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Introduction
The thyroid gland, which consists of two connected 

lobes, is one of the largest endocrine glands in the human 
body, weighing 20-30 g in adults. Malignant diseases of the 
endocrine system are common, and the thyroid lesions are the 
most frequent by 4-7% (1). Approximately 80-85% of thyroid 
malignancies are papillary thyroid cancer (PTC) (2). ‘Papillary 
microcarcinomas’ of ≤10 mm, classified as a subgroup of PTCs, 
comprise 30% of all papillary cancers and are considered more 

moderate than PTCs of >10 mm (3). Despite high survival rates, 
local recurrence and metastases may still occur and radical 
surgery may be required in such patients (4). Treatment of PTC 
is usually bilateral total thyroidectomy (BTT) and based on the 
tumor size and lymph node involvement, central or lateral lymph 
node dissection is performed (5).

Similar to tumor characteristics such as lymphovascular 
invasion and extrathyroidal extension, capsule invasion 
is also associated with clinical outcomes in PTC (6).  
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ABSTRACT

Aims: Approximately 80-85% of thyroid malignancies are papillary thyroid cancer (PTC). 
This study evaluated the relationship between thyroid capsule invasion (TCI) in PTC and 
macroscopic histopathological findings.

Methods: A single-center, retrospective study was conducted using the medical records 
of adult patients who underwent PTC surgery. The patients were classified as TCI (+) 
or TCI (-) based on the postoperative pathological examination. Tumor localization, 
calcification, and multifocality were evaluated between the two groups.

Results: The study included 236 patients (mean age: 44.3±12.0 years, female sex: 
76.7%). Preoperative basic characteristics, comorbidities, thyroid function status, nodule 
calcification, halo border irregularity, and nodule diameter on ultrasonography were similar 
between the two groups. However, more TCI (+) patients had positive or suspicious fine 
needle aspiration biopsy findings preoperatively. The duration of surgery was longer in 
TCI (+) patients (86 minutes vs. 75 minutes, p<0.001), whereas the length of hospital 
stay was similar. Surgical margin >1 mm was more common in TCI (+) vs. TCI (-) patients 
(47.3% vs. 81.8%, p<0.001). Postoperative macroscopic pathological reports showed 
that middle lobe tumor localization was more common in TCI (+) (38.2%) than in TCI (-) 
(23.2%) patients (p=0.028), whereas tumor localization in the upper pole, lower pole, 
and isthmus was not different. Multifocal involvement (41.8% vs. 38.1%) was also similar 
between the two groups. 

Conclusions: This study showed that fine needle biopsy positivity and nodule localization 
in the middle thyroid gland were more common in TCI (+) PTC patients as detected 
postoperatively. The other macroscopic pathological findings were not different.
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The relationship between capsule invasion and 
clinicopathological characteristics has been previously studied 
in thyroid follicular cancer (6). However, the data in this regard 
are sparse in PTC (6). Therefore, this study aimed to investigate 
the relationship of capsule invasion with preoperative clinical 
and laboratory parameters and postoperative histopathological 
findings in PTC.

Methods

Study population and recruitment

This was a retrospective analysis in a tertiary-care training 
and research hospital. This study was conducted in accordance 
with the Declaration of Helsinki as revised in 2013 and, was 
approved by the University of Health Sciences Türkiye, Gülhane 
Training and Research Hospital, Clinical Research Ethics 
Committee (decision no: 2022/145, date: 24.11.2022).

A total of 236 patients who were above eighteen years old 
and operated with the diagnosis of PTC in the general surgery 
clinic of a single center between January 2017 and June 2022 
were included in this study. Patients under 18 years of age and 
those who were operated on for recurrence were excluded from 
this study.

