
Can Unilateral Therapeutic Central Lymph Node Dissection 
Be Performed in Papillary Thyroid Cancer with Lateral Neck 
Metastasis?

Objectives: Unilateral or bilateral prophylactic central neck dissection (CND) in papillary thyroid cancer (PTC) is still controversial. 
We aimed to evaluate the risk factors for contralateral paratracheal lymph node metastasis and whether CND might be performed 
unilaterally.
Methods: Prospectively collected data of patients who underwent bilateral CND and lateral neck dissection (LND) with thyroidec-
tomy due to PTC with lateral metastases, between January 2012 and November 2019, were evaluated retrospectively. The patients 
were divided into two groups according to the presence (Group 1) and absence (Group 2) of metastasis in the contralateral para-
tracheal region.
A total of 42 patients (46 ±15.7 years) were operated. In the contralateral paratracheal region, Group 1 (35.7%) had metastases, 
while Group 2 (64.3%) had no metastases. In groups 1 and 2, metastasis rates were 100% vs 77.8% (p=0.073), 46.7% vs 18.5% 
(p=0.078), and 80% vs 40.7% (p=0.023) for the ipsilateral paratracheal, prelaryngeal and pretracheal lymph nodes, respectively.
The number of metastatic lymph nodes in the central region was significantly higher in Group 1 compared to Group 2 as; 10.7±8.4 
vs. 2.6±2.4 (p=0.001) in bilateral central region material; 8.3±7.4 vs. 2.9±2.7 (p=0.001) in lateral metastasis with ipsilateral unilateral 
central region; 3.8±3.4 vs. 1.9±1.9 (p=0.023) in ipsilateral paratracheal area; and 3.7±4.6 vs. 0.6±0.9 (p=0.001) in pretracheal region, 
respectively. However, no significant difference was found regarding the prelaryngeal region material (0.9±1.8 vs. 0.2±0.4 (p=0.71)).
Results: >2 metastatic central lymph nodes in unilateral CND material (AUC: 0.814, p<0.001, J=0.563) can estimate contralateral 
paratracheal metastasis with 93% sensitivity, 63% specificity, while >2 pretracheal metastatic lymph nodes (AUC: 0.795, p<0.001, J: 
0.563) can estimate contralateral paratracheal metastasis with 60% sensitivity and 96.3% specificity.
Conclusion: In patients with lateral metastases, the rate of ipsilateral paratracheal metastasis is 85%, while the rate of contralateral 
paratracheal metastasis is 35.7%. The number of ipsilateral central region or pretracheal lymph node metastases may be helpful 
in predicting contralateral paratracheal lymph node metastases. Notably, unilateral CND may be performed in the presence of ≤ 2 
metastases in the ipsilateral central region.
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Thyroid cancers are among the most common endocrine 
malignancies, with over 90% of these malignancies 

originating from thyroid follicular cells and classified as dif-
ferentiated thyroid cancers (DTC).[1,2] Papillary thyroid can-
cers account for approximately 85% of DTC cases.[2] Other 
prevalent forms of DTC include Hurthle cell carcinoma 
(HTC) and follicular thyroid carcinoma (FTC).[1]

Cervical lymph node metastasis is a common occurrence 
in DTC, with clinical metastasis rates ranging from 20% to 
50%. However, the micrometastasis rate (less than 2 mm) 
increases to 90%, although its clinical significance is low-
er than that of macrometastasis.[3] The typical pattern of 
lymph node metastasis starts with ipsilateral paratracheal 
lymph nodes in the central region, followed by contralat-
eral paratracheal lymph nodes, and then extends to the lat-
eral neck. After affecting the central compartment, further 
spread is predominantly observed in Levels IIA, III, IV, VB, 
and occasionally in Levels IIB and VA.[4] Skip metastasis to 
the lateral region without involvement of the central area 
occurs in 3.5-21.8% of cases and is more common in tu-
mors of the upper pole.[5-8]

