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Abstract
Introduction: Clinically detectable thyroid carcinoma constitutes less than 1% of human cancers. Ninety percent of
all thyroid malignancies are differentiated papillary and follicular carcinoma. Surgery plays a key role in
differentiated thyroid carcinoma as it carries excellent prognosis, lower recurrence rate and low mortality rate but
controversy persists for extent of surgery and optimal surgical management of lymph node metastasis. Patient and
Method: A retrospective analysis was done for the cases that underwent total thyroidectomy with lymph node
dissection for differentiated carcinoma of thyroid in Kathmandu Medical College during two year periods (Oct 2001
to Oct 2003). Result: In our experience with 18 cases of Differentiated Thyroid Carcinoma (DTC) treated with total
thyroidectomies and lymph node dissection, papillary carcinoma was predominant with 83% incidence. Disease was
prevalent in 50 to 60year age group. Except two cases of transient hypocalcaemia and few wound related
complications, there have been no other complications. Conclusion: Total thyroidectomy with lymph node
dissection is safe and effective, so, the treatment of choice in cases of differentiated thyroid carcinoma.

A

lthough
thyroid
nodules
are
common,
differentiated thyroid carcinoma are relatively rare.
Clinically detectable thyroid carcinoma constitutes less
than 1% of human cancers. Differentiated thyroid
carcinoma (papillary and follicular) are among the most
curable cancers, however, some patients are at high risk
for recurrent disease or even death1. The median age of
onset is between the 4th and 5th decade of life. The cause
of thyroid cancer is not entirely clear2.

We have tried to present our limited experience on
surgical treatment of differentiated thyroid carcinoma.
Patients and Methods
This is a retrospective study of 18 cases of differentiated
thyroid carcinoma who received surgical treatment at
our centre from Oct 2001 to Oct 2003. All patients were
evaluated with history particularly for related symptoms
with duration, irradiation of head and neck in infancy
and family history of papillary thyroid carcinoma.
Findings related to size and site of lesion, hoarseness of
voice and chronic cough were noted. Thyroid function
test and indirect laryngoscopy (IL) for vocal cord
examination carried out routinely. USG of the neck was
performed in all cases to see size, site, character and
multifocality of the lesion. Diagnosis was established by
Fine needle aspiration cytology (FNAC) in cases who
presented for the first time and by confirmation of
previous histopathology in cases who came for
completion thyroidectomy.

Thyroidectomy is the main form of initial treatment for
thyroid gland cancer. However, the extension of
resection performed in the treatment of differentiated
thyroid carcinoma remains controversial, particularly
because the incidence of post-operative complication is
directly related to the type of thyroidectomy
(lobectomy, near total or total)3. At the beginning of the
history of thyroidectomy, the major complication were
haematoma and post-operative infection and most of the
pioneer authors reported some post operative
mortality3,4,5,6. Currently, the main post-operative
complications are vocal cord palsy because of recurrent
laryngeal nerve dysfunction and hypocalcaemia4,5,6,7,8,9.
Post operative death is now rare or event
unrecorded10,11,12,13,14,15.

All patients underwent total thyroidectomy under
general anaesthesia. Total thyroidectomy was combined
with functional lymph node dissection (FLND).

Nodal involvement is frequently found at the first
clinical presentation (35% to 83%), and pulmonary
metastases are detected relatively more often at the time
of diagnosis (5%- 16%)16,17,18,19,20,21,22,23.
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Total hospital stay was 2-5 days. Post operative
complications are shown in table 1. Two patients
developed hypocalcaemia post operatively. One in 4th
POD and another after two wks. Both of them recovered
after few days’ treatment with calcium.