Variables and data collection

In addition to demographic variables, comorbidities, the 
American Society of Anesthesiologists (ASA) score, and body 
mass index (BMI) were recorded. Biochemical parameters 
were analyzed, including preoperative thyroxine levels (T4, 
ng/dL) and thyroid-stimulating hormone levels (mU/mL) and 
postoperative calcium (Ca) (Ca, mg/dL), thyroglobulin (Tg) (Tg, 
ng/mL) and anti-Tg antibody (anti-Tg, IU/mL). Preoperative 
ultrasonography (USG) findings and histopathological reports 
of fine-needle aspiration biopsies (FNAB) were investigated. 
Postoperative first-day Ca values were analyzed. In addition, Tg 
and anti-Tg levels were assessed   in the third month in high-
risk patients and in the sixth month in low-intermediate-risk 
patients. Surgical findings, postoperative complications, and 
histopathological findings were examined. Based on capsule 
invasion on pathological examination, the patients were grouped 
into thyroid capsule invasion (TCI) (+) and TCI (-).

Statistical Analysis

All analyses were performed using the IBM Statistical 
Package for the Social Sciences Statistics® Statistical Software 
Program version 22.0 (IBM Corporation, 1 New Orchard Road, 
Armonk, New York, United States). Descriptive statistics are 
expressed as numbers, percentages, mean, standard deviation, 
and median (minimum-maximum). The conformity of the 
variables to the normal distribution was examined using visual 
(histograms and probability graphs) and analytical methods 
(“Kolmogorov-Smirnov”, “Shapiro-Wilk tests”). Numerical 

variables with normal distribution were analyzed using the 
independent samples t-test between the two groups, and non-
normally distributed variables were analyzed using the Mann-
Whitney U test”. Chi-square analysis and Fisher’s exact test 
were used to compare the categorical data. A p-value of <0.05 
was considered statistically significant.

Results

Basic characteristics of the sample and prevalence of TCI

The mean age of 236 patients included in the study was 
44.3±12.0 years (18-75 years), and 76.7% were female. In the 
whole sample, most of the nodules were solid on preoperative 
USG evaluation (n=175, 74.2%), whereas most nodules were 
malignant on FNAB (n=162, 68.6%). The ratio of TCI in the 
whole sample was 23.3% (n=55).

Preoperative characteristics of TCI (+) versus TCI (-) 
patients

As shown in Table 1, age, sex, BMI, chronic comorbidities, 
USG nodule classification, diameter, calcification, and halo 
border irregularity were similar in the two groups. Preoperative 
thyroid function status was also not different; however, malignant 
FNAB findings were more frequent in TCI (+) (80.0%) than in 
TCI (-) (65.2%) (0.015). The preoperative ASA classification was 
similar in the two groups.

Intraoperative and postoperative clinical characteristics

As shown in Table 2, BTT + central lymph node dissection 
(CLND) was performed more frequently in TCI (+) (63.6%) vs. 
TCI (-) (38.1%) (p=0.001). The duration of surgery was longer in 
patients with TCI. As expected, increased Tg and RAI therapy 
were more common in TCI (+) patients, but serum Ca levels 
were not different. Surgery-related complications, length of 
hospital stay, duration of follow-up, and lymph node metastasis 
during follow-up were similar in the two groups (Table 2).

Macroscopic and histopathological examination 
characteristics

As shown in Table 3, the middle lobe localization of tumors 
was more frequent in TCI (+) patients. Lower pole localization 
was also more frequent, but the difference was not significant. In 
contrast, although there was no significance, isthmus and upper 
pole tumors were more frequent in TCI (-) patients. Multifocal 
involvement was not different between the two groups. The 
tumor type was papillary microcarcinoma by 44.1% in the whole 
group and was not different between the two groups, as were 
tumor grade and tumor pattern. The rate of lymphovascular 
invasion was 13.9% in the whole group, which was similar in 
TCI (+) and TCI (-) patients. More patients with TCI had surgical 
margins <1 mm. The number of metastatic lymph nodes was 
significantly lower in TCI (+) patients (Figures 1, 2, Table 3).
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Discussion
Consistent with the literature, most PTCs were diagnosed 

as a solid or semisolid mass, and a minority were in cystic 
form. Approximately 10% of the patients may present with 
metastatic disease (7), but we observed a slightly higher rate of 
lymphovascular involvement of 13.9%, which can be explained 
by the level of the facility that accepts more complicated patients 
as a referral center. 