The standard treatment approach for DTC patients with 
clinically affected central lymph nodes involves therapeutic 
central neck dissection (tCND). However, there has been an 
ongoing debate regarding the extent of tCND.[2,5,9-11] Recent 
guidelines generally recommend prophylactic central neck 
dissection for patients with lateral metastases (N1b), even in 
the absence of clinical central metastasis (cN0), particularly 
for cases with advanced primary tumors (T3 or T4). This rec-
ommendation is based on the observed pattern of lymph 
node metastasis, which starts centrally and then spreads 
to the lateral region.[4] Nevertheless, there remains contro-
versy regarding the extent of neck dissection, whether for 
therapeutic or prophylactic CNDs. Analysis of the literature 
reveals varying recommendations from different guidelines. 
According to the British Thyroid Association guidelines, both 
bilateral prophylactic central neck dissection (pCND) and 
tCND are recommended to ensure comprehensive staging.
[9] The American Thyroid Association (ATA) guideline sug-
gests that pCND can be performed unilaterally or bilaterally 
depending on individual patient characteristics, but bilateral 
tCND is recommended when there is preoperative evidence 
of central metastasis.[12] The NCCN Guideline indicates that 
both bilateral and unilateral tCND procedures are accept-
able.[13] Additionally, the European Society of Endocrine 
Surgeons and the American Head and Neck Society suggest 
that unilateral pCND and tCND may be considered to mini-
mize potential complications.[5, 10]

Studies have reported a notably high prevalence of occult 
contralateral paratracheal metastases in patients with lat-

eral metastases (34.5%), albeit lower than the rate of ipsi-
lateral paratracheal metastasis (82.9%).[14] Given the high 
rate of occult metastases and the limited sensitivity of 
imaging tests in detecting contralateral central compart-
ment involvement, Keum et al.[15] recommended bilateral 
central neck dissection in cases of therapeutic lateral neck 
dissection (LND). In a recent study, patients with ipsilateral 
central metastases who underwent routine bilateral central 
dissection, regardless of the presence of contralateral para-
tracheal metastases, were evaluated. These patients were 
followed up for a median of 83.2 months. While the overall 
recurrence rate was 11.5% in cases with contralateral cen-
tral neck metastasis, it was 6% in cases without metasta-
sis (p=0.064). Contralateral recurrence rates were 1.2% vs. 
0.8%, respectively (p=1.000). Ultimately, it was concluded 
that contralateral central metastasis was not a significant 
factor in increasing the risk of recurrence.[16]

A major complication associated with bilateral central neck 
dissection is transient or permanent hypoparathyroidism. 
Therefore, the decision to perform bilateral dissection 
should be made cautiously. It is suggested that if lymph 
node metastasis is detected in the intraoperative frozen 
section pathology, central neck dissection should be per-
formed. This strategy limits surgical treatment of bilateral 
CND to patients with intraoperative pathological evidence 
of lymph node metastases.[17,18] Despite the various risks as-
sociated with bilateral pCND, the manageable rates of con-
tralateral central metastasis and recurrence make unilateral 
pCND a reasonable treatment option.[4] Currently, the ap-
plication of pCND is gradually decreasing. Despite limited 
studies on this topic, recent research suggests that central 
dissection may not be necessary for patients with clinical 
lateral metastases, further adding to the controversy.[19-21]

Until very recently, routine bilateral therapeutic or pro-
phylactic CND was performed in PTC patients with lateral 
metastases. In this study, we aim to assess the risk factors 
for contralateral paratracheal lymph node metastasis and 
explore the possibility of performing unilateral central dis-
section.