Radical Neck dissection (RLND) was carried out in
cases having clinically palpable cervical lymph nodes.
Recurrent laryngeal nerve and parathyroid glands were
identified in all cases.
Vacuum drain was kept in all cases for 1-3 days. Oral
feeding started next day. Patients were kept at hospital
until they were found to be fit for discharge. All patients
were referred to Bhaktapur cancer hospital for adjuvant
therapy from where they were advised to consult Rajiv
Gandhi cancer care centre for further treatment with
radioactive iodine (RAI). They were advised to come
for follow up after 1 week then after 1 month followed
by 6 months, 1year and then 2 yearly.

Table 1. Post operative complications.
Complications
No. of Cases
Seroma
1
Wound infection
1
Hypocalcaemia
2
Vocal cord paralysis
0.
Chest infection
1
Cannula site infection
1
Mortality
0
Recurrence for 6months
0.

Results
There were total 18 cases including 11 referred cases
from Bhaktapur cancer care centre for completion
thyroidectomy. Male to female ratio was 2:1. Age
ranges from 35 to 67 years. Most prevalent age group
was 5th decade (Fig. 1). All patients were euthyroid. Preoperative evaluation revealed no distant metastasis in
any of the cases.

Histopathological examination revealed papillary
thyroid carcinoma in 15 cases whereas follicular
carcinoma in 3 cases. One had Hurthle cell variety of
follicular carcinoma. (Fig. 3).

Fig 1. Age distribution.

All patients were prescribed lifelong oral thyroxine.
group and absence of regular follow up. There were
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All patients underwent total thyroidectomy. Total
thyroidectomy was combined with Radical neck
dissection (RLND) in three cases. They all were
papillary carcinoma with clinically palpable nodes. Four
cases underwent total thyroidectomy with functional
lymph node dissection (FLND). Remaining eleven cases
were referred cases for completion thyroidectomy and
all of them underwent completion thyroidectomy with
functional neck dissection (Fig. 2).

83%

Fig. 2 Numbers of operations performed.
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Follow up
Two patients who developed hypocalcaemia in
immediate post operative period improved subsequently
and needed no further treatment for the same. All 18
cases were referred to Rajiv Gandhi Cancer Care Centre
Delhi through Bhaktapur Cancer Hospital for T99 whole
body scan followed by radioactive iodine (RAI) uptake.
Out of 18 cases, 9 cases are in regular follow up. Eight
cases have no recurrence but one has developed
recurrence in right tibia after two years.
Discussion
Most studies in adults have demonstrated that total
thyroidectomy for large, aggressive thyroid cancer is
associated with reduced tumour recurrence rates over
time compared with unilateral surgery. However, for
small, early stage tumours, the rationale for total
thyroidectomy is less certain because most patients will

do well for many years regardless of initial surgical
choice. In recent review from Mayo clinic of the
influence of surgical management on outcome in patient
with stage 1 or 2 papillary thyroid cancer, Hay et al.24,25
reported a significant reduction in local recurrence over
30 years in patients treated with total thyroidectomy
(4%) as compared with patients treated with subtotal
thyroidectomy (17%).

Conclusion
Total thyroidectomy with selective lymph node
dissection is found to be acceptable and encouraging
however, the study involving large number of cases for
long term follow up is needed to draw a definite
conclusion.
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Similarly, Mozzaferri et al26 also noted an advantage for
adults with either follicular or papillary treated with a
bilateral, rather than a unilateral operation with respect
to tumour recurrence. However, in a study by Newman
et al.27 the recurrence rate after total or subtotal
thyroidectomy was identical to the result of limited
resection i.e. lobectomy. Generally, the recurrence rate
of 2% to 33% in the group with a more aggressive
approach22,23,28,29,30 was lower, compared with the
results in the less aggressively treated patients (15% to
45%)17,18,19,20 whereas the complication rate does not
seem to be higher in these patients, i.e. permanent
hypoparathyroidism in 0% to 21% and laryngeal nerve
palsy in 0 to 17% of the patients.

Reference
1.

