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DISTRIBUTION OF SEX HORMONES AND LYMPHOCYTES IN REPRODUCTIVE WOMAN
WITH THYROID PAPILLARY CARCINOMA AND HASHIMOTO’S THYROIDITIS

Muzashvili T., Kepuladze Sh., Gachechiladze M., Burkadze G.

Thilisi State Medical University, Georgia

The incidence of papillary thyroid carcinoma is increas-
ing around the world [11]. During last years the incidence of
thyroid carcinoma has been increased to 16.3% per 100.000
women. It also represents the fifth most common cause of
cancer mortality amongst women [1]. In Georgia, thyroid
carcinoma moved from 20" place to 2™ place according to
the data of national cancer registry. It is recorded in all age
groups and unfortunately it represents the number one ma-
lignancy in puberty age girls [8]. The reason for increased
incidence is unknown.

Papillary thyroid cancer is the most common subtype of thy-
roid carcinoma [5]. Its incidence is markedly higher in women
compared to men and the female male ratio represents 4:1 [5].
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The causative factor of papillary thyroid carcinoma is unknown.
However, familial adenomatous polyposis [1], Gardner’s dis-
ease [9] Cowden disease [7] and Carney complex I [2] spotty
skin pigmentation, and endocrine overactivity (of the adrenal,
the pituitary, and the testis are considered as pathogenic fac-
tors. One of the causes of the development of papillary thyroid
carcinoma might be Hashimoto’s thyroiditis. However, this as-
sociation is not very well studied. Although, there are number
of pathologies associated with papillary thyroid carcinoma, the
most frequently the association with Hashimoto’s thyroiditis has
been seen [3]. Hashimoto’s thyroiditis represents the autoim-
mune disease, which is mediated by organ-specific T lympho-
cytes. It is characterised with the presence of lymphoid infiltrate,
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including germinal centre formation [6]. There are number of
cell groups in Hashimoto’s thyroiditis which are characterised
with hypochromasia and papillary cancer like features. They
express epithelial marker CK19 and mesothelial cell marker
HMBEI! similar to papillary thyroid carcinoma [6]. However,
the relationship between Hashimoto’s thyroiditis and papillary
thyroid cancer is still obscure. In addition, there is no informa-
tion about the role of sex hormone receptor expression or the
proliferative characteristics in Hashimoto’s thyroiditis and pap-
illary carcinoma.

Therefore, the aim of our study was to analyse the expression
of steroid sex hormone receptors, including oestrogen receptor
(ER) and progesterone receptors (PR), lymphocytic infiltration
and thyreocyte/lymphocyte proliferation index in different types
of papillary carcinoma, in Hashimoto’s thyroiditis and in co-
occurrence of Hashimoto’s thyroiditis and papillary carcinoma.

Material and methods. Study included 115 formalin-fixed
and paraffin-embedded tissue material from the teaching, re-
search and diagnostic laboratory of Tbilisi State Medical Uni-
versity. Study material was divided into following groups: nor-
mal thyroid gland (15 cases), Noninvasive Follicular Thyroid
Neoplasm with Papillary-Like Nuclear Features (NIFTP) (15
cases), classic papillary carcinoma (20 cases), follicular variant
of papillary carcinoma (17 cases), cylindric-cell variant of pap-
illary carcinoma (9 cases), Hashimoto’s thyroiditis (25 cases)
and the co-occurrence of Hashimoto’s thyroiditis and papillary
carcinoma (14 cases).

4u FFPE tissue sections were deparaffinized in xylene,
rehydrated by using serial dilutions of ethanol (96%, 80%,
70%) and heat mediated antigen retrieval has been per-
formed. Ready to use antibodies against the following an-
tigens were used: ER, PR, Ki67, CK19, CD56. Staining and
visualization has been performed using Bond polymer refine
detection system. The number of positive cells were counted
in 20HPF and the percentage of marker positive cells were
estimated. For ER and PR absence of staining considered as
negative, 1-10% of positively stained nuclei was considered
as weak expression and >10% positively stained nuclei was
considered as strong expression. Thyreocyte and lymphocyte
proliferation index was made based on the percentage of
Ki67 positive thyreocytes and lymphocytes in 20HPF respec-
tively. In addition thyreocyte/lymphocyte proliferation index
was made as the ratio of Ki67 positive thyreocytes to Ki67
positive lymphocytes.