Methods

Patient Selection
Retrospective evaluation of prospectively recorded data 
from patients operated on for Papillary Thyroid Cancer 
(PTC) with lateral neck metastases at our clinic between 
2012 and 2019 was conducted. This study adhered to the 
principles of the Helsinki Declaration and received approval 
from the local Ethics Committee (Decision No: 2950, Date: 
25/07/2020). Patients who underwent bilateral lateral neck 
dissection (LND), those with prior central or lateral neck dis-
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section, and those with inaccessible data were excluded. 
The study included patients diagnosed with PTC who un-
derwent therapeutic or prophylactic Bilateral Central Neck 
Dissection (BCND) and therapeutic selective LND in addi-
tion to total thyroidectomy. We defined Central Neck Dis-
section (CND) in accordance with the American Thyroid As-
sociation Surgery Working Group definitions: therapeutic if 
nodal metastasis was clinically or radiologically detected in 
the central region preoperatively or intraoperatively, and 
prophylactic (elective) if no nodal metastasis was present 
in the central region.[12]

Preoperative Evaluation
High-resolution ultrasonography (USG) was performed for 
thyroid and neck lymph node assessment in all patients. 
Preoperative lymph node sampling was conducted in pa-
tients with suspected lateral neck metastasis based on clin-
ical and USG findings. Patients with confirmed lateral me-
tastasis through fine-needle aspiration biopsy (FNAB) and/
or thyroglobulin washout underwent therapeutic lateral 
neck dissection. Magnetic resonance imaging or computed 
tomography scans were performed in cases with locally ad-
vanced tumors, conglomerate lymph nodes, or suspicion 
of local invasion into adjacent organs.

Surgical Procedures
Central neck compartment comprises lymph nodes in levels 
VI and VII, defined vertically between the hyoid bone and 
sternal notch and bilaterally between the carotid arteries. 
Level VII encompasses superior mediastinal lymph nodes, 
with the inferior boundary at the lowest part of CND as per 
ATA guidelines. The central region includes prelaryngeal 
(Delphian), pretracheal, right, and left paratracheal lymph 
node subcompartments, dissected independently during 
CND for PTC. Unilateral or bilateral CND is determined by 
the extent of paratracheal dissection.[5,12, 22, 23] Compartmen-
tal selective LND included at least level III and IV or level II, 
III, IV. Level V dissection was added for patients with clinical 
and USG-suspected metastasis at this level. All operations 
were guided by intraoperative nerve monitoring. Surgical 
samples were separated according to anatomical compart-
ment boundaries, and central region dissection material 
was subdivided into subcompartmental sections and sub-
mitted for pathology evaluation.

Patient Categorization
Patients were categorized into two groups based on path-
ological findings: those with contralateral paratracheal 
lateral metastasis (Group 1) and those without (Group 2). 
Demographic features, tumor histopathology, tumor diam-
eter, TNM stage, thyroid capsule invasion, extrathyroidal 

extension, lymphovascular invasion, multifocality, bilateral-
ity, central metastasis, pretracheal metastasis, prelaryngeal 
metastasis, presence of unilateral lateral metastasis, and 
ipsilateral paratracheal metastasis were analyzed between 
the two groups. The relationship between clinicopatholog-
ical factors and lymph node metastases to the contralateral 
central neck compartment was examined. Multifocality 
was defined when more than one tumor focus was present 
in a single lobe, while multicentricity (bilaterality) indicated 
tumoral tissue in both lobes.[24]

Statistical Analysis
Statistical analysis was performed using SPSS software 
(version 21, SPSS Inc., Chicago, USA). Descriptive statistics 
including mean, standard deviation, frequency, percent-
age, minimum, and maximum were used to summarize 
study data. Non-normally distributed quantitative vari-
ables between the two groups were compared using the 
Mann-Whitney U test. Qualitative data were compared 
using Fisher's exact test and the Pearson Chi-square test. 
A significance level of p<0.05 was set for statistical signifi-
cance. Multinomial logistic regression analysis was applied 
to identify risk factors for predicting contralateral para-
tracheal metastases in two appropriate models. Receiver 
Operating Characteristics (ROC) curves were used to deter-
mine sensitivity and specificity for pretracheal metastasis, 
unilateral central metastasis, ipsilateral paratracheal metas-
tasis compared to lateral metastasis, prelaryngeal metasta-
sis, and ipsilateral paratracheal metastasis. The Youden in-
dex was utilized to calculate appropriate cutoff values, with 
a Youden index above 0.5 indicating appropriateness. 