The College of American Pathologists specifies that 
capsular invasion, extrathyroidal extension, and lymphovascular 
invasion in thyroid carcinomas are key features in malignancy 

based on histopathological classification and emphasizes the 
importance of reporting (8). Capsular invasion is among the 
gross pathophysiological findings and may affect the aggressive 
behavior pattern of the tumor, locoregional spread, and both 
central and lateral lymph node metastasis, particularly in 
follicular-patterned carcinomas (9,10). It may also be associated 
with many parameters during the postoperative period (11,12).

We observed no difference in demographic findings, co-
morbidities and preoperative thyroid function tests between 
patients with and without TCI, which is consistent with the 
literature. However, consistent with the literature, more patients 

Table 1. Demographic and preoperative characteristics of patients with and without thyroid capsule invasion
Total (n=236) TCI (+) (n=55) TCI (-) (n=181) p-value

Age, mean±SD 44.3±12.0 44.6±12.3 44.2±12.0 0.841

Sex, female, n (%) 181 (76.7) 40 (72.7) 141 (77.9) 0.427

BMI (kg/m2) 26 (16-42) 26 (16-38) 26 (18-42) 0.437

Hypertension, n (%) 53 (22.5) 14 (25.5) 39 (21.5) 0.543

Diabetes mellitus, n (%) 26 (11.0) 7 (12.7) 19 (10.5) 0.644

Coronary artery disease, n (%) 2 (0.8) 0 2 (1.1) 0.587

USG nodule classification, n (%)

Solid 175 (74.2) 38 (69.1) 137 (75.7)

0.309
Semisolid 48 (20.3) 14 (25.5) 34 (18.8)

Cystic 8 (3.4) 3 (5.5) 5 (2.8)

Solid with cystic areas 5 (2.1) 0 5 (2.8)

USG nodule diameter (millimeter), median (minimum-
maximum)

14 (2-59) 13 (3-48) 15 (2-59) 0.781

Nodule calcification (+) 61 (25.8) 13 (23.6) 48 (26.5) 0.669††

Halo border irregularity (+) 62 (26.2) 16 (29.1) 46 (25.4) 0.587††

Preoperative TSH, median (minimum-maximum) 1.57 (0.01-24.5) 1.47 (0.02-7.70) 1.61 (0.01-24.5) 0.666

Preoperative T4, median (minimum-maximum) 0.88 (0.12-1.77) 0.88 (0.12-1.41) 0.92 (0.41-1.77) 0.440

Preoperative TSH classification, n (%)

Euthyroid 211 (89.4) 48 (87.3) 163 (90.1)

0.462Hyperthyroid 18 (7.6) 4 (7.3) 14 (7.7)

Hypothyroid 7 (3.0) 3 (5.5) 4 (2.2)

FNAB, n (%)

Malignant 162 (68.6) 44 (80.0) 118 (65.2)

0.015

Suspicion of malignancy 40 (16.9) 7 (12.7) 33 (18.2)

AUS-FLUS 6 (2.5) 0 6 (3.3)

Benign 23 (9.7) 2 (3.6) 21 (11.6)

Follicular lesion 2 (0.8) 2 (3.6) 0

Atypia of undetermined significance 3 (1.3) 0 3 (1.7)

ASA classification, n (%)

I 140 (59.3) 32 (58.2) 108 (59.7)

0.899II 74 (31.4) 17 (30.9) 57 (31.5)