Non-germinal centre lymphocytes were counted in standard
haematoxylin and eosin stained specimens as the percentage of
lymphocytes covering total area of the lesion. The absence of
lymphocytic infiltration considered as negative. Lymphocytic
infiltration <10% considered as low and lymphocytic infiltration
>10% considered as high.

Comparisons between groups were made using Kruskal-
Wallis test. The Kruskal-Wallis test is a nonparametric (dis-
tribution free) test, and is used when the assumptions of
one-way ANOVA are not met. The Kruskal-Wallis test can be
used for both continuous and ordinal-level dependent vari-
ables. Correlations were assessed using Spearman’s rank cor-
relation. The Spearman’s rank correlation is also used when
data is non-parametrically distributed. P values <0.05 were
considered as significant. All statistical tests were performed
using SPSS software V19.00.

Results and discussion. 9/15 (60%) cases of normal thy-
roid gland were negative for ER and there was weak ER ex-
pression present in 6/15 (40%) cases of normal thyroid gland.
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Strong ER expression was not detected in normal thyroid
gland. ER negativity was not detected in any of the NIFTP
cases, weak ER expression was detected in 10/15 (70%) of
the NIFTP cases and strong ER expression was detected in
5/15 (30%) of NIFTP cases. ER negativity was detected in
9/20 (45%) classic papillary carcinoma cases, weak ER ex-
pression was detected in 5/20 (25%) classic papillary carci-
noma cases and strong ER expression was detected in 6/20
(30%) classic papillary carcinoma cases. In follicular vari-
ant of papillary carcinoma ER negativity was detected in
7/17 (41.2%) cases, weak ER expression was detected in
3/17 (17.6%) cases and strong ER expression was detected
in 7/17 (41.2%) cases. In cylindric-cell variant of papillary
carcinoma 3/9 (33.3%) cases were negative for ER expres-
sion, 1/9 (11.1%) case revealed weak ER expression and 5/9
(55.6%) cases revealed strong ER expression. In Hashimoto’s
thyroiditis 12/25 (48%) cases were negative for ER and 13/25
cases showed weak ER (52%) expression. In cases with the
co-occurrence of Hashimoto’s thyroiditis and papillary carci-
noma, ER negativity was not detected when evaluated both
lesions together, weak expression was detected in 5/14 (35%)
cases and strong expression was detected in 9/14 (65%) cas-
es. When evaluated separately ER negativity was detected
in 6/14 (42.9%) cases of Hashimoto’s thyroiditis component
and 5/14 (35.7%) cases of Hashimoto’s thyroiditis component
revealed weak ER positivity and 3/14 (21.4%) Hashimoto’s
thyroiditis component revealed strong ER positivity. In papil-
lary carcinoma component weak expression was detected in
5/14 (35%) cases and strong expression was detected in 9/14
(65%) cases.

13/15 (86.7%) cases of normal thyroid gland were negative
for PR and there was weak ER expression present in 2/15
(13.3%) cases of normal thyroid gland. Strong PR expression
was not detected in normal thyroid gland. PR negativity was
not detected in any of the NIFTP cases, weak PR expression
was detected in 9/15 (60%) of the NIFTP cases and strong PR
expression was detected in 6/15 (40%) of NIFTP cases. PR
negativity was detected in 5/20 (25%) classic papillary carci-
noma cases, weak PR expression was detected in 6/20 (30%)
classic papillary carcinoma cases and strong PR expression
was detected in 9/20 (45%) classic papillary carcinoma cas-
es. In follicular variant of papillary carcinoma PR negativ-
ity was detected in 4/17 (23.5%) cases, weak PR expression
was detected in 4/17 (23.5%) cases and strong PR expression
was detected in 9/17 (52.9%) cases. In cylindric-cell variant
of papillary carcinoma 2/9 (22.2%) cases were negative for
PR expression, 1/9 (11.1%) case revealed weak PR expres-
sion and 6/9 (66.7%) cases revealed strong ER expression.
In Hashimoto’s thyroiditis 20/25 (80%) cases were negative
for PR and 5/25 (20%) cases showed weak PR expression.
In cases with the co-occurrence of Hashimoto’s thyroiditis
and papillary carcinoma, PR negativity was detected in 4/14
(28.6%) cases when evaluated both lesions together, weak
expression was detected in 3/14 (21.4%) cases and strong ex-
pression was detected in 7/14 (50%) cases. When evaluated
separately PR negativity was detected in 7/14 (50%) cases of
Hashimoto’s thyroiditis component, and 3/14 (21.4%) cases
of Hashimoto’s thyroiditis component revealed weak PR pos-
itivity and 4/14 (28.6%) Hashimoto’s thyroiditis component
revealed strong PR positivity. In papillary carcinoma compo-
nent weak negative expression was detected in 4/14 (28.6%)
cases, weak expression was detected in 3/14(21.4%) cases
and strong expression was detected in 7/14 (50%) cases.
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Table 1. Distribution of ER and PR percentage values in groups. Green cells represent highest percentage of cases and red cells
represent the lowest percentage of cases, yellow, orange and light green cells represent the moderate percentage of cases

