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Abstract: 

The purpose of this research was to identify the most common postoperative problems, 

with a focus on nerve injury, after a total thyroidectomy or complete lobectomy. All 

patients diagnosed with thyroid diseases within the last 3 years (i.e., from 2020 to June 

2023) were included in the study to compare the outcomes of total thyroidectomy and 

total lobectomy in terms of complications, such as nerve damage. Patients diagnosed 

with thyroid problems, including thyroid cancer, had a series of 63 successive 

procedures, some of which included central neck dissection and others not.  People who 

had thyroid cancer, recurrent laryngeal nerve palsy as a result of a prior thyroid 

operation, or other conditions that alter voice were the only ones we left out. The 

supervising physician oversaw the retrieval of clinical data from the patients' hospital 

records. The procedures that were carried out included a full thyroidectomy, a unilateral 

total lobectomy, a revision thyroidectomy to remove remnant or recurrent thyroid 

tissue, and a completion thyroidectomy to remove the contralateral lobe from patients 

who had previously had a thyroid lobectomy alone. A top surgeon oversaw all 

procedures. Thyroid problems, including thyroid cancer, were treated with 63 

successive procedures, some of which included central neck dissection and others not. 

Only patients who had thyroid cancer or recurrent laryngeal nerve palsy as a result of a 

prior thyroid operation were considered for exclusion  . The average age of the 

participants in the research was 43.24 ± 4.45 years, and there were 59 females (93.7%) 

and 4 men (6.3%). Four individuals, or 6.3% of the total, had a minor consequence, 

such as an infection.  

In conclusion, preventing nerve damage requires meticulous hemostasis and a careful 

approach. It is advised to separate all the blood vessels that are flush with the thyroid 

capsule on both the outside and inside of the gland during surgery. The external branch 

of the superior laryngeal nerves may be preserved by ligating the anterior and posterior 

branches of the superior thyroid artery separately. 
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Introduction: 

Surgery to remove the thyroid gland in its whole or in part is known as a thyroidectomy. 

It's a popular procedure, especially in nations where iodine shortage is widespread.(2-

5)Total thyroidectomy is quickly replacing other less desired surgical options as the 
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gold standard for treating multinodular goitre. When there is a significant chance of 

recurrence and both thyroid lobes are affected, it seems that a total thyroidectomy is the 

best course of action (6). The main goals of thyroidectomy are to preserve the 

parathyroid glands, achieve precise haemostasis, preserve the recurrent laryngeal 

nerves, and provide great cosmesis.(7) Factors that increase the likelihood of thyroid 

surgery complications include extensive resection, the need for a second operation to 

finish the procedure, the number of patients per surgeon, and the physician's level of 

expertise.   A critical component in reducing the occurrence of problems is meticulous 

dissection. Hypoparathyroidism and recurrent laryngeal nerve damage are the primary 

postoperative consequences of thyroidectomy (see point (8)).(9) Vocal weakness 

(hoarseness) or loss (aphonia) and respiratory tract issues may occur from injury to the 

recurrent laryngeal nerves.(10) The right recurrent laryngeal nerve's proximity to the 

right inferior thyroid artery bifurcation makes it more vulnerable to injury during 

thyroid surgery; the nerve can pass in front of, behind, or between the branches of the 

artery.(11). 

An important source of medicolegal concerns for surgeons is the possibility of 

irreversible nerve injury in 0.33 to 3% of thyroid surgery and temporary harm in 3 to 

8% of procedures.(12). Singing and voice projection issues may result from injuries to 

the external branch of the superior laryngeal nerve.  Be cautious while ligating the 

arteries at the vascular pedicle of the superior poles of the thyroid lobe, since it is close 

to the external branch of the superior laryngeal nerve. This is to ensure that the nerve is 

not injured.(13).   

Consequently, the purpose of this research was to identify the most common 

postoperative problems, with a focus on nerve injury, after a total thyroidectomy or 

complete lobectomy.  

Materials and Methods: 

 All patients diagnosed with thyroid diseases within the last 3 years (i.e., from 2020 to 

June 2023) were included in the study to compare the outcomes of total thyroidectomy 

and total lobectomy in terms of complications, such as nerve damage. 

Patients diagnosed with thyroid problems, including thyroid cancer, had a series of 63 

successive procedures, some of which included central neck dissection and others not.  

People who had thyroid cancer, recurrent laryngeal nerve palsy as a result of a prior 

thyroid operation, or other conditions that alter voice were the only ones we left out. 