III 22 (9.3) 6 (10.9) 16 (8.8)
††Fisher’s exact test.
TCI: Thyroid capsule invasion, BMI: Body mass index, ASA: American Society of Anaesthesiologists, USG: Ultrasonography, FNAB: Fine needle aspiration biopsy, 
AUS/FLUS: Atypia of Undetermined Significance/Follicular Lesion of Undetermined Significance, TSH: Thyroid stimulating hormone, T4: Thyroxine, SD: Standard 
deviation
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Table 2. Intraoperative and postoperative clinical characteristics
Total (n=236) TCI (+) (n=55) TCI (-) (n=181) p-value

Surgical procedure
Bilateral total thyroidectomy, n (%) 132 (55.9) 20 (36.4) 112 (61.9)

0.001††Bilateral total thyroidectomy + Central lymph node 
dissection, n (%) 

104 (44.1) 35 (63.6) 69 (38.1)

Duration of surgery (minutes)a 80 (40-176) 86 (55-146) 75 (40-176) <0.001
Postoperative calcium levelb 8.4±0.6 8.4±0.6 8.5±0.6 0.265†

Postoperative Tg (>1 ng/mL), n (%) 14 (5.9) 7 (12.7) 7 (3.9) 0.023
Radioactive iodine therapy, n (%) 115 (48.7) 42 (76.4) 73 (40.3) <0.001††

Complications
Transient hypocalcemia, n (%) 79 (33.5) 18 (32.7) 61 (33.7) 0.893††

Transient hoarseness, n (%) 28 (11.9) 10 (18.2) 18 (9.9) 0.098††

Bleeding, n (%) 2 (0.8) 1 (1.8) 1 (0.6) 0.413

Presence of cheilosis leakage , n (%) 1 (0.4) 1 (1.8) 0 0.233

Length of hospital staya 2 (2-10) 2 (2-10) 2 (2-7) 0.212

Follow-up duration (months)a 24 (12-54) 24 (12-54) 24 (12-52) 0.743

Lymph node metastasis during postoperative follow-up 9 (3.8) 3 (5.5) 6 (3.3) 0.439
aMedian (minimum-maximum), bmean±standard deviation. Mann-Whitney U test, ††chi-square test, Fisher’s exact test, Tg: Thyroglobulin, Anti-Tg: Anti-thyroglobulin 
antibody, TCI: Thyroid capsule invasion

Table 3. Macroscopic and histopathological examination characteristics
Total (n=238) TCI (+) (n=55) TCI (-) (n=181) p-value

Location, n (%)
Upper pole 100 (29.7) 21 (38.2) 79 (43.6) 0.473††

Lower pole 91 (27.2) 25 (45.5) 66 (36.5) 0.230††

Isthmus 82 (24.4) 14 (25.5) 68 (37.6) 0.098††

Middle 63 (19.4) 21 (38.2) 42 (23.2) 0.028††

Multifocal involvement (+) 92 (38.7) 23 (41.8) 69 (38.1) 0.623††

Tumor type, n (%)
Papillary microcarcinoma 104 (44.1) 23 (41.8) 81 (44.8)

0.701††

Papillary carcinoma 132 (55.9) 32 (58.2) 100 (55.2)

Tumor grade, n (%)
T1a 103 (43.6) 22 (40.0) 81 (44.8)

0.652††
T1b 81 (34.3) 21 (38.2) 60 (33.1)

T2 44 (18.6) 9 (16.4) 35 (19.3)

T3 8 (3.4) 3 (5.5) 5 (2.8)

Tumor pattern, n (%)
Papillary 76 (32.2) 17 (30.9) 59 (32.6)

0.872††
Follicular 20 (8.5) 5 (9.1) 15 (8.3)

Papillary and follicular 138 (58.5) 33 (60.0) 105 (58.0)

Focal papillary and follicular 2 (0.8) 0 2 (1.1)

Lymphovascular invasion 33 (13.9) 10 (18.2) 23 (12.7) 0.305††

Surgical margin, n (%)
>1 mm 174 (73.7) 26 (47.3) 148 (81.8)

<0.001††

<1 mm 62 (26.3) 29 (52.7) 33 (18.2)