Results
Unilateral compartmental selective LND was performed 
in 42 patients (18 males, 24 females) with a mean age of 
46±15.7 years due to Papillary Thyroid Cancer (PTC) with 
lateral metastases. The surgical procedures included Level 
III and IV selective LND in 1 patient, Level II, III, IV selective 
LND in 25 patients, and Level II, III, IV, V selective LND in 16 
patients. Among these patients, contralateral paratracheal 
metastasis was detected in 15 patients (35.7%) (Group 1), 
while 27 patients (64.3%) showed no metastasis (Group 
2). Ipsilateral paratracheal metastasis was observed in 36 
patients (85.7%), prelaryngeal metastasis in 12 patients 
(28.6%), pretracheal metastasis in 23 patients (54.8%), and 
skip metastasis to the lateral region without central region 
tumor involvement in 4 patients (9.5%). There were no sig-
nificant differences between the two groups in terms of 
age, gender, tumor diameter, T stage, thyroid capsule inva-
sion, extrathyroidal extension, multifocality, multicentric-
ity, and lymphovascular invasion (Table 1).
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The rates of pretracheal metastasis were significantly 
higher in Group 1 compared to Group 2 (80% vs. 40.7%, 
p=0.023). Although the rates were higher in Group 1 for 
prelaryngeal metastasis (46.7% vs. 18.5%, p=0.078) and ip-
silateral paratracheal metastasis (100% vs. 77.8%, p=0.073), 
the differences were not statistically significant. Two differ-
ent multivariate models, including ipsilateral paratracheal 
metastasis, prelaryngeal metastasis, pretracheal metas-
tasis, and bilateral tumor presence, or ipsilateral paratra-
cheal metastasis, prelaryngeal metastasis, pretracheal me-
tastasis, and multifocal tumor presence, were suitable for 
multivariate evaluation (p=0.021, p=0.019, respectively). 
However, no independent risk factor was found in predict-

ing contralateral paratracheal metastasis in these two mul-
tivariate analyses.

The number of metastatic lymph nodes in the central re-
gion was significantly higher in Group 1 compared to Group 
2, with values of 10.7±8.4 vs. 2.6±2.4 (p=0.001) in bilateral 
central region material, 8.3±7.4 vs. 2.9±2.7 (p=0.001) in 
lateral metastasis with ipsilateral unilateral central region, 
3.8±3.4 vs. 1.9±1.9 (p=0.023) in the ipsilateral paratracheal 
area, and 3.7±4.6 vs. 0.6±0.9 (p=0.001) in the pretracheal 
region, respectively. However, no significant difference was 
found between the two groups regarding the prelaryngeal 
region material (0.9±1.8 vs. 0.2±0.4, p=0.71).

Table 1. Comparison of Demographic Data and Tumor Histopathological Features Among Groups.

Features Grup 1  Grup 2 p
  (contralateral paratracheal (contralateral paratracheal 
  metastasis (+) (n=15)  metastasis (-) (n=27)