ER PR

Negative Negative
Normal Thyroid Gland 60.0%
NIFTP 70.0% 30.0% 60.0% | 40.0%
Classic Papillary Carcinoma 45.0% 25.0% 30.0% 25.0% 30.0% | 45.0%
Follicular Variant of Papillary Carcinoma 41.2% 17.6% 41.2% 23.5% 23.5% | 52.9%
Cylindric-cell Variant of Papillary Carcinoma 33.3% 11.1% 55.6% 22.2% 11.1% | 66.7%
Hashimoto’s Thyroiditis 48.0% 52.0%
Hashimoto’s Thyroiditis + Papillary Carcinoma 35.0% 65.0% 28.6% 21.4% | 50.0%
Table 2. The distribution of lymphocytic infiltration in groups
Lymphocyte count
<10% N/% >10% N/%
Normal Thyroid Gland 15 100.0% 0 0.0%
NIFTP 8 53.3% 7 46.7%
Classic Papillary Carcinoma 12 60.0% 8 40.0%
Follicular Variant of Papillary Carcinoma 11 64.7% 6 35.3%
Cylindric-cell Variant of Papillary Carcinoma 77.8% 2 22.2%
Hashimoto’s Thyroiditis 0 0.0% 25 100.0%
Hashimoto’s Thyroiditis + Papillary Carcinoma 0.0% 14 100.0%

The study of lymphocyte distribution showed following
results: in normal thyroid gland all cases were characterised
with <10% lymphocytes. In NIFTP 8/15 (53.3%) of cases
were characterised with <10% lymphocytes and 7/15 (46.7%)
cases were characterised with >10% lymphocytes. In classic
papillary carcinoma 12/20 (60%) cases were characterised
with the presence of <10% lymphocytes and 8/20 (40%) of
cases were characterised with the presence of >10% lym-
phocytes. In follicular variant of papillary carcinoma 11/17
(64.7%) of cases were characterised with <10% lymphocytic
infiltrate and 6/17 (35.3%) of cases were characterised with
>10% lymphocytic infiltrate. In cylindric-cell variant of pap-
illary carcinoma 7/9 (77.8%) cases showed <10% lympho-
cytic infiltrate and 2/9 (22.2%) cases showed >10% lympho-
cytic infiltrate. When examined together none of the cases of
Hashimoto’s thyroiditis or combined Hashimoto’s thyroiditis
with papillary carcinoma showed <10% lymphocytic infil-
trate. When examined as separate components, Hashimoto’s
thyroiditis component does not show <10% lymphocytic in-
filtrate in any of the cases. In papillary carcinoma component
9/14 (64.3%) cases were characterised with <10% lympho-
cytic infiltrate and 6/14(35.7%) of cases were characterised
with >10% lymphocytic infiltrate.

The study of thyreocyte Ki67 proliferation index distribution
in groups showed the following results: in normal thyroid gland
Ki67 activity was not detected. In NIFTP average Ki67 prolif-
eration index was 240.3; In classic papillary carcinoma aver-
age Ki67 proliferation index was 3+0.7; In Follicular variant of
papillary carcinoma the average Ki67 proliferation index was
4+1.1; In Cylindric-cell variant of papillary carcinoma the aver-
age Ki67 proliferation index was 5+1.8; In epithelial component
of Hashimoto’s thyroiditis the average Ki67 proliferation index
was 7£2.4 and in combined Hashimoto’s thyroiditis and papil-
lary carcinoma cases the average Ki67 proliferation index was
10£3.1 when examined both components together. When each
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component examined separately the average Ki67 proliferation
index in Hashimoto’s thyroiditis component was 8+3.2 and in
papillary carcinoma component was 6+2.5.

