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ABSTRACT

OBJECTIVE: To assess the presentation, management and outcome of surgery of thyroid swell-
ings.

DESIGN: Retrospective study

PLACE AND DURATION OF STUDY: Department of Otorhinolaryngology-Head & Neck Surgery,
Dow Medical College and Civil Hospital Karachi (CHK), from Jan 2004 to June 2010.

PATIENTS AND METHODS: Retrospective review of 184 consecutive cases of thyroid swellings
admitted and operated, irrespective of age, sex and socioeconomic status. Physiological goiter
and previously operated thyroid swellings were excluded from the study. Demographic data,
clinical features, investigations, surgical management details and complications were as-
sessed.

RESULT: Among 184 cases of thyroid swellings 62.5% were between 21 to 40 years of age, with
female preponderance (79.9%). Majority (71.7%) cases belonged to lower socioeconomic status.
Right lobe was involved in 32.60%, left in 15.7% while both lobes were involved in 51.5% cases.
Multinodular goiter were seen in 54.8% cases while 39.1% cases had solitary nodule. Total thy-
roidectomy was performed in 23.3% cases, near total thyroidectomy in 9.8%, subtotal thyroidec-
tomy in 31% and lobectomy (with isthemectomy) in 35.9% cases. In postoperative period,
hoarseness was seen in 0.5% cases; while other complications like bleeding due to slipping of
ligature, wound infection and hypoparathyroidism was seen in 1.6%, 2.2% and 2.2% cases re-
spectively.

CONCLUSION: With female preponderance and low socioeconomic status, thyroid swellings are
mostly seen between the ages of 21 to 40 years. Solitary nodule and multinodular goiter are
common findings. Surgical management performed by ENT - Head and Neck surgeons ranges
from total thyroidectomy to lobectomy, gives good results and few complications.
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nodule.

INTRODUCTION

Thyroid gland is a key endocrine organ located in the
head and neck region." Thyroid nodular lesions are
common clinical problem. In the United States, 4% to
7% of adult population has a palpable thyroid nodule.
The incidence of thyroid cancer in a clinically solitary
thyroid nodule or in a multinodular goiter is equal and
is about 5% in non-endemic areas.? The prevalence of
nodules in autopsy series approaches 50%, a figure
that is approximated by patients undergoing modern
high-resolution, real-time ultrasonography of the thy-
roid.® The incidence of thyroid nodules has been on
the rise in recent decades, mainly due to the wider
use of neck imaging and therefore, the incidental find-
ing of a thyroid nodule in an asymptomatic patient is
not rare.* lodine deficiency is the most common cause
of goiter world wide.” WHO reported 5% of world’s

population suffers from goiter and that 75% of these
people live in iodine deficient areas. Pakistan being a
developing country faces a number of health and nu-
tritional problem and about 50% of population is at risk
of iodine deficiency disorders.® Thyroid swellings are
amongst the most commonly encountered disorders in
hospitals. Thyroid enlargement is most commonly
seen in females.” Thyroidectomy is the most common
endocrine surgery done world-wide.® Current indica-
tions for surgery are compression-induced symptoms,
malignancy, suspected malignancy, hyperthyroidism
and cosmesis.” " Thyroid surgery has been tradition-
ally a general surgical practice, but recently more oto-
laryngologist are offering thyroid services. In UK data
from department of health showed that in 1998-99,
83% thyroid surgeries were performed by general sur-
geons and 15.4% by ENT surgeons, with an average
caseload of 19.1 per year." No such data is available
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in Pakistan. The rationale of this retrospective review
is that, all the admitted cases of thyroid swellings by
ENT surgeons in our setup should be analyzed for
presentation, surgical treatment performed by them
and to see the main outcome.

PATIENTS & METHODS

This retrospective review was conducted at the de-
partment of ENT - Dow Medical College and Civil Hos-
pital Karachi from January 2004 to June 2010. In this
retrospective review 184 consecutive cases of thyroid
swellings were included, irrespective of age, sex and
socioeconomic status. Physiological goiter and previ-
ously operated thyroid swellings were not assessed.
The assessment of the cases done by history, physi-
cal examination and their investigations including thy-
roid profile, ultrasound neck, fine needle aspiration
cytology and thyroid scan, where needed. All patients
with abnormal thyroid function (hypo- or hyperthyroid-
ism) were rendered euthyroid with drugs. Informed
consent was taken and thyroid surgery ranging from
lobectomy (with isthemectomy) to subtotal, near total
or total thyroidectomy was performed considering the
age of the patient, size and site and cytological nature
of thyroid swelling. Demographic data, clinical fea-
tures, investigations, surgical management details and
complications all were noted. All findings were tabu-
lated and analyzed to draw inferences.