Gender, n (%)
 Male 6 (40%) 12 (44.4%) 0.780
 Female 9 (60%) 15 (55.6%) 
Age (year) (Mean±SD) (Min-Max) 44.7±13.7 (21-75) 46.7±16.9 (19 - 81) 0.713
Tumor size (cm) (Mean±SD) (min-max) 2.49±17.20 (1.0–7.0) 1.97±1.68 (0.5–6.0) 0.127
T Stage, (n) (%)   0.338
 T1 9 (60%) 19 (70.4%) 
 T2 4 (26.7%) 2 (7.4%) 
 T3 2 (13.3%) 5 (18.5%) 
 T4 0 1 (3.7%) 
ETE (+), n (%) 7 (46.7%) 14 (51.9%) 0.747
Thyroid Capsule Invasion (+), n (%) 8 (53.3%) 11 (40.7%) 0.432
Lymphovascular Invasion, n (%) 12 (80%) 19 (70.4%) 0.717
Multifocality, n (%) 10 (66.7%) 19 (70.4%) 0.804
Bilaterality, n (%) 9 (60%) 13 (48.1%) 0.461
Central LNM, (n) (Mean±SD) (Min-Max) 10.7+8.4 (3-28) 2.6+2.4 (0-9) 0.001
Categorical Central LNM (n)   0.000
 0 0 4 (14.8%) 
 1-5 3 (20%) 19 (70.4%) 
 6-10 8 (53.3%) 4 (148.%) 
 >10 4 (26.7%) 0 
Unilateral (+) Central LNM (n)  8.3±7.4 (2-27) 2.9±2.7 (0-9) 0.001
(Mean±SD) (Min-Max)
Prelaryngeal LNM (+), n (%) 7 (46.7%) 5 (18.5%) 0.078
Prelaryngeal (+) LNM 0.9±1.8 (0-7) 0.2±0.4 (0-1) 0.071
(n) (Mean ±SD) (Min-Max)
Pretracheal metastasis +, n (%) 12 (80%) 11 (40.7%) 0.023
Pretracheal (+) LNM 3.7±4.6 (0-18) 0.6±0.9 (0-3) 0.001
n (Mean±SD) (Min-Max)
Ipsilateral paratracheal LNM (+), n (%) 15 (100%) 21 (77.8%) 0.073
Ipsilateral Paratracheal LNM (n) 3.8+3.4 (1-12) 1.9+1.9 (0-8) 0.023
Lateral (+) LNM (n) 6.1±3.7 (2-15) 4.2+3.6 (1-15) 0.420

LNM: Lymph Node Metastasis; ETE: Extrathyroidal Extension.
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Optimal cutoff values obtained using ROC Curve analysis 
and the Youden index (J) led to two conclusions: >2 met-
astatic central lymph nodes in unilateral Central Neck 
Dissection (CND) material (AUC: 0.814, p<0.001, J=0.563) 
can estimate contralateral paratracheal metastasis with 
93% sensitivity and 63% specificity (Fig. 1), while >2 pre-
tracheal metastatic lymph nodes (AUC=0.795, p<0.001, 
J=0.563) can estimate contralateral paratracheal metas-
tasis with 60% sensitivity and 96.3% specificity (Fig. 2) 
(Table 2).

Discussion

One of the most contentious issues in the management 
of Papillary Thyroid Cancer (PTC) is whether central neck 
dissection should be performed and, if so, to what extent. 
This debate also extends to patients with clinical lateral 
metastases. While many guidelines recommend prophy-
lactic Central Neck Dissection (pCND) in certain cases, the 
latest version of the NCCN guideline suggests therapeutic 
Central Neck Dissection (tCND) only for clinically positive 
and/or biopsy-proven central nodal metastases in PTC. Al-

Table 2. To determine the optimal cutoff value for predicting contralateral paratracheal metastasis according to unilateral central 
metastasis, ipsilateral paratracheal metastasis with lateral metastasis, and pretracheal and prelaryngeal metastatic lymph node counts 
using Receiver Operating Characteristic (ROC) curve and Youden index analyses.

  Unilateral central Ipsilateral Paratracheal Pretracheal Prelaryngeal 
  metastasis metastasis metastasis metastasis

Area under the curve 0.814 0.710 0.795 0.637
Standard error 0.065 0.079 0.078 0.080
p  <0.001 0.008 <0.001 0.085
95% Confidence Interval 0.663-0.917 0.549-0.839 0.642-0.904 0.474-0.780
Youden index (J) 0.563 0.289 0.563 0.244
Number of Positive Lymph Nodes as a Criterion >2 >1 >2 >0
Sensitivity 93.3% 73.3% 60% 46.7%
Specificity 63% 56.6% 96.3% 77.8%

Figure 1. KROC Curve for predicting contralateral paratracheal me-
tastasis based on the number of metastatic lymph nodes in unilateral 
central dissection on the lateral metastasis side.

