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ABSTRACT 

Objective: To evaluate the surgical management of thyroid disease. 

Study Design: Observational / descriptive study. 

Place and Duration of Study: This study was conducted at the Otorhinolaryngology and Head& Neck Surgery 

Department Sandeman (Provincial) Hospital, Quetta from March 2014 to May, 2016. 

Materials and Methods: This study included 43 patients of thyroid disease of the afore-said period. Medical 

records of patients were reviewed retrospectively and results were analyzed. 

Results: The mean age of the patients was 34.95±11.97 (S.D) years and male to female ratio was 1:7.6.The benign 

lesions were 88.63% and malignant lesions were 11.63%. Simple multi nodular goiter was 39.53% and was most 

common cause of thyroid enlargement. Near total thyroidectomy was performed in 34.88% and total thyroidectomy 

in 30.23%. Other procedures performed were lobectomy with isthmusectomy (27.91%), subtotal thyroidectomy 

(4.65%) and total thyroidectomy with central compartment lymph node dissection (2.33). The overall complication 

rate was 16.29%. Hypocalcemia was most frequent complication followed by recurrent laryngeal nerve palsy. 

Conclusion: Thyroid disorders are more common in females. Simple multinodular goiter is the most frequent cause 

of thyroid enlargement. Near total thyroidectomy seems to be optimal procedure for benign thyroid lesions while 

total thyroidectomy for malignant lesions. Hypoparathyroirdism and recurrent laryngeal nerve palsy are common 

complications. 
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INTRODUCTION 

Surgery has been the treatment of choice for many 

disorders of the thyroid gland, both benign and 

malignant for many decades. Current indications for 

surgery are compression induced symptoms, 

malignancy, suspected malignancy, hyperthyroidism 

and cosmesis.1-4 The conventional surgical procedures 

include lobectomy, hemi thyroidectomy, subtotal 

thyroidectomy, near total thyroidectomy, total 

thyroidectomy. However, the choice of surgical 

approach and the extent of tissue resection for the 

benign thyroid diseases remain controversial.5 Recent 

studies have reported total thyroidectomy to be the gold 

standard treatment for thyroid cancer, multinodular 

goiter and Grave’s disease. However, due to its 

associated risk of postoperative complications, most 

surgeons avoid the procedure for the treatment of 

benign thyroid diseases.6, 7 
 

 

1. Department of ENT, Bolan Medical College, Quetta. 
 

 

Correspondence: Muhammad Siddique, 

Associate Professor of ENT Department, Bolan Medical 

College, Quetta. 

Contact No: 0333-7880860 

Email: msiddique570@gmail.com 
 

 

Received: April 22, 2016;               Accepted: June 02, 2016 
 

Near total thyroidectomy has been reported to achieve 

both low recurrence and complication rates when 

compared with the rates reported in the literature for 

total thyroidectomy and has shown to be an effective 

and safe surgical treatment option for various benign 

thyroid diseases. However, its long term follow up has 

not been documented in literature.6, 8 Thyroidectomy is 

associated with specific morbidities which are related to 

the experience of the surgeon, however.9 The main 

postoperative complications of this operation are injury 

to the recurrent laryngeal nerve and hypocalcaemia.10 

The aim of this study was to evaluate the surgical 

management of thyroid diseases at 

Otorhinolaryngology and Head & Neck Surgery 

Department, Sandeman (provincial) Hospital, Quetta.  

MATERIALS AND METHODS 

This retrospective study was conducted at 

Otorhinolaryngology and Head&Neck Surgery 

Department Sandeman (Provincial) Hospital, Quetta 

from March 2014 to May 2016. Forty three patients of 

both genders with thyroid diseases were included in this 

study. Demographic data, clinical features, 

investigations, surgical management details and 

complications were noted. All findings were tabulated 

and results were analyzed statistically to draw 

inferences. 
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RESULTS 

There were 43 patients of age 16 to 65years with a 

mean age of 34.95±11.97(S.D) years. Patients included 

5 males and 38 females and male to female ratio was 

1:7.6. Twenty eight (65.11%) patients presented with 

goiter and 15(34.88%) patients with solitary thyroid 

nodules (Figure 1).A total of 38 (88.37%) lesions were 

benign and 5(11.63%) were malignant. Out of 

43patients 17 (39.53%) were simple multinodular goiter 

cases and it was the most frequent cause of thyroid 

enlargement. Other causes of goiter were diffuse toxic 

goiter in 6(13.95%) cases, simple colloid goiter in 

3(6.97%) cases, toxic nodular goiter in 1(2.33%)case 

and papillary carcinoma in 1(2.33) case. Causes of 

solitary thyroid nodules were papillary adenoma 

5(11.63%), follicular adenoma 5(11.63%), papillary 

carcinoma 2(4.65%), follicular carcinoma 1 (2.33%) 