The supervising physician oversaw the retrieval of clinical data from the patients' 

hospital records. The procedures that were carried out included a full thyroidectomy, a 

unilateral total lobectomy, a revision thyroidectomy to remove remnant or recurrent 

thyroid tissue, and a completion thyroidectomy to remove the contralateral lobe from 

patients who had previously had a thyroid lobectomy alone. A top surgeon oversaw all 

procedures. 
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Statistical analysis was done by using SPSS.  

Results:  

Thyroid problems, including thyroid cancer, were treated with 63 successive 

procedures, some of which included central neck dissection and others not. Only 

patients who had thyroid cancer or recurrent laryngeal nerve palsy as a result of a prior 

thyroid operation were considered for exclusion  . 

The average age of the participants in the research was 43.24 ± 4.45 years, and there 

were 59 females (93.7%) and 4 men (6.3%). Table 1 shows the distribution of patients 

based on demographic variables and their return to work. 

 

 

Table 1: Main attribute of the participants. 

 

Characteristics No. (%) 

Gender 

Male 

 

4 

 

(6.3) 

Female 59 (93.7) 

Address 

Inside city 

 

30 

 

(47.6) 

Outside city 33 (52.4) 

Type of procedure 

Total thyroidectomy 

 

35 

 

(55.6) 

Total lobectomy 28 (44.4) 

Age 

Mean ± SD                                                                                43.24 ± 4.45 

Duration of the disease/ months 

Mean ± SD                                                                        20.14 ± 2.51  
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Four individuals, or 6.3% of the total, had a minor consequence, such as an infection. 

Table 2 shows the distribution of problems. 

Table 2:  Patient satisfaction and the distribution of thyroidectomy recurrence.patients 

based on issues that may arise after surgery,. 

 

   

Complications No. (%) 

Infecti

on Yes 
 

04 
 

(6.3) 
No 59 (93.7) 

Voice change  

Yes 

 
0 

 
(0.0) 

No 63 (100.0) 

Neurological 

Symptoms Yes 
 

0 
 

(0.0) 
No 63 (100.0) 

Serum calcium before 

operation Normal 
 

62 
 

(98.4) 
abnormal 1 (1.6) 

Serum calcium after operation 

Normal 
 

63 
 

(100) 
abnormal 0 (0.0) 

 

Discussion: 

We found no cases of persistent vocal cord palsy in our research, and patients who had 

temporary changes to their voice immediately after surgery returned to full function 

within a year. Neuropraxic damage to the recurrent laryngeal nerve is thought to be the 

cause of transitory vocal cord palsy that occurs after thyroid surgery. Stretching, direct 

trauma during difficult dissection, electrocautery-induced thermal damage, 

devascularization, postoperative hematoma compressive injury, or any combination of 

these may cause this. Due to its sticky nature to scar tissue, the RLN may be more 

vulnerable to stretching and direct impact during revision surgery.(14). Elective central 

neck dissection for papillary thyroid cancer and the potential increased risk of sequelae 

compared to complete thyroidectomy alone are topics of heated controversy in the 

medical literature. There was no discernible rise in the incidence of transitory vocal 

cord palsy in studies that analysed the effects of central neck dissection. (14-20). Full 

function and symptom resolution are achieved by the vast majority of individuals with 

recurrent laryngeal nerve neuropraxia within a few months. Recovery of typical Vocal 

mobility might take up to two years, according to reports.21 However, the majority of 

doctors consider vocal cord palsy to be permanent if it lasts more than a year (22-25). 

When the surgeon notes that the recurrent laryngeal nerve was preserved 
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intraoperatively during a thyroidectomy, but the patient still experiences permanent 

vocal cord palsy, it could be because the anterior-most branch, which supplies the 

intrinsic laryngeal muscles with motor control, was injured and went unnoticed.(26). 

After analysing 7,266 benign goitre procedures carried out at 45 institutions, Thomusch 

et al. identified two separate risk factors: extensive resection and subsequent goitre. 

There is a correlation between the surgeon's degree of expertise and the incidence of 

RLN palsy after thyroid surgery (27- 29). There was no evidence of chronic recurring 

damage to the superior laryngeal or laryngeal nerves in our investigation. While this 

does help reduce the likelihood of difficulties, it does not prove that ligating the veins 

at the periphery is a foolproof procedure. Nerve dysfunction or paralysis may happen 

even in the most skilled hands and under the most ideal of conditions. In the informed 

consent process that precedes surgical procedures, all patients are apprised of these 

dangers. 

Conclusion: 

Preventing nerve damage requires meticulous hemostasis and a careful approach. It is 

advised to separate all the blood vessels that are flush with the thyroid capsule on both 

the outside and inside of the gland during surgery. The external branch of the superior 

laryngeal nerves may be preserved by ligating the anterior and posterior branches of the 

superior thyroid artery separately. 
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