Number total of lymph nodesa 2 (0-23) 6 (0-23) 2 (0-21) 0.002
Number of metastatic lymph nodesa 0 (0-18) 0 (0-13) 0 (0-18) 0.008
aMedian (minimum-maximum). Mann-Whitney U test, ††chi-square test.
TCI: Thyroid capsule invasion
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with TCI had malignancy features in FNAB. Our findings suggest 
that the more malignant features in the pre-operative biopsy, 
the greater the probability of capsule invasion postoperatively. 
Although it is difficult to predict the behavior of papillary thyroid 
carcinomas using diagnostic methods in the pre-operative 
period (13), confirmation by FNAB may suggest postoperative 
local-advanced histopathological findings (13,14).

Previous authors suggested that irregular borders and 
hypoechogenicity were the fundamental USG findings in PTC, 
and postoperative capsular invasion, extrathyroidal extension, 
and preoperative USG findings were correlated (15). However, 
we observed no difference in USG findings between patients 
with and without TCI in the current study, which may have been 
caused by the fact that a relatively higher ratio of advanced 
disease was observed.

Li et al. (16) reported that large tumor size, multifocality, 
and vascular invasion were significant risk factors for central 
lymph node metastasis and surgical time in PTC. In addition, 
a significant relationship was observed for capsular invasion in 
patients who underwent CLND in addition to BTT because of 
central lymph node metastasis. We also observed a significant 
correlation between TCI and total and malignant lymph node 
counts in the histopathological evaluation.

The tumor grade, tumor pattern, and multicentricity did not 
differ according to capsule invasion in PTC in our study. However, 
previous authors have shown associations of multifocal PTCs 
with lymph node metastasis, recurrence, and low survival (17). 
The association of multifocality with advanced pathological 
classification, capsule invasion, and extrathyroidal extension 
has been reported (17,18). Our findings which contradict these 
data in the literature warrant future observations.

Isthmus tumors, but not other regions, were found to be 
more likely to present with capsular invasion in PTC (19). We 

could not confirm this association. On the other hand, as a 
novel finding, we observed a significantly higher proportion of 
middle-localization nodules in PTC with capsular invasion. The 
upper pole, lower pole, and isthmus tumor localizations were not 
different in patients with and without capsular invasion. Nodules 
in the middle-lower pole were also associated with malignancy 
and nodule aggressiveness (20). However, to the best of our 
knowledge, this is the first study to show a relationship between 
the middle lobe localization of a nodule and capsular invasion in 
PTC. Nevertheless, these findings await confirmation in larger 
studies that perform adjusted comparisons.

Capsule invasion is a predictor of worse prognosis, even in 
low-stage PTCs (20,21). However, we observed no significant 
differences in surgery-related complications in patients with 
PTC with and without capsular invasion. This is also a new 
finding. On the other hand, higher postoperative Tg levels 
and RAI therapy were more frequent in TCI (+) patients, 
which agrees with previous studies that showed Tg levels are 
effective predictors of prognosis (22) and may correlate with 
histopathological parameters (22,23). In addition, a previous 
study showed that early complications after BTT and subtotal 
thyroidectomy in differentiated thyroid cancers are similar in the 
BTT and subtotal thyroidectomy groups (24).

Thyroid nodules with Bethesda categories III and IV have an 
overall malignancy risk of 15-40% (25,26). If Bethesda III or IV 
lesions are found malignant, the most common histopathological 
subtype is the follicular variant of PTC, which is generally less 
aggressive than the classical PTC (26). Furthermore, this 
subtype has a lower risk of lymph node metastases, recurrence, 
and local extension, especially when encapsulated (26). The 
findings of the current study are consistent with the literature 
showing that Bethesda III and IV tumors were more aggressive, 
as shown by the lower margin and Tg level. 