Statistical software SPSS-16.0 was used for data
analysis. Frequencies and percentages were com-
puted to present all categorical variables like socio
economic status, clinical features, surgical treatment
given to the patients, and complications observed in
follow-up, ratio (M: F) for sex distribution and mean +
SD for age distribution.

RESULTS

Out of 184 cases the age ranged from 18 to 60 years
with mean age of 35.45 + 15.16 years, mode 35 years
and median 34 years. In 184 cases series male to
female ratio was 1:4. Out of 184 patients 132 (71.7%)
belonged to lower socioeconomic. Both lobes were
involved in 95 (51.6%) patients. In this review 101
(54.9%) with multinodular goiter. Out of 184 cases we
found 27 (14 .7%) cases of thyroid carcinoma. Details
of these general characteristics are given in Table I.

Procedures performed were 66 (35.9%) lobectomies
with isthemectomies, 57 (31%) subtotal thyroidecto-
mies, 18 (9.8%) near total thyroidectomies and 43
(23.3%) total thyroidectomies. The surgical options in
multinodular goiter were 46 (45.5%) subtotal thyroi-
dectomy, 18 (17.8%) near total thyroidectomy, 16
(15.8%) lobectomy, 16 (15.8%) total thyroidectomy in
benign conditions and 05 (05%) in malignant condi-
tions, and similarly surgical options in solitary thyroid

nodule were, 22 (30.6%) total thyroidectomy
(malignant nodule) and 50 (69.4%) lobectomy (benign
nodule) and in all diffuse goiter surgical options were
subtotal thyroidectomy. In 15 months follow up period,
complications encountered were permanent hoarse-
ness (due to right recurrent laryngeal nerve palsy) in
01 patient (0.5%), hemorrhage (due to slipped liga-
ture), wound infection and hypoparathyroidism seen in
03 (1.6%), 04 (2.2%) and 04 (2.2%) of cases respec-
tively.

TABLE I: GENERAL CHARACTERISTICS AND
PRESENTATION OF THYROID SWELLINGS

General characteristics NO %
AGE GROUPS

Upto 20 yrs 15 08.2

211040 yrs 115 62.5

41 to 60 yrs 54 29.3

> 60 yrs 00 00.0
SEX DISTRIBUTIONS

Male 37 20.1

Female 147 79.9
SOCIOECONOMIC STAUS

Lower* 132 7.7

Middle** 52 28.3

Higher*** 00 00.0

Presentation

LOBE DISTRIBUTION

Both lobes 95 51.6

Right lobe 60 32.6

Left lobe 29 15.8
GOITER DISTRIBUTION

Multinodular goiter 101 54.9

Diffuse goiter 11 06.0

Solitary thyroid nodule 72 39.1
THYROID CA. DISTRIBUTION

Papillary 18 66.7

Follicular 06 22.2

Medullary 03 11.1
*LOWER Income Rs Upto 5000/ Month / Person

** MIDDLE Income Rs > 5000-10000/Month/Person
*** HIGHER Income Rs > 10000 / Month / Person

DISSCUSION

There is wide variation in clinical presentation and
operative management of thyroid disorders. This is
because of the individual perception of each particular
surgeon and to some extent; another contributory fac-
tor is the lack of a uniform standard policy. For in-
stance, some are satisfied with hemithyroidectomy for
papillary thyroid carcinoma while others would not

JLUMHS MAY-AUGUST 2012; Vol 11: No. 02

72



Mahboob Afzal Jawaid, Danish Ur Rahim, Mushtaq Ali Memon, Pir Bux Magsi, Salman Mutiullah Shaikh, Muhammad Saleem Marfani

settle for anything less than total thyroidectomy/radical
surgery.’ In our review mean age was 35.45+15.16
yrs, which is comparable to that reported by Shaikh, M
S, from Larkana, Pakistan' (mean age 36 yrs) while
in contrast Veyseller observed mean age to be 42.6
yrs™ and Ozbas (Turkey) 43.6 yrs.? The difference in
mean age in other parts of the world may be due to
better health facilities, more awareness, education,
and life expectancy as compared to our region. Male
to female ratio in our review was 1:4, which is compa-
rable to Imran’s study from Karachi (M: F ratio as
1:3.8)"°.In contrast, Hussain also from Karachi re-
ported M: F ratio of 1:6.19'® while Godara from India
observed it to be 1:10.1.

In this review, the involvement of both lobes was fre-
quently noticed, i.e. 51.5%, followed by right lobe
32.6%, which is comparable to Bekele’s study
(Ethopia) "i.e. both lobes 70% followed by right lobe
17.5%. In contrast Igbal's study revealed 64% right
lobe involvement, followed by the left lobe.

