
INTRODUCTION
Multinodular goitre (MNG) is a common benign 
endocrine problem with an incidence of 5-12% in 
females and 2-5% in males. Surgery is the 
mainstay of treatment for multinodular goitre and 
the recommended procedures are total, near total 

1,2,17
and subtotal thyroidectomy . The goal of 
surgical treatment in benign multinodular goitre 
should be to eliminate the disease with a low 
complication rate & to minimize the necessity for 
re-operation because the risk of permanent 
complications have been found to be higher in re-
operations for recurrent disease than in primary 

2operations .

Statistics reveal that the total thyroidectomy is 

increasingly replacing partial thyroid resections. 
This paradigm shift is substantiated by the 
comprehension of multinodular goitre as a 
disease affecting the whole organ as well as the 
fact that total thyroidectomy avoids high risk 
secondary interventions for incidental thyroid 
carcinomas and recurrent disease while offering 

3comparable operative risks .

There is increasing trend towards performing 
more radical resections instead of a subtotal 
resection for benign thyroid diseases. Total or near 
total thyroidectomy procedures are now being 
increasingly employed to treat bilateral benign 
thyroid disease and are as safe as the subtotal 
thyroidectomy procedures which are more 
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conservative and associated with significantly 
4higher recurrence rates .

Total thyroidectomy is effective and safe for the 
surgical treatment of bilateral multinodular goitre 
to prevent recurrence and to eliminate the need for 
completion thyroidectomy in case of final 

2,14,16
diagnosis of incidental thyroid malignancy .

The objective of our study is to compare total 
thyroidectomy with the subtotal thyroidectomy in 
terms of post operative complications.

PATIENTS & METHODS 
This prospective study was done in surgical ward 
of Madina Teaching Hospital, Faisalabad from 
January 2011 to December 2012. In this two years 
period, 120 patients included in this study who 
were divided into two groups, 60 patients in Group 
A underwent total thyroidectomy & 60 patients in 
group B underwent subtotal thyroidectomy. 
Inclusion criteria comprised of patients of benign 
multinodular goitre which were operated for 
relieving different pressure symptoms & for 
cosmetic reasons. Exclusion criteria included 
patients with known or suspicion of thyroid cancer, 
Graves disease, recurrent goitre, solitary thyroid 
nodule and previously operated cases by 
unilateral lobectomy. Preoperative investigations 
included routine tests for fitness of patient, thyroid 
function tests. Thyroid scan, USG neck & FNAC 
were performed selectively. Antithyroid drugs 
were given where indicated. Preoperative calcium 
level & indirect laryngoscopy (IDL) were done in all 
patients.

All cases were performed by consultant surgeons 
working in Madinah Teaching Hospital. All 
operations were done under general anaesthesia 
with neck hyperextended & head slightly raised 

o
(15 ) using Kocher’s thyroid incision i.e. incision 
two finger breadth above sternal notch from one 
sternomastoid to the other. In a few cases(huge 
goitre) incision was extended in posterior triangle. 
Flaps were raised—upper flap up to thyroid 
cartilage & lower flap upto sterno clavicular joint. 
All other steps mentioned in literature for 
conventional thyroidectomy were followed. In 
group A, 60 patients in whom total thyroidectomy 

was done, both lobes, isthmus and pyramidal lobe 
removed entirely. The main trunk of inferior thyroid 
artery was not ligated rather individual branches of 
inferior thyroid artery were ligated to save blood 
supply to parathyroid glands. In group B, 60 
patients in whom subtotal thyroidectomy was 
done, 8-10grams thyroid tissue retained on both 
sides. Haemostasis secured meticulously in both 
groups. Drain placed & wound closed. 
Postoperative serum calcium level was done after 
24 hours & 48 hours post operatively. The 
complications were recorded on data sheets and 
were analysed by using SPSS-V-17. Post 
operatively patients were evaluated for 
complications in follow up period of one year.

RESULTS
Total one hundred and twenty (120) patients with 
MNG were included in this study who were divided 
into 2 groups. In group A (60 patients), total 
thyroidectomy was done, 55(91.66%) were 
females & 5(8.34%) were males. Post operative 
complications are less (13.33% vs 16.67%) Eight 
patients (13.33%) were experienced to have 
postoperative complications, 2 patients (3.34%) 
had hoarseness of voice (RLN palsy). It was 
transient and recovered within two weeks. Two 
patients (3.34%) had low pitch of voice (ELN 
palsy). It was also transient and recovered 
conservatively. Three patients (5.00%) presented 
with features of hypocalcemia. They were treated 
with IV calcium gluconate and recovered. Other 
complication was wound related i.e seroma 
formation in 1 patient (1.67%).

In group B (60 Patients), Subtotal thyroidectomy 
was done. Fifty two (86.67%) were females and 
eight (13.33%) were males. Post operative 
complications were comparatively more. One 
patient (1.67%) experienced tension haematoma, 
who was re-explored immediately and ligation of 
bleeding vessel was done. Wound complication 
i.e. seroma formation in 2 (3.34%), ELN palsy 2 
(3.34%), RLN Palsy 3(5.00%) and temporary 
hypoparathyroidism 2 (3.34%). No mortality was 
seen in both groups.