Figure 2. The ROC Curve for predicting contralateral paratracheal me-
tastasis based on the number of pretracheal metastatic lymph nodes.
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though pCND is not recommended, it is emphasized that 
ipsilateral CND is necessary on the side where Lateral Neck 
Dissection (LND) will be performed in most patients with 
lateral metastases.[13] Currently, it is generally accepted to 
perform CND in the presence of lateral region metastases. 
The debate about the extent of dissection persists, espe-
cially when there is no clinical metastasis in the contralat-
eral paratracheal area.[2,5,10]

In this study, we assessed the prevalence of metastases in 
different compartments of the central neck region and fac-
tors predictive of central metastasis extent in patients with 
lateral metastases. Skip metastasis may sometimes occur in 
patients with lateral metastases. It has been reported that 
being in the central part of the thyroid lobe and having few-
er than 4 lateral metastases are independent protective risk 
factors for the development of a central neck tumor. The ab-
sence of central metastasis is a positive prognostic factor.[25]

In our study, the rate of ipsilateral paratracheal metastasis 
in cases with lateral metastasis was 85.7%. The rate of con-
tralateral paratracheal metastasis was 35.7%, with a skip 
metastasis ratio of 9.5%. These results are consistent with a 
limited number of other studies in the literature.[14,26]

The pretracheal metastasis rate was significantly higher in 
the group with contralateral paratracheal metastasis than 
in the group without contralateral paratracheal metastasis 
(80% vs. 40.7%, respectively; p=0.023). Although prelaryn-
geal (46.7% vs. 18.5%, respectively; p=0.078) and ipsilateral 
paratracheal (100% vs. 77.8%, respectively; p=0.073) me-
tastasis rates were higher in Group 1, the differences were 
not statistically significant. In Group 1, compared to Group 
2, the number of metastatic lymph nodes in the unilateral 
central region material (8.3±7.4 vs. 2.9±2.7; p=0.001) was 
higher. Additionally, the number of ipsilateral paratracheal 
metastatic lymph nodes (3.8±3.4 vs. 1.9±1.9; p=0.023) and 
pretracheal metastatic lymph nodes (3.7±4.6 vs. 0.6±0.9; 
p=0.001) was significantly higher. No significant difference 
was found between the two groups regarding the number 
of metastatic lymph nodes in the prelaryngeal region ma-
terial (0.9±1.8 vs. 0.2±0.4; p=0.71).

ROC curve analysis identified two factors predicting con-
tralateral paratracheal metastasis. These risk factors are the 
presence of >2 metastatic central lymph nodes in unilateral 
Central Neck Dissection (CND) material (AUC=0.814, p<0.001, 
J=0.563) (with 93% sensitivity and 63% specificity) or >2 meta-
static pretracheal lymph nodes (AUC=0.795, p<0.001, J=0.563) 
(with 60% sensitivity and 96.3% specificity).

When one or two metastatic lymph nodes are present in 
the pretracheal region, we can predict the absence of me-
tastasis in the contralateral paratracheal region with a sen-
sitivity of 96.3%. Furthermore, in cases with two or fewer 

pretracheal metastases, the sensitivity is only 60% when 
evaluating only the pretracheal region. When consider-
ing unilateral CND with fewer than 3 metastases (includ-
ing prelaryngeal and ipsilateral pretracheal lymph nodes), 
the sensitivity for contralateral paratracheal metastases 
increases to 93%. Our findings suggest that evaluating 
unilateral central region subcompartments separately 
can yield high sensitivity and specificity rates. Particularly, 
the high rates of ipsilateral paratracheal, pretracheal, and 
contralateral paratracheal metastases (85.7%, 54.8%, and 
35.7%, respectively) support the notion that the lymph 
node metastasis pattern is from the ipsilateral paratracheal 
region to the contralateral paratracheal region via the pre-
tracheal region.