Our review revealed multinodular goiter in 55.2%
cases, which was comparable to Hussain’s study
61.63%'°. In contrast Godara found multinodular goi-
ter only in 15% cases with preponderance of solitary
thyroid nodule in 68%.'? We found solitary thyroid
nodule in 38.8% of cases. So this means that preva-
lence of multinodular goiter is more in our region as
compare to other parts of world.

All patients were managed surgically. In 35.9% lobec-
tomy with isthemectomy was performed, followed by
31% subtotal thyroidectomies, 23.3% total thyroidecto-
mies and 9.8% near total thyroidectomies. In contrast
total thyroidectomy was the commonest surgical pro-
cedure performed by Akin (Lahore)® in 48.9% of
cases followed by subtotal thyroidectomy in 14.9%
patients while Khanzada reported 37.1% hemithyroi-
dectomy, 40.7% subtotal thyroidectomy, 7.8% nearto-
tal thyroidectomy and 13.5% total thyroidectomy®. In
one recent study of Italian surgeon Pelizzo, thyroid
lobectomy was carried out in 20.8% of patients, while
the remaining 79.2% underwent total thyroidectomy.?
Initially the percentage of total thyroidectomy was less
in our series, probably due to lack of clear cut guide-
lines but now trend has changed and total thyroidecto-
mies are frequently performed with minimal complica-
tions. In multinodular goiter recurrence can be com-
pletelgl avoided if total thyroidectomy is performed ini-
tially.*’

In cases of multinodular goiter we performed 45.5%
subtotal thyroidectomy, 20.8% total thyroidectomy,
17.8% near total thyroidectomy and 15.8% lobectomy.
In Godara’s study operative procedures for multinodu-
lar goiter were Hartley Dunhill procedure (one com-
plete lobe and the isthmus are removed with partial
lobectomy of second lobe) 53.3%, subtotal thyroidec-

tomy 1220%, lobectomy 20% and total thyroidectomy
6.7%.

In the current review, for solitary thyroid nodule, total
thyroidectomy was performed in 30.6% (for malignant
nodule) and lobectomy in 69.4%. Godara performed
nodulectomy in 19.1% cases for solitary thyroid nod-
ule, partial lobectomy in 1.5%, hemithyroidectomy in
73.5% and total thyroidectomy in 1.5%. Nowadays
nodulectomy is obsolete and thyroid lobectomies are
common in solitary thyroid nodules and if histopathol-
ogy proves malignancy then completion thyroidectomy
should be done as a rule.

In this review malignancy was encountered in 14.7%,
comparable to Hussain’s study, reporting 14.3% ma-
lignancy'®. While in contrast Godara observed 8%
malignancy and Rahman (Nigeria) 9.3% °. In our re-
view papillary carcinoma was diagnosed in 66.7%,
follicular carcinoma in 22.2% and medullary carci-
noma in 11.1%, while Godara encountered papillary
carcinoma in 75% and follicular carcinoma in 25%. In
contrast Hussain reported papillary carcinoma in
11.2% and follicular carcinoma in 1.8%.
Thyroidectomy is one of the main operations per-
formed in surgical units. The indications for this opera-
tion include cosmetic problems, obstructive symp-
toms, hyperthyroidism, malignancy and clinical suspi-
cion of malignancy. The main postoperative complica-
tions of this operation are injury to the recurrent laryn-
geal nerve and hypocalcaemia.?

We compared our (ENT surgeons) postoperative com-
plications with general surgeons. In this review,
hoarseness due to recurrent laryngeal nerve injury
was in 0.5% of cases, which was comparable to
Barczynski (Poland) 0.7%%*, while in contrast, Chaud-
hary reported 3.2%% and Khanzada 2.8%. In current
review haemorrhage occurred in 1.6%, wound infec-
tion in 2.2% and parathyroid insufficiency in 2.2%
which is comparable to Khanzada, 1.4% heamor-
rhage, 0.7% wound infection and 3.5% parathyroid
insufficiency whilein contrast to Serdar Ozbas re-
ported 0.4% haemorrhage, 0.6% wound infection &
0.4% parathyroid insufficiency and Qasaimeh reported
9.2% parathyroid insufficiency (6.6% transient & 2.2%
permanent hypocalcemia).

CONCLUSION

With female preponderance and low socioeconomic
status, thyroid swellings were mostly seen between 21
to 40 years. Multinodular goiter, solitary nodule were
common findings and malignancy observed in 14.7%
cases, which alarm for proper evaluation at an earli-
est. There is a need to stratify and standardize the
surgical management. Surgical management per-
formed by ENT and head and neck surgeons ranges
from total thyroidectomy to lobectomy gives good re-
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sults and fewer complications. The formation of mul-
tidisciplinary teams including endocrinologist, general
surgeons and otolaryngologists, can improve surgical
skills, training and treatment outcomes.
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