The study of lymphocyte Ki67 proliferation index distribu-
tion in groups showed the following results: in normal thy-
roid gland Ki67 activity in lymphocytes was not detected. In
NIFTP average lymphocyte Ki67 proliferation index was 3 +
0.9; In classic papillary carcinoma average lymphocyte Ki67
proliferation index was 2.5+0.6; In Follicular variant of papil-
lary carcinoma the average lymphocyte Ki67 proliferation in-
dex was 2+0.4; In Cylindric-cell variant of papillary carcinoma
the average lymphocyte Ki67 proliferation index was 1.7+0.2;
In epithelial component of Hashimoto’s thyroiditis the average
lymphocyte Ki67 proliferation index was 4.5+1.7 and in com-
bined Hashimoto’s thyroiditis and papillary carcinoma cases the
average lymphocyte Ki67 proliferation index was 4+1.3 when
examined both components together. When each component
examined separately the average lymphocyte Ki67 proliferation
index in Hashimoto’s thyroiditis component was 4+2.2 and in
papillary carcinoma component was 2+0.8.

The study of thyreocite/lymphocyte proliferation index
(Ki67 thyr/lymph IND) in groups showed following results:
in normal thyroid gland the Ki67 thyr/lymph IND was 0.00;
In NIFTP the Ki67 thyr/lymph IND was 0.67+0.3; In classic
papillary carcinoma the average Ki67 thyr/lymph IND was
1.2+1.1; In follicular variant of papillary carcinoma the aver-
age Ki67 thyr/lymph IND was 2+1.75; In Cylindric-cell vari-
ant of papillary carcinoma the average Ki67 thyr/lymph IND
was 2.94+1.98; In Hashimoto’s thyroiditis the average Ki67
thyr/lymph IND was 1.56+0.94; In combined Hashimoto’s
thyroiditis and papillary carcinoma the average thyr/lymph
IND was 2.50+1.7 when examined together. When examined
separately, the average thyr/lymph IND was 2+1.9 in Hashi-
moto’s thyroiditis component and 3+2.1 in papillary carci-
noma component.
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Table 3. The distribution of Ki67 thyreocyte index, Ki67 lymphocyte index and Ki67 thyreocyte/lymphocyte index in groups

Ki67/Thyr. Ki67/Lymph. Ki67 Thyr/Lymph IND

Normal Thyroid Gland 0.00% 0.00% 0.00

NIFTP 2%=+0.3 3%=+0.9 0.67+0.3
Classic Papillary Carcinoma 3%+0.7 2.5%+0.6 1.20+1.1
Follicular Variant of Papillary Carcinoma 4%=+1.1 2%+0.4 2.00+1.75
Cylindric-cell Variant of Papillary Carcinoma 5%=+1.8 1.7%+0.2 2.94+1.98
Hashimoto’s Thyroiditis 7%+2.4 4.5%+1.7 1.56+0.94
Hashimoto’s Thyroiditis + Papillary Carcinoma 10%+3.1 4%=+1.3 2.50+1.7

Table 4. The distribution of CK19 and CD56 staining in groups.
Negative Positive Negative Positive

Normal Thyroid Gland
NIFTP

Classic Papillary Carcinoma

60.00% 40.00% 53.30% 46.70%

Follicular Variant of Papillary Carcinoma 29.50% 70.50%
Cylindric-cell Variant of Papillary Carcinoma 44.50% 55.50%
Hashimoto’s Thyroiditis 76.00% 24.00% 24.00% 74.00%
Hashimoto’s Thyroiditis + Papillary Carcinoma 42.90% 57.10% 57.10% 42.90%

Fig. 1. A. Papillary thyroid carcinoma, H&E, x100, B. CK19 expression, IHC, x200),
C. ER expression, IHC, x200 and D. PR expression, IHC, x200

