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INTRODUCTION 
The spectrum of thyroid cancer ranges from one of the most indolent 
cancers to one of the most virulent cancers. However, Thyroid cancer 
is one of the most treatable forms of cancer if presented early. Surgery 
is the mainstay in the management of thyroid cancer. Surgical 
outcomes need to be tempered against the excellent prognosis of the 
disease. In India, we see a combination of both early and advanced 
presentation of thyroid cancers. The incidence rate of thyroid cancer in 
India in women increased from 2.4 to 3.9 per 1lakh population over a 
decade. In men from 0.9 to 1.3per1 lakh population, a relative increase 
of 62% and 48% respectively.

AIM: To study 
1. Demographic pattern,
2. Clinical presentation, 
3. Treatment details of thyroid malignancy patients and 
4. 30-day morbidity after thyroidectomy in thyroid malignancy 
patients. 

MATERIALS AND METHODS:
Ÿ STUDY DESIGN: Retrospective study
Ÿ SAMPLE SIZE: 58
Ÿ STUDY GROUP: Patients of carcinoma thyroid who underwent 

thyroidectomy.
Ÿ STUDY PLACE:  Department of General Surgery, King George 

Hospital, Visakhapatnam.
Ÿ STUDY TIME: from June 2018 to June 2020. 
Ÿ Data was collected from Inpatient department.

Patients who were admitted in view of thyroid swelling were evaluated 
using routine blood investigations, serum T3, T4, TSH levels, USG of 
neck, FNAC (Fine needle aspiration cytology) of thyroid nodule and 
CT; and were diagnosed as thyroid malignancy (ATA 2009 guidelines 

thand the 8  edition of AJCC TNM staging system were followed).All 
patients underwent vocal cord examination before surgery. The FNAC 
and nal histopathologic diagnosis were used to decide the extent of 
the surgery.

Morbidity can be dened as occurrence of any major or minor 
complication. Major complications were dened as any patient 
developing vocal cord palsy, who required intravenous calcium 
supplementation, or surgical re exploration under general anaesthesia. 
Minor complication was dened as any patient who required only oral 

calcium supplementation or conservative management for any 
complication without a prolonged hospital stay.

LIMITATIONS:
 Complications like permanent hypocalcemia were not addressed.
No parathyroid assay was employed for assessment of 
hypoparathyroidism.

RESULTS: 
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DISCUSSION:
Ÿ Age is an important prognostic factor in DEMOGRAPHICS: 

thyroid cancer. It is included in staging system. Age >45 years is 
[1]known for recurrences and mortality.  About 31% of our patients 

were over 45 years of age. Presence of nodal metastasis in patients 
more than 45 years of age had a signicantly worse recurrence-

[2],[3]free survival.
Ÿ  In our study, most common presentation was PRESENTATION:

thyroid swelling alone (48%).19% of patients had nodal positive 
disease. Most common site for metastasis is Flat bones (skull 
bones) followed by lungs (3 cases with skull mets,1 case with, lung 
Mets and 1 case with both lung and skull Mets).

Ÿ  Most common histological variant in our HISTOPATHOLOGY:
study was papillary thyroid carcinoma (55%). Well differentiated 
tumors accounts for 93% in this study. Aggressive histology was 
present in 7% cases (4;1 MCT, 2 Poorly differentiated thyroid 
carcinomas and 1 anaplastic thyroid cancer).

Ÿ  Thyroid cancers have the RLN INVOLVEMENT AND PALSY:
potential to invade the strap muscles, RLN, trachea, esophagus, 
great vessels, larynx and prevertebral space in that order of 
frequency. In spite of local invasion, surgery remains the mainstay 
of treatment to achieve an R0 resection status even if this means 
sacricing surrounding structures. Mayo clinic data reported 

[4]about 6.1% RLN inltration.  The present study had less 
inltration rates (4.4%). Bilateral thyroidectomy, malignancy, 
extended total thyroidectomy, revision surgery, exploration for 
hemorrhage; signicant central compartment lymph nodal 
resection and lack of RLN identication were some of the risk 

[6]factors mentioned in literature. In our study, out of 58 patients 
who underwent thyroidectomy, 2 patients had  vocal cord 
palsy(due to inltration of RLN). Rate of RLN at risk was 3.44%, 
for all thyroid surgery performed, which is comparable to that 

[5]reported in various studies.
Ÿ  Transient hypocalcemia rates have been HYPOCALCEMIA:

[9]reported up to 46% in the literature.  Our study had a 
hypocalcemia rate of 29.2%.The factors identied for 
hypocalcemia in various studies are malignancy, unintentional 

[10],[11]parathyroidectomy  and devascularization of parathyroid 
[12] [13]glands.  Thomusch et al.  reported that the presence of two 

functioning parathyroid glands is essential to avoid hypocalcemia. 
Implanted glands have more predictable survival than leaving 
devascularized gland in the paratracheal area. Risk of 

[11]hypocalcemia increases with the extent of thyroidectomy  and re 
[7],[8]operative procedures.  .In addition, central compartment neck 

[14],[15]dissection increases the risk of hypocalcemia,  which concurs 
with the ndings of the present study.

CONCLUSION:
Thyroid surgery is precise due to the presence of crucial anatomic 
structures, namely, the RLN and the parathyroid glands. The 
complications of thyroid surgery can be severe for this indolent disease 
which can be minimized with meticulous dissection and attention to 
various details. Thyroid cancer, even with advanced disease, is 
eminently treatable, with surgery being the mainstay of treatment. 
Aggressive histology, extent of thyroid surgery and age are important 
factors, which should be considered in management of thyroid 
carcinomas.
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1. THYROID SURGERY
a. Hemithyroidectomy 6
b. Total thyroidectomy 52
c. Completion total thyroidectomy 4
d. Central compartment surgery 13
e. Lateral neck surgery 3
2. VOCAL CORD STATUS BEFORE SURGERY
a. Palsy due to prior surgery 2
b. Palsy due to disease 1
c. Vocal cord mobile 55
3. RLN sacriced due to disease involvement 1
4. Inadvertent parathyroidectomy+autotransplantation 2

S.N
O

SURGICAL 
COMPLICATIONS

TYPE NO OF CASES

1. 30-day mortality 0
2. No complication 35(60.3%)
3. Over all complication 23(39.7%)
4. Major complication 8(13.76%)
5. Minor complication 15(25.86%)
6. Temporary Hypocalcemia 

(17)
Major: I.V calcium 5(8.6%)
Minor:oral calcium 12(20.6%)

7. RLN at risk Major 2(3.44%)
8. Bleeding Major 1(1.7%)
9. Infection Minor 1(1.7%)
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