Intraoperative assessment of the central region is crucial 
when deciding on the extent of CND in patients with lat-
eral metastases. Even experienced surgeons have poor 
sensitivity and specificity in evaluating and detecting cen-
tral region metastases through intraoperative inspection 
and palpation. Scherl et al.[27] reported a false negative rate 
of 26% in patients with central metastases classified as 
false negatives by the senior surgeon. They detected five 
or more lymph node metastases in 42% of the false-neg-
ative group and extranodal extension in 25%. In another 
study, the sensitivity, specificity, positive predictive value, 
and negative predictive value of the surgeon's detection 
of metastatic central lymph nodes intraoperatively in clini-
cally node-negative patients were 35.7%, 72.5%, 0.5%, and 
68.2%, respectively. This suggests that the surgeon's judg-
ment is a limited guide for detecting lymph node metas-
tasis.[28]

Intraoperative frozen examination can help determine 
whether there is lymph node metastasis. This examination 
especially gives us an idea of how to distinguish lymph 
nodes from parathyroid tissue.[29] Importantly, frozen ex-
amination of a unilateral CND can appropriately check 
the status of neck lymph node metastasis. Routine ipsilat-
eral CND combined with a frozen section of the ipsilateral 
nodes may be an appealing alternative to prophylactic bi-
lateral CND.[30,31]

The susceptibility of ipsilateral metastasis for developing 
central lymph node metastasis is high, with sensitivity re-
ported as 81–92% and specificity as 99–100%.[31,32]

In patients with lateral metastases, frozen examination of 
the ipsilateral central dissection may be an appropriate 
evaluation in terms of the extent of the dissection.

In our study, using the ROC curve, although we indicated 
that the number of ipsilateral central metastases or pretra-
cheal metastases affected predicting paratracheal metas-
tasis, there was no independent risk factor found for reveal-
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ing the contralateral paratracheal metastasis. Furthermore, 
in another study, for patients with ipsilateral lateral metas-
tases, several parameters were mentioned as risk factors. 
Male gender (adjusted OR=2.46, p=0.002), bilaterality (ad-
justed OR=2.58, p=0.004), the number of ipsilateral cen-
tral lymph node metastases (adjusted OR=1.15, p=0.002), 
the number of lateral metastatic lymph nodes (adjusted 
OR=1.48, p<0.001), and the presence of metastatic lymph 
nodes in 3 lateral neck compartments (adjusted OR=2.46, 
p=0.012) were determined to be independent risk factors 
for paratracheal metastasis. Similarly, in another study, 
multifocality of the primary tumor (OR=5.120, p=0.010) 
and the presence of metastases in all lateral compartments 
(Level II, III, IV) (OR=5.130, p=0.017) were determined as in-
dependent risk factors for contralateral paratracheal lymph 
node metastasis.[14]

Recently, it has been discussed if pCND should be per-
formed in patients with lateral metastases when there is 
no clinical metastasis in the central region. In four meta-
analyses of the literature regarding this subject, it was con-
cluded that pCND has no advantage in preventing locore-
gional recurrence and increases the rates of total surgical 
complications and permanent hypoparathyroidism. On the 
contrary, the researchers stated that the available evidence 
is limited. They also emphasized that more evidence from 
multicenter, prospective, randomized, controlled clinical 
trials is needed to further clarify the true role of pCND in 
PTC patients with cN1b.[33]

The first main limitation of this study is that it is retrospec-
tive. Additionally, the number of cases is limited, and the 
central neck dissection is not categorized as prophylactic 
or therapeutic in patients with lateral neck metastases. On 
the other hand, it is a study that might contribute to the lit-
erature, especially since the situation of the compartments 
in the central region is evaluated separately, and the num-
ber of studies on this subject is limited.

Conclusion
All things considered, in patients with lateral metastases, 
the rates of ipsilateral paratracheal metastasis and contra-
lateral paratracheal metastasis are 85% and 35.7%, respec-
tively. Especially, the number of metastatic pretracheal 
lymph nodes can help predict the contralateral paratra-
cheal lymph node metastasis. Unilateral CND can be per-
formed, especially in the presence of two or fewer metasta-
ses in the ipsilateral central region.
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