The study of the distribution of CK19 in groups showed fol-
lowing results: in normal thyroid gland all 15/15 (100%) cases
were negative for CK19 expression. In NIFTP 9/15 (60%) cases
were negative for CK19 expression and 6/15 (40%) of cases
were positive for CK19 expression. In classic papillary carci-
noma 0/20 (0%) were negative and 20/20 (100%) of cases were
positive for CK19 expression. In follicular variant of papillary
carcinoma 5/17 (29.5%) cases were negative and 12/17 (70.5%)
cases were positive for CK19 expression. In cylindric-cell vari-
ant of papillary carcinoma 4/9 (44.5%) cases were negative
and 5/9 (55.5%) cases were positive for CK19 expression. In
Hashimoto’s thyroiditis 19/25 (76%) was negative for CK19
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expression and 6/25 (24%) was positive for CK19 expression.
In combined Hashimoto’s thyroiditis and papillary carcinoma
6/14 (42.9%) of cases were negative for CK19 expression and
8/14 (57.1%) of cases were positive for CK19 expression when
evaluated together.

The study of the distribution of CD56 in groups showed the
following results: in normal thyroid gland all 15/15 (100%) cas-
es were positive for CD56. In NIFTP 8/15 (53.3%) cases were
negative and 7/15 (46.7%) cases were positive for CD56. In clas-
sic papillary carcinoma 20/20 (100%) cases were negative for
CD56. Similarly, in follicular variant of papillary carcinoma and
cylindric-cell variant of papillary carcinoma all 17/17 (100%)
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and 9/9 (100%) of cases were negative for CD56 respectively. In
Hashimoto’s thyroiditis 6/25 (24%) of cases were negative and
19/25 (74%) of cases were positive for CD56 staining. In com-
bined cases of Hashimoto’s thyroiditis and papillary carcinoma
8/14 (57%) cases were negative and 6/14 (43%) of cases were
positive for CD56 staining.

The analysis of results showed that the lowest ER expression
is seen in normal thyroid gland and the highest ER expression is
seen in papillary carcinoma component of combined Hashimoto’s
thyroiditis and papillary carcinoma. Also, amongst three types of
papillary carcinoma, including: classic, follicular and cylindric-cell
variants, the expression of ER is gradually increased and reaches
it’s maximum in cylindric-cell variant, which is considered as the
most aggressive type of thyroid papillary carcinoma amongst oth-
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10.0%

0.0%
Normal Thyroid
Gland
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W ER Negative ®ER Weak MER Strong
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ers. The lowest rates of PR expression are seen in normal thyroid
gland and in Hashimoto’s thyroiditis. Similarly, to ER the PR ex-
pression is also gradually increased amongst classic, follicular and
cylindric-cell variant of papillary carcinoma and reaches it’s maxi-
mum in cylindric-cell variant.

The comparative analysis of lymphocyte counts in groups
showed that the highest amount of lymphocytic infiltrate was
present in Hashimoto’s thyroiditis and the lowest amount was
present in normal thyroid gland. In NIFTP there was an average
lymphocyte count present. Interestingly, lymphocyte count was
markedly decreased between classic, follicular and cylincric-
cell variant of papillary carcinoma, showing the lowest amount
of lymphocytic infiltration in cylindric-cell variant of papillary
carcinoma.

Follicular Cylindric-cell Hashimoto's Hashimoto's
Variant of Variant of Thyroiditis Thyroiditis +
Papillary Papillary Papillary
Carcinoma Carcinoma Carcinoma

PR Negative MPRWeak ®PRStrong

Graph 1. The distribution of ER and PR in groups
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Graph 2. The distribution of lymphocyte count in groups

The comparative analysis of Ki67 thyreocyte proliferation
index showed that it is gradually increased from NIFTP to pap-
illary carcinoma and its variants. The highest Ki67 thyreocyte
proliferation index was seen in Hashimoto’s thyroiditis and in
combined cases of Hashimoto’s thyroiditis and papillary car-
cinoma. The comparative analysis of lymphocyte Ki67 prolif-
eration index showed that the highest lymphocyte Ki67 prolif-
eration index is seen in Hashimoto’s thyroiditis, followed by
co-occurrence of Hashimoto’s thyroiditis and papillary carci-
noma cases. In cases of classic papillary carcinoma, folicullar
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and cylindric-cell variants it is gradually decreased, with the
minimal lymphocyte K167 proliferation index in cylindric-cell
variant of papillary carcinoma.