and Hurthle cell carcinoma 1 (2.33%) and Hashimoto’s 

thyroiditis 1(2.33%) as given in Table 1. Indications for 

thyroidectomy were cosmetic reasons in16(37.21%) 

patients, pressure symptoms in 4 (9.30%) cases, toxic 

goiter in 7 (16.28%) cases, solitary thyroid nodules in 

11 (25.58%) cases and malignancy in 5 (11.63%) as 

shown in Table 2.  

 
Figure No.1: Presentation of thyroid swelling 

Table No.1: Histopathological diagnosis. 

Sr. 

No. 

Histopathological 

diagnosis 

Frequency %age 

1. Simple 

multinodular goiter 

17 39.53% 

2. Simple colloid 

goiter 

3 6.97% 

3. Diffuse toxic goiter 6 13.95% 

4. Toxic nodular 

goiter 

1 2.33% 

5. Papillary adenoma 5 11.63% 

6. Follicular adenoma 5 11.63% 

7. Papillary carcinoma 3 6.97% 

8. Follicular 

carcinoma 

1 2.33% 

9. Hurthle cell 

carcinoma 

1 2.33% 

10. Hashimoto 

Thyroiditis 

1 2.33% 

 

Procedures performed were 12(27.91%) lobectomy 

with isthmusectomy, 2 (4.65%) subtotal thyroidectomy, 

15 (34.88%) near total thyroidectomy, 13 (30.23%) 

total thyroidectomy and 1 (2.33%) total thyroidectomy 

with central compartment lymph node dissection  

(Table 3). Complications of thyroidectomy were seen in 

7 (16.28%) cases. Permanent vocal cord palsy was 

observed in 2 (4.65%) cases, hypoparathyroidism in 3 

(6.97%) cases, haematoma formation in 1 (2.33%) case 

and wound infection in 1 (2.33%) case. 

Table No.2: Indications for surgery. 

Sr. 

No. 

Indications No.of 

patients 

%age 

1. Cosmetic reasons 16 37.21% 

2. Pressure symptoms 4 9.30% 

3. Toxic goiter 7 16.28% 

4. Solitary thyroid 

nodules 

11 25.58% 

5. Malignancy 5 11.63% 

Table No.3: Surgical procedures performed. (N=43) 

Sr. 

No. 

Operation No. of 

patients 

%age 

1. Lobectomy plus 

Isthmusectomy 

12 27.91% 

2. Subtotal thyroidectomy 2 4.65% 

3. Near total 

thyroidectomy 

15 34.88% 

4. Total thyroidectomy 13 30.23% 

5. Total thyroidectomy 

plus central 

compartment lymph 

node dissection 

1 2.33% 

DISCUSSION 

Thyroid surgery offers definitive treatment for thyroid 

diseases with relatively low complication rates. In this 

study the mean age was 34.95±11.97 (S.D) years, 

which is comparable to that reported by Jawaid M A et 

al., in which observed mean age to be 35.45±15.16 

(S.D) years9, while mean age reported by KhanzadaTW 

et al., was 32±8.224 (S.D) years.10In contrast Bakheit M 

A et al., observed mean age to be 42 years.11 Thyroid 

diseases are common in females than males. In this 

study the male to female ratio was 1:7.6 which is 

comparable to other studies.Mizrakarimov F et al, 

observed a male to female ratio of 1:7.812 while 

Khanzada TW et al, observed a male to female ratio of 

1:9.10 In this review 88.37% lesions were benign and 

11.63% lesions were malignant. In our study simple 

multinodular goiter (39.53%) was the commonest cause 

of goiter followed by diffuse toxic goiter (13.95%) and 

simple colloid goiter(6.97%).This is consistent with 

some local studies in which multinodular goiter was 

found to be the commonest cause of thyroid 

enlargement.9,10,13,14,15 We found solitary thyroid 
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nodules in 34.88% cases. Papillary and follicular 