Schlumberger MJ, Papillary and follicular
thyroid carcinoma. N. Eng. Med. J. 1998: 338.
297-306.
2. Bi J, Lu B. Advances in the diagnosis and
management of thyroid neoplasms. Curr Opin
Oncol. 2000 jan; 12(1): 54-9.
3. Filho JG, Kowalski LP. Post operative
complications
of
thyroidectomy
for
differentiated thyroid carcinoma. Am J
Otolaryngol. 2004 Jul- Aug; 25(4): 225-30.
4. Shaha A, Jaffe BM. Complications of thyroid
surgery performed by residents. Surgery 104:
1109-1114, 1998.
5. Pezzulo L, Dalrio P. Losito NS, et al: postoperative complications after completion
thyroidectomy for differentiated thyroid
cancer. Eur J Surg Oncol 123: 215-218, 1997.
6. Moulton-Barret R, Drumley R, Jaliie S, et al:
Complications of thyroid surgery. Int surg 82:
63-66, 1997.
7. Shindo LM, Sinha UK, Rice DH: Safety of
thyroidectomy in residency: A review of 186
consecutive cases. Laryngoscope 105: 11731175, 1995.
8. Wax KM, Valiuis AP, Hurst MK: Drains in
thyroid and parathyroid surgery. Arch
Otolaryngol Head Neck Surg121: 981-983,
1995.
9. Al-Suliman NN, Ryttov NF, Blichert-Toft M,
et al: Experience in a specialist thyroid surgery
unit: a demographic study, surgical
complications, and outcome. Eur J Surg 163:
13-20, 1997.
10. Thompson NW, Harness JK: Complications
total thyroidectomy for carcinoma. Surg
Gynecol Obst 131: 861-868, 1970.
11. Jacobs JK, Aand JW Jr, Ballinger JF: Total
thyroidectomy: A review of 213 patients, Ann
Surg 197: 542-547, 1983.
12. Flynn MB, Lyons KJ, Tarter JW, et al: Local
complications after surgical resection for

There are several arguments in favour of total
thyroidectomy. First, differentiated thyroid carcinoma is
often bilateral and multifocal. However, in our study,
we did not observe any multifocal lesions. When
surgical intervention was limited to hemithyroidectomy
alone, a recurrence with re-exploration is inevitable
offering higher rate of complications22,30. Second, it
permits 131I scanning and treatment, because of the
absence of normal thyroid tissue. Third, it allows the
use of serum Tg as a sensitive marker of recurrence.
Arguments against total thyroidectomy are mainly based
on the fear of high complication rates. Generally, groups
in which treatment is limited to hemithyroidectomy do
not experience fewer complications31,32. Our experience
shows total thyroidectomy with functional neck
dissection, eventually combined with modified radical
neck dissection in selected patients has some
encouraging results.
Disease is found to be
predominant in male and common in fourth and fifth
decade. This is similar to other international reports. In
our study, we did not encounter any permanent
complication. Most feared complications like recurrent
laryngeal nerve palsy and hypocalcaemia were not
observed in follow up. Recurrent laryngeal nerve could
be dissected safely in all cases and hypocalcaemia
observed in two patients was temporary. However this
very low complication rate is probably due to small
study group (only 3 cases of papillary carcinoma with
palpable cervical nodes). Modified radial neck
dissection was done in all of them with no additional
complications.