The comparative analysis of Ki67 thyreocyte/lymphocyte
proliferation index (Ki67 Thyr/lymph IND), showed that it is
gradually increased from NIFTP, to papillary carcinoma and it
variants, showing the maximum degree in cylincric-cell variant
of papillary carcinoma. In Hashimoto’s thyroiditis Ki67 Thyr/
lymph IND is relatively low compared to combined cases of
Hashimoto’s thyroiditis and papillary carcinoma.
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Graph 4. The distribution of CK19 and CD56 in groups

The analysis of CK19 and CD56 showed that CK19 is sig-
nificantly and negatively correlates with the expression of CD56
in all groups (p<0.001). Meaning that in cases with high CK19
expression CD56 shows lowest expression and in cases of low
CK19 expression or negativity CD56 shows highest expression.

Previously Rajoria et al. evaluated thyroid cells for the pres-
ence of ER and also cell response to estrogen, showing the im-
portant role of estrogen in cell division, migration and invasion
[10]. Kansakar et al. found that the expression of ER and PR in
thyroid neoplasms was higher in comparison with normal thy-
roid tissue and our study results are in line with the findings of
Kansakar et al., we have also found the marked increase of ER
and PR in carcinoma cases compared to normal thyroid tissue
[4]. To the best of our knowledge we are first who examined ER
and PR status in co-occurrence of Hashimoto’s thyroiditis and
papillary carcinoma. Also, to the best of our knowledge we are
first who examined thyreocite/lymphocyte proliferation index.

Conclusions. The expression level of ER and PR is even
higher in cases where Hashimoto’s thyroiditis and papillary car-
cinoma co-occur. Therefore, we can conclude that Hashimoto’s
thyroiditis may play an important role in the development of
papillary thyroid carcinoma.
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SUMMARY

DISTRIBUTION OF SEX HORMONES AND LYMPHO-
CYTES IN REPRODUCTIVE WOMAN WITH THYROID
PAPILLARY CARCINOMA AND HASHIMOTO’S THY-
ROIDITIS

Muzashvili T., Kepuladze Sh., Gachechiladze M.,
Burkadze G.

Thilisi State Medical University, Georgia

The incidence of papillary thyroid carcinoma is character-
ised with increasing tendency, with unknown reasons. Fre-
quently the co-occurrence of papillary thyroid carcinoma and
Hashimoto’s thyroiditis has been observed.

The aim of our study was to analyse the expression of hor-
mone receptors, lymphocytic infiltration and thyreocyte/lym-
phocyte proliferation index in thyroid papillary carcinoma
and in Hashimoto’s thyroiditis.

Study included 115 formalin-fixed and paraffin-embedded
tissue material from the teaching, research and diagnostic
laboratory of Tbilisi State Medical University. Study ma-
terial was divided into following groups: normal thyroid
gland (n=15), Non-invasive Follicular Thyroid Neoplasm
with Papillary-Like Nuclear Features (NIFTP) (n=15), clas-
sic papillary carcinoma (CPC)(n=20), follicular variant of
papillary carcinoma (FPC) (n=17), cylindric-cell variant of
papillary carcinoma (CCPC)(n=9), Hashimoto’s thyroiditis
(HT) (n=25) and the co-occurrence of Hashimoto’s thyroid-
itis and papillary carcinoma (HTPC) (n=14). Standard im-
munohistochemistry was used to detect ER, PR, Ki67, CK19,
CDS56. In addition, lymphocytic infiltration was evaluated in
H&E stained specimens. Study results showed that ER and
PR expression is higher in FPC, CCPC and HTPC compared
to CPC (p<0.001), whilst lymphocytic infiltrate is lower in
FPC and CCPC compared to CPC (p<0.05). In addition, ER
and PR expression is higher in HTPC compared to HT only
(p<0.001). The thyreocyte/lymphocyte proliferation index is
increased in FPC and CCPC compared to CPC and it is also
higher in HTPC compared to only HT and CPC (p<0.05). The
expression of sex steroid hormones plays an important role in
the pathogenesis of papillary thyroid carcinoma. The expression
level of ER and PR is even higher in cases where Hashimoto’s
thyroiditis and papillary carcinoma co-occur. Therefore, we can
conclude that Hashimoto’s thyroiditis may play an important
role in the development of papillary thyroid carcinoma.