Figure 1. There is no capsular infiltration, although there is subcapsular 
localization of the tumor (hematoxylin and eosin staining, x100 
magnification)

Figure 2. Tumor infiltration outside the capsule is seen (hematoxylin and 
eosin staining, x100 magnification)



41Gulhane Med J 2024;66:36-42

Study Limitations

This study has some limitations. The design was 
retrospective and single-center. The sample size was relatively 
small, and the follow-up duration was short. Several variables, 
such as the risk factors for thyroid cancer, could not be obtained 
from the patient files. We were also not able to explore the 
potential variables that may be related to capsule involvement, 
such as radiation history, dietary iodine intake, a history of 
benign thyroid disease, and BRAF V600E mutation. 

Conclusion
In patients with PTC, capsular invasion was significantly 

more common in tumors in the middle of the thyroid gland. 
Furthermore, metastatic lymph nodes and increased 
postoperative Tg levels, which determine aggressiveness and 
worse outcomes, were more frequent in patients with capsule 
invasion. 

Ethics 

Ethics Committee Approval: This study was approved by 
the University of Health Sciences Türkiye, Gülhane Training 
and Research Hospital, Clinical Research Ethics Committee 
(decision no: 2022/145, date: 24.11.2022).

Informed Consent: Retrospective study. 

Authorship Contributions

Surgical and Medical Practices: M.Ö., O.H., Concept: B.U., 
Design: B.U., M.Z.B., İ.A.Ö., E.Ç., O.H., Data Collection or 
Processing: B.U., M.S.Ç., Analysis or Interpretation: S.A.K., 
M.Ö., Literature Search: B.U., M.Z.B., Writing: B.U., M.Z.B.

Conflict of Interest: No conflict of interest was declared by 
the authors.

Financial Disclosure: The authors declared that this study 
received no financial support.

References
1. Mulita F, Anjum F. Thyroid Adenoma. In: StatPearls [Internet]. 

Treasure Island (FL): StatPearls Publishing; 2024 Jan. PMID: 
32965923.

2. Saravana-Bawan B, Bajwa A, Paterson J, McMullen T. Active 
surveillance of low-risk papillary thyroid cancer: A meta-
analysis. Surgery. 2020;167:46-55. 

3. Zhao YZ, He NA, Ye XJ, Jin F, Li MX, Jiang X. Analysis of 
Risk Factors Associated With Central Lymph Node Metastasis 
in Papillary Thyroid Carcinoma With cT1N0 Stage. Front 
Endocrinol (Lausanne). 2022;13:880911. 

4. Huang X, Zhang Y, He D, et al. Machine Learning-Based 
Shear Wave Elastography Elastic Index (SWEEI) in Predicting 
Cervical Lymph Node Metastasis of Papillary Thyroid 
Microcarcinoma: A Comparative Analysis of Five Practical 
Prediction Models. Cancer Manag Res. 2022;14:2847-2858. 

5. Chen W, Zhang T, Bai Y, et al. Upregulated circRAD18 promotes 
tumor progression by reprogramming glucose metabolism in 
papillary thyroid cancer. Gland Surg. 2021;10:2500-2510. 

6. Taşkın HE, Karatas A. Is there a relationship between patient 
age, tumor multifocality, and capsular invasion in papillary 
thyroid carcinoma? Retrospective evaluation of pathology 
specimens. J Surg Med. 2022;6:168-172. 

7. Mao XC, Yu WQ, Shang JB, Wang KJ. Clinical characteristics 
and treatment of thyroid cancer in children and adolescents: 
a retrospective analysis of 83 patients. J Zhejiang Univ Sci B. 
2017;18:430-436. 

8. Nishino M, Jacob J. Invasion in thyroid cancer: Controversies 
and best practices. Semin Diagn Pathol. 2020;37:219-227. 

9. Mete O, Asa SL. Thyroid Tumor Capsular Invasion: the Bottom 
Line or Much Ado About Nothing? Endocr Pathol. 2020;31:141-
142. 