37

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

thyroid carcinoma. Am J Surg 168: 4904-407,
1994.
Calik A, Kucuktulu U, Ciel A, et al:
Complications of 867 thyroidectomies
performed in a region of endemic goiter in
turkey. Int Surg 81: 298-301, 1996.
Sand J, Palkola K, Salmi J: Surgical
complications after total thyroidectomy and
resections for differentiated thyroid carcinoma.
Al Chirurgiae at gynaecologiae 85: 305-308,
1996.
Chao TC, Jeng LB, Lin JD, et al: Reoperative
thyroid surgery. World J Surg 21: 644-647,
1997.
Haveman JW, Van Tol KM, Rouwe CW, Piers
do A, Plukker JT. Surgical experience in
children with differentiated thyroid carcinoma.
Ann Surg Oncol. 2003 Jan-Feb; 10(1): 15-20.
La Quaglia MP, Corbally MT, Heller G,
Exelby PR, Brennan MF. Recurrence and
morbidity in differentiated thyroid carcinoma
in children. Surgery 1988; 104: 1149-56.
Robie KD, Welch Dinauer CA, Tuttle RM, et
al. The impact of initial surgical management
on out come in young patients with
differentiated thyroid cancer. J Pediatr Surg
1998; 33: 1134-8.
Alessandri AJ, Goddard KJ, Blair GK, Fryer
CJ, Schultz KR. Age is the major determinant
of recurrence in pediatric differentiated thyroid
carcinoma. Med Pediatr Oncol 2000; 35: 41-6.
Jarzab B, Handkiewicz-Junak D, Wolch J, et
al. Multivariate analysis of prognostic factors
for differentiated thyroid carcinoma for
children. Eur J Nucl Med 2000; 2f7: 833-41.
Welch dianauer CA, Tuttle RM, robie DK, et
al. Clinical features associated with metastasis
and recurrence of differentiated thyroid cancer
in children, adolescents and young adults. Clin
Endocrinol (Oxf) 1998; 49: 619-28.
Segal K, Shvero J, Stern Y, Mechlis S,
Feincesser R. Surgery of thyroid cancer in
children and adolescents. Head Neck 1998; 20:
293-7.
Danese K, Gardini A, Fars4etti A, Sciacchitano
S, Andreoli M, Pontecorvi A. Thyroid
carcinoma in children and adolescents. Eur J
Pediatr 1997; 156: 190-4.
Ringel MD and Levine MA. Current therapy
for childhood thyroid cancer: Optimal surgery
and the Legacy of King Pyrrhus. Ann of Surg
Oncol 2003; 10(1): 4-6.
Hay ID, Grant CS, Bargstralh EJ, Thompson
GB, van Heerden JA, Goellner JR. Unilateral
total lobectomy: is it sufficient surgical

26.

27.

28.

29.

30.

31.

32.

38

treatment for patients with AMES low-risk
papillary thyroid carcinoma? Surgery 1998;
124: 958-66.
Mozzaferri EL, Jhiang SM. Long term impact
of initial surgical and medical therapy on
papillary and follicular thyroid cancer. Am J
Med 1994; 97: 418-28.
Newman KD, Black T, Heller G, et al.
Differentiated thyroid cancer: determinants of
disease progression in patients <21 years of
age at diagnosis: a report from the Surgical
Discipline Committee of the Children’s Cancer
Group. Ann Surg 1998; 227: 533-41.
Hallwirth U, Flores J, Kaserer K, Neiderle B.
Differentiated thyroid cancer in children and
adolescents: the importance of adequate
surgery and review of literature. Eur J Pediatr
Surg 1999; 9: 359-63.
Samuel AM, Sharma SM. Differentiated
thyroid carcinomas in children and adolescents.
Cancer 1991; 67: 2186-90.
Bingol-Kologli M, Tanyel FC, Senocak ME,
Buyukpamukcu N, Hicsonmex A. Surgical
treatment of differentiated thyroid carcinoma in
children. Eur J Pediatr Surg 2000; 10: 347-52.
Jocham A, Joppich I, Hecker W, Knorr D,
Schwarz HP. Thyroid carcinoma in childhood:
management and follow up of 11 cases. Eur J
Pediatr 1994; 1 53 :17-22.
Dottorini ME, Vignati A, Mazzucchelli L,
Lomuscio G, Colombo L. Differentiated
thyroid carcinoma in children and adolescents:
a 37 years experience in 85 patients. J Nucl
Med 1997; 38: 669-75.