Keywords: papillary-papillary thyroid carcinoma, Hashi-
motos's thyroiditis, sex hormones.
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PE3IOME

OCOBEHHOCTHU PACIIPEJIEJIEHUS T1OJIOBBIX I'OP-
MOHOB H JIMM®OILUTAPHON WH®WILTPALIAN
NP1 COCYHIECTBOBAHUU TUPEOUAUTA XACUMO-
TO U HAIWLISIPHOIO PAKA IIIMTOBUIHOM KEJIE-
3bl Y )KEHIIIMH PEITPOAYKTUBHOI'O BO3PACTA

MysamBuiu T.3., Kenynanase LI, I'ueuynaanze M./.,
Bypkanze I'M.

Tounucckuii 2ocyoapcmeeHHvlil MeOUYUHCKULL YHUBepcumen,
Ipysusn

MHUIMACHTHOCTh ManWIISIPHOM KapLUUHOMBI IIUTOBHUHON
JKeJTe3bl XapaKTepu3yeTcs TeHJCHIMeH K yBenmnueHuto. Yacto
OTMEUaeTCsl COCYIIECTBOBAHIE MAMMUIIPHOTO paka IIUTOBHI-
HOM >xene3bl U Tupeouanta Xacumorto. Llenbio uccnenoBanus
SIBUJIOCH M3ydeHHe TOPMOHATBHBIX PENeNTOPOB, TNM(OIHUTap-
HOU HHOUIBTPALUH ¥ THPEOIUT-TUM (o TapHOTO poudepa-
THUBHOTO MHJEKCA MPU MaNMUIIPHON KapIIMHOME IUTOBHIHOM
JKeJIe3bI M THPEOnANTe XacuMOTO.

HccnenoBanye nmpoBoAMiIoCs B “Y4eOHOW, HAydHOH W IHa-
THOCTHYECKOW Jaboparopun TOMIMCCKOTO TOCYNAapCTBEHHOTO
MEIUIIMHCKOTO yHHBepcuTeTa” Ha 115 TkaHeBHIX oOpasmax,
(huKCHpOBaHHBIX B (hOpMaANMHE W 3aJUTHIX B mapaduH. Mare-
pHuan pas3jenéH Ha CleIyIOIIHe TPYyNHbl: HOpPMaJdbHAas TKaHb
HIMTOBUIHOW ene3bl (n=15), HeMHBa3WBHAS HEOIUIA3Hs IIH-
TOBHUIHOH >Kee3bl C AApaMu, MOXOKIMHU Ha MaMMUIIPHBIA paKk
(NIFTP, n=15), xmaccuueckas nanmuisipHas kapruaoma (CPC,
n=20), GOITUKYISPHBI BapUaHT MANMWUIIPHONW KapIHHOMBI
(FPC, n=17), OWIUHIP-KIETOYHBIA BapHaHT NaNWLIIPHON
kapuuHoMbl (CCPC, n=9), tupeongut Xacumoro (HT, n=25) u
CITy9Jan COCYIIEeCTBOBAHMS THPEOHIUTA XaCUMOTO M TTATHIIISP-
Horo paka mutoBuaHOH xenes3bl (HTPC, n=14). CrangapTHeIM
MMMYHOTHCTOXUMHUYIECKIM METO/IOM H3ydeHBI CICTYIONIHEe MO-
nexynspasle Mmapkepsl: ER, PR, Ki67, CK19, CD56. B mpenapa-
TaX, OKPAIIEHHBIX CTAHJAPTHBIM T€MAaTOKCHIMHOM M S03HHOM,
olleHeHa TuMQonuTapHas HHGUIBTpanus. Pe3yasTaTsl uccie-
JTOBaHMS TOKa3anu, uto skcnpeccus ER u PR Bricokas B FPC,
CCPC u HTPC B cpaBrenun ¢ CPC (p<0,001), a mumdonmrap-
Has nHpuisTpanus Hu3kas B FPC, CCPC u HTPC B cpaBHeHUHN
¢ CPC (p<0.05). Okcnpeccus ER u PR Bricokast mpu HTPC B
cpaBaernn ¢ HT u CPC (p<0,05). Cnenyer 3akiIrO4HTh, YTO
MOBBIIICHHAsT AKCIPECCHsI TOPMOHAIBHBIX PEIENTOPOB HIpa-
€T 3HaYMMYIO PONIb B MATOTCHE3€ MAaNMLIIPHON KapIHOMBI 1
THpPEOHUTa XacUMOTO U MPEICTABISET OANH U3 TTIABHBIX PHUCK
(haxTOPOB PA3BUTHS MANMILIAPHON KapI[HOMBEI.
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