2
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On histology, incidental thyroid carcinoma 
(Papillary) was found in 3 patients(2.5%), one in 
total thyroidectomy & 2 in subtotal thyroidectomy. 
These patients were sent for thyroid ablation. 

DISCUSSION
Although surgery is the recommended treatment 
for MNG but there is still controversy upon the 

5extent of thyroidectomy . Subtotal thyroidectomy 
was considered safe because of low complication 
rate but currently the procedure of choice is total 

6thyroidectomy  because MNG affects the entire 
22

gland . If a surgeon leaves abnormal thyroid 
tissue, subsequent re-operation might be 

7
required . Re-operations are also under taken, if 
there is postoperative histological evidence of 
incidental thyroid carcinoma in MNG and these are 
associated with higher complications rate as 

8
compared with primary procedure . There are also 
chances of malignacy in remaining thyroid tissue. 
The chances of complications are more in re-
operations because of difficult dissection due to 
adhesions. That is why; recently the trend is 
changing in surgical practice from subtotal to total 

9or near total thyroidectomy . In our study, we have 
compared the total thyroidectomy with the 
subtotal thyroidectomy and the postoperative 
complications were recorded. The comparative 

results have shown lesser rate of complications in 
total thyroidectomy than subtotal thyroidecotmy 
(13.33% vs 16.67%). Our study has also shown, if 
surgery has been performed by expert surgeons 

10using intracapsular dissection  and routinely 
identifying recurrent laryngeal nerve, the chances 
of complications are minimized especially 
permanent complications regarding recurrent 
laryngeal nerve and parathyroid glands which are 
more troublesome. In our study, we have not seen 
a single case of permanent RLN injury or 
pe rmanen t  hypopara thy ro id i sm.  Mos t  
complications were wound related, temporary 
nerve palsy and transient hypocalcaemia which 
were managed conservatively. Also we have not 
seen any case of recurrence in our study, this is 
because most of the recurrences are developed in 

1110-20 years after primary surgery  and 
postoperative follow up period in our study was 
only one year. The incidence of recurrence after 
subtotal thyroidectomy varies in different studies 

9,22,28and may be as high as 23%  and it carries the 
risk for increased surgical morbidity during the 

15,21,25,27
course of re-operation . Re-operation for 
recurrent disease carries a significant risk of 
damage to both RLNs and parathyroid glands and 
during completion thyroidectomy, these is 10 fold 

22
increase in iatrogenic injuries . This supports total 

3
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6,30
thyroidectomy as procedure of choice .

Another aspect that favours total thyroidectomy 
(instead of subtotal thyroidectomy) is finding 
incidental thyroid malignancy on histopathology 
report. The incidence of occult malignancy is 

9,23
generally thought to be 7-10% , so in the 
presence of unrecongnized malignancy, subtotal 

29thyroidectomy represents inadequate surgery . 
Although only three cases (2.5%) of incidental 
thyoid cancer are found in our study, the figure is 

2 17
many more in other studies e.g. 18%  and 7.7% . 
Obviously total thyroidectomy prevents from redo 
surgery (Completion Thyroidectomy) in these 
cases.

Moreover malignant transformation in the thyroid 
remnant after subtotal resection ranges from 4-

25
17% , this again supports total thyroidectomy as 
better surgical option. One potential reason for 
performing subtotal thyroidectomy is main-
tenance of euthyroid status without thyroxine 
replacement. It is well documented that leaving a 
small thyroid remnant in situ will not prevent the 

9,24,26
onset of hypothyroidism  and all patients 
required a minimum of 100g thyroxine daily. So 
thyroxine replacement is essential for the whole 
life wheather you perform total thyroidecotmy or 

17,18,19
subtotal thyroidectomy .

The main reason for performing subtotal 
thyroidecotmy is a presumed lower incidence of 
postoperative complications, including RLN palsy 
and hypoparathyroidism. Our study has shown 
that in experienced hands the postoperative 
complications are less in total thyroidectomy as 
compared with subtotal thyroidectomy. For 
example,  recurrent laryngeal nerve palsy 
occurred in 2 patients(3.34%) in total 
thyroidectomy and 3 patients (5%) in subtotal 
thyroidectomy which is comparative to study in 
which transient vocal cord paralysis occurred in 11 
(3.2%) cases and in 1 (0.3%) case, it became 

5permanent . There was significant increase in 
incidence of recurrent laryngeal nerve injury in 
secondary operations (21.7% in secondary vs 

12
2.8% in primary) . In another study, the temporary 
recurrent laryngeal nerve palsy rate was 3.3% 

whereas temporary hypoparathyroidism was 7.2% 
13in total thyroidectomy . In our study, temporary 

hypoparathyroidism occurred in 5% of cases in 
total thyroidectomy and 3.34% in subtotal 
thyroidectomy, there was no case of permanent 
hypoparathyroidism. So total thyroidectomy is 
safe and preferred option even for benign 
multinodular goiter and is associated with minimal 

5,15complications .

CONCLUSIONS
Total thyroidectomy is better procedure than 
subtotal thyroidectomy for the management of 
benign multinodular goitre due to lesser number of 
complications. This procedure also prevents 
future need of surgery for recurrence and 
incidental thyroid cancer.
Copyright© 14 Mar, 2014.
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