adenomas were common causes of solitary thyroid 

nodules, which is comparable with the study of 

Khanzada TW et al.10 The large majority of thyroid 

nodules are benign, with an overall reported risk of 

malignancy from 5% to 15%.16 The overall frequency 

of malignancy in this study was about 11.63%. This is 

comparable to Khanzada’s study, reporting 11% 

malignancy.10However, Jawaid MA et al., and Hussain 

N et al., observed14.7% and14.3% malignancy in their 

studies respectively.9,17 In this study papillary 

carcinoma was 6.97%, follicular carcinoma was 2.33% 

and Hurthle cell carcinoma was 2.33%. 

Thyroidectomy is a common operation with an 

extremely low mortality.18 Indications for this 

operationinclude cosmetic problems, obstructive 

symptoms, hyperthyroidism, malignancy and clinical 

suspicion for malignancy. In this study cosmetic 

reasons was the most common indication for 

thyroidectomy. This finding is similar to studies done 

elsewhere.8,19,20 In contras Acun et al, reported toxic 

symptoms as the most common indication for 

thyroidectomy.6All patients were managed surgically. 

In this study neartotalthyroidectomy (34.88%) was the 

commonest surgical procedure performed. Other 

procedures were total thyroidectomy(30.23%), 

lobectomy with isthmusectomy (27.91%), subtotal 

thyroidectomy (4.65%), and total thyroidectomy with 

central compartment lymph node dissection (2.33%). In 

study of JawaidMA, et al, the surgical procedures 

performed included 35.9% lobectomy with 

isthmusectomy, 31% subtotal thyroidectomy. 23.3% 

total thyroidectomy, and 9.8% near total 

thyroidectomy.9 Khanzada T W, et a., reported 37.1% 

hemi thyroidectomy, 40.7% subtotal thyroidectomy, 

7.8% neartotalthyroidectomy and 13.5% total 

thyroidectomy10, while in study of Pelizzo et al, thyroid 

lobectomy was carried out in 20.8% and total 

thyroidectomy in 79.2% cases.21Tezelman S ,et 

al.,recommended total or near total thyroidectomy in 

benign multinodular goiter to prevent recurrence and to 

eliminate the necessity for early completion 

thyroidectomy in case of final diagnosis of thyroid 

carcinoma.22 Near total thyroidectomy for toxic goiter 

seems to reduce the rate of recurrent hyperthyroidism 

compared to subtotal thyroidectomy.23Initial total 

thyroidectomy can be safely performed for both benign 

and malignant thyroid diseases in a less-developed 

region. The morbidity of a secondary surgical 

procedure after subtotal thyroidectomy is significantly 

high as compared to first-time surgery.24 However, near 

total thyroidectomy causes a significantly lower rate of 

hypoparathyroidism compared to total thyroidectomy.25 

Complications of thyroidectomy are largely related to 

the magnitude of the operation and the experience of 

the surgeon involved.26 The overall postoperative 

complication rate in this study was 16.29%. Permanent 

vocal cord palsy was observed in 4.65% cases, 

hypoparathyroidism in 6.97% cases, haematoma 

formation in 2.33% cases and wound infection in 2.33% 

cases. Chalya PL et al., observed a postoperative 

complication rate of 7.9%.27While Khanzada TW et al., 

observed a complication rate of 10.7% and Jawaid   

MA et al., observed 6.5% complication rate.9,10Sancho 

JJ et al., stated that branched inferior laryngeal nerves 

suffer more surgical injuries and are twice as likely to 

be associated with vocal cord dysfunction.28Incidence 

of hypoparathyroidism is high after thyroidectomy for 

cancer.23 

CONCLUSION 

Thyroid diseases are more common in females. Simple 

multinodular goiter is the most common cause of 

thyroid enlargement. Near total thyroidectomy seems to 

be optimal surgical procedure for benign thyroid lesions 

and total thyroidectomy for malignant lesions.Recurrent 

laryngeal nerve palsy and hypoparathyroidism are 

common complications of thyroidectomy. 
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