extent of surgery , M- significant (p < 0.05)

PTC and FTC have to be examined separated as their various
biological behaviours. The patient ’s age examination is the
extreme significant prognostic factor in both types groups, the
recurrence and mortality rates which elevating after 40 years
old, recurrence appears early stage, and death sooner after
recurrence, indicating rapid tumor growth and mitotic rate and
tumorbehaviour. Patients were surgically handled at first
stages as the development and diffuse of fine-needle
aspiration biopsy and US guided aspiration cytology last
decades. So, with the elevating numbers of patient with
papillary carcinomas, the rate of stage T4 elevated. This was
clarified by the comparatively elevated number of patients
accepted and operates in our department. Furthermore,
unluckily, it still firstly between the aged patients, those
patients go to medical advice after the tumor has already keep
going for nearly 10 years.

The major public process for all endocrine disease is
performed for thyroid lesion as the multinodulargoiter or for a
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solitary node. In the solitary thyroid nodules, it is important to
keep out the chance of malignancy during the treatment, to
achieve to best survival when thyroid carcinoma is operated
on at an early stage.

By the assistance of fine-needle aspiration cytology guided
by US has a series importance in the estimation of the
predominant nodes and so the effect of the operation outline,
however if the nodules were commonly 1 cm or above. For
cases (C3-C5) where preoperative proven cytology or high
suspected malignancy, the following operative procedures
done at our hospital:

• Fine-needle aspiration cytology if -ve we proceed to the
removal of the enlarged thyroid lobe or that containing the
node, together with isthmus, keeping the frequent laryngeal
nerve and the parathyroid glands. The lobe and the isthmus
were then sent for intraoperative frozen section.

• If the quick-frozen sample indicates malignancy, we proceed
to total thyroidectomy. But if the fine-needle was done only
preoperative and it was conclusive we proceed to the total
thyroidectomy from the start without frozen section.

• Among these patients, 7 were suffered the second operation
after the first operation. Of the other 9 patients,
histopathology results conclude proven residual tumor
examination in 3 of the specimen removed during 7 total
removal of all residual thyroid gland and 9 near-total
thyroidectomies. The percent of recurrent laryngeal N.
paresis is 2.4-3.6% and persistent hypoparathyroidism in 2.1
– 6.9% among the groups.

Conclusion
The outcome of PTC and FTC are comparatively well with

decrease tumor-related mortality, and the survival average are
get better through the past ten yrs because the consequence
of broad prevalence recent diagnostic and curative protocols.
After determining the predicted factors of survival gives us to
make the suitable decision for every individualized surgical
plan and the extent of the surgical intervention plane, whose
needing for follow-up handling, the number or frequent
follow-up care visits or outpatients clinics.
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