10. Ye L, Hu L, Liu W, et al. Capsular extension at ultrasound 
is associated with lateral lymph node metastasis in patients 
with papillary thyroid carcinoma: a retrospective study. BMC 
Cancer. 2021;20:1250. 

11. Akbulut D, Kuz ED, Kursun N, Dizbay Sak S. Capsular Invasion 
Matters Also in “Papillary Patterned” Tumors: A Study on 121 
Cases of Encapsulated Conventional Variant of Papillary 
Thyroid Carcinoma. Endocr Pathol. 2021;32:357-367. 

12. Choi JB, Lee SG, Kim MJ, et al. Oncologic outcomes in patients 
with 1-cm to 4-cm differentiated thyroid carcinoma according 
to extent of thyroidectomy. Head Neck. 2019;41:56-63. 

13. Çayır D, Kulah B. Effects of preoperative fine needle aspiration 
biopsy on surgical strategy in patients with papillary thyroid 
carcinomas. J Surg Med. 2019;3:655-658. 

14. Nishino M, Krane JF. Updates in Thyroid Cytology. Surg Pathol 
Clin. 2018;11:467-487. 

15. Jiao WP, Zhang L. Using Ultrasonography to Evaluate the 
Relationship between Capsular Invasion or Extracapsular 
Extension and Lymph Node Metastasis in Papillary Thyroid 
Carcinomas. Chin Med J (Engl). 2017;130:1309-1313. 

16. Li X, Zhang H, Zhou Y, Cheng R. Risk factors for central 
lymph node metastasis in the cervical region in papillary 
thyroid carcinoma: a retrospective study. World J Surg Oncol. 
2021;19:138. 

17. Genpeng L, Jianyong L, Jiaying Y, et al. Independent predictors 
and lymph node metastasis characteristics of multifocal 
papillary thyroid cancer. Medicine (Baltimore). 2018;97:e9619. 

18. Feng JW, Qu Z, Qin AC, Pan H, Ye J, Jiang Y. Significance of 
multifocality in papillary thyroid carcinoma. Eur J Surg Oncol. 
2020;46:1820-1828. 

19. Lee YS, Jeong JJ, Nam KH, Chung WY, Chang HS, Park CS. 
Papillary Carcinoma Located in the Thyroid Isthmus. World J 
Surg. 2010;34:36-39.

20. Zhou B, Wei L, Qin J. Analyze and compare the predictors 
of ipsilateral central lymph node metastasis in papillary 
thyroid carcinoma with cT1a and cT1b stage. Asian J Surg. 
2021;44:1357-1362. 

21. Qu H, Sun GR, Liu Y, He QS. Clinical risk factors for central 
lymph node metastasis in papillary thyroid carcinoma: a 



Uçaner et al. Capsule invasion in thyroid papillary carcinoma42

systematic review and meta-analysis. Clin Endocrinol (Oxf). 
2015;83:124-132. 

22. Spencer CA. Laboratory Thyroid Tests: A Historical Perspective. 
Thyroid. 2023;33:407-419. 

23. Ciarallo A, Rivera J. Radioactive Iodine Therapy in 
Differentiated Thyroid Cancer: 2020 Update. AJR Am J 
Roentgenol. 2020;215:285-291. 

24. Mulita F, Verras GI, Dafnomili VD, et al. Thyroidectomy for 
the Management of Differentiated Thyroid Carcinoma and 

their Outcome on Early Postoperative Complications: A 
6-year Single-Centre Retrospective Study. Chirurgia (Bucur). 
2022;117:556-562. 

25. Mulita F, Iliopoulos F, Tsilivigkos C, et al. Cancer rate of 
Bethesda category II thyroid nodules. Med Glas (Zenica). 
2022:19. 

26. Mulita F, Plachouri MK, Liolis E, Vailas M, Panagopoulos K, 
Maroulis I. Patient outcomes following surgical management 
of thyroid nodules classified as Bethesda category III (AUS/
FLUS). Endokrynol Pol. 2021;72:143-144.




