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Abstract

Introduction and Background: The aim is to study the frequency of postoperative complications after
thyroid surgery for both benign and malignant disorders and to verify these results by analysing the
influence of the surgical scope and the clinical course of thyroid surgery.

Materials and Methods: An Observational study was done at a tertiary care centre, Government
General Hospital, Markapur, and AMC/KGH, Visakhapatnam, Andhra Pradesh, India, over a period of
2years 5months, August 2021 to December 2023 which included 20 individuals who had thyroid
surgeries for different thyroid conditions in Department of General Surgery.

Results: According to the results of this research, hemithyroidectomy is completely risk-free. Malignant
thyroid disease had a greater frequency of complications after thyroidectomy compared to benign thyroid
disease according to this series. Reports indicate that the rate of postoperative death ranges from zero to
one percent. This series has a mortality rate of 1.71%, which is lower than the majority of published data.
An uncommon consequence of thyrotoxic storm was the cause of death for two of the patients.
Eliminating this problem requires proper preoperative preparation to achieve euthyroid state, followed by
ten days of therapy.

Conclusion: It can be concluded that rather than the kind of operation, | think that the operator's ability
and experience dictate the rate of complications.
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Introduction

Thyroidectomy, a normal surgical surgery, is characterised by an unusually low mortality rate.
Nevertheless, there exist certain complexities associated with it, contingent upon the surgeon's
proficiency. The rates of surgical morbidity for thyroidectomy are exceptionally low in specialized
facilities ™ 2. Thyroid surgery, when conducted by a proficient surgeon, infrequently leads to
complications and never culminates in fatality. Postoperative complications encompass a spectrum of
conditions, ranging from small problems such as flap edoema to more severe ones like haemorrhage or
lung obstruction, both of which have the potential to be life-threatening ™ .

Following diabetes mellitus, the thyroid gland is the most common endocrine disease. There are two
categories of thyroid issues that may require surgical treatment: benign tumours and malignant tumours.
Thyroid surgery may be necessary in cases of nodular or colloid goitre, a condition characterised by the
swelling and enlargement of the thyroid gland, which can cause difficulties in swallowing, voice
production, and breathing. While aesthetics are often the primary motivation for a thyroidectomy, the
treatment may also be required if the enlarged gland leads to toxic symptoms or if there is a high
likelihood of cancer ™ ®. The type of thyroidectomy performed is determined by the features of the
lesion, including its size and whether it is benign or malignant. In the 17" and 18" centuries, the
likelihood of dying from complications such as sepsis and haemorrhage following thyroid surgery was as
high as 40%. The implementation of thorough preoperative preparation and the adherence to safe
surgical procedures can effectively mitigate the occurrence of the majority of these problems. Prior to the
start of the surgery, the patient will have attained a state of euthyroidism due to the meticulous
preoperative care © 7. Hyperthyroidism may result in laryngeal edoema, leading to airway obstruction.
Respiratory distress may arise due to improper technique resulting in severe bleeding or repeated
paralysis of the laryngeal nerve. Myxedema, persistent hyperthyroidism, or parathyroid insufficiency
may arise as a result of inadequate or excessive excision of thyroid tissue due to a lack of experience or
attention to technical details. The assessment of complication rates associated with thyroid surgery can
only be accomplished by the analysis of case studies and follow-up data ' %.

The researchers aimed to evaluate the incidence of complications associated with four distinct types of
thyroid surgeries, namely bilateral partial thyroidectomy, near full thyroidectomy, hemi thyroidectomy,
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and total thyroidectomy, among a cohort of patients undergoing surgery for various thyroid conditions.
The objective of this study is to evaluate the incidence of problems that occur after thyroidectomy for
both benign and malignant conditions . This report presents a concise overview of the findings from
a clinical audit conducted on thyroid surgeries carried out on adult patients at the Government General
Hospital in Markapur, Andhra Pradesh. The hazards linked to thyroidectomy are examined and compared
to prior studies.

Materials and Methods

The study comprised a cohort of 20 patients who underwent thyroid operations for various thyroid
disorders between August 2021 and December 2023 at the Government General Hospital in Markapur
and AMC/KGH, Visakhapatnam, Andhra Pradesh, India,

Methods

All patients selected for the study underwent a thorough physical examination, followed by a meticulous
procedure of collecting their medical history. Every patient completed the conventional haematological
and biochemical testing. Specialized testing, such as thyroid hormone profiles and blood calcium
estimations, would only be required in certain cases when there was a suspicion of a change in functional
status. Prior to surgery, all patients underwent an examination of their voice cords using an indirect
laryngoscope. However, only those who developed hoarseness afterwards underwent a thorough
evaluation of their vocal cords. If a patient exhibited indications of hypocalcemia (hyperparathyroidism)
based on both clinical and biochemical tests, they were diagnosed with this condition. FNAC was
performed on all patients. Treatment was administered depending on the final diagnosis, following expert
guidance. The data for each patient was documented in accordance with the prescribed format provided
in the form.

Results
During the study period, a cohort of 20 patients, ranging in age from 18 to 60, underwent thyroid
surgery.

Table 1: Gender wise distribution of the patients

Sr. No. Gender Patients %
1. Male 4 20%
2. Female 16 80%
Total 20 100%

The study sample consisted of 20 patients, with an equal distribution of 10 women and 10 men.

Table 2: The histopathological diagnosis and complications of each surgery

Number of complications occurred

Histological diagnosis  [Total no of pat'enbHemi’[hyroidectomyBilateral SBT|Near TT[THYR
Colloid and recurrent Goitre 2 - - - 1
Solitary nodule of Thyroid 4 1 - - -
Multinodular Goitre 5 - 5 - -
Toxic multinodular Goitre 4 - 6 - 2
Thyroid Carcinoma 5 - - 4 1
Total 20 1 11 4 4

Table 2 presents the histological diagnosis and consequences associated with each operational technique.

Table 3: Surgical complications

Sr. No. Complications Incidence
Haemorrhage 2
Respiratory
Temporary recurrent laryngeal nerve palsy
Superior laryngeal nerve palsy
Hypoparathyroidism
Thyroid storm
Edema of flap
Seroma
9. Wound infection
10. Oesophageal injury
11. Death
The table 3 provides a comprehensive breakdown of the surgical complications that occurred throughout
the period in which thyroidectomy was performed.
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Table 4: Thyroidectomy complications for benign and malignant disorders

Sr. NoHistopathological Diagnosis|Total PatientsiComplications|
1. Benign 8 4
2. Malignant 12 5
Total 20 9

Table 4 presents the complication rate following thyroidectomy for both benign and malignant
conditions. In Table 4, 8 individuals had benign illnesses and 12 patients had malignant diseases out of a
total of 20 patients. A total of 9 patients were reported to have various problems among the
aforementioned individuals.

Provide the histopathological diagnosis for each case and indicate the number of patients who have
undergone each type of procedure. Postoperative haemorrhage was observed in four patients. Three of
these patients had undergone total thyroidectomy, while the remaining patient had undergone bilateral
partial thyroidectomy. Two of the patients required immediate re-exploration, whereas the haemorrhage
cleared spontaneously without the need for drainage in the other two patients.

Discussion

The findings of this study align with those of comparable hospitals worldwide that have published their
findings. When comparing complete thyroidectomy with bilateral partial thyroidectomy, hemorrhagic
complications were more common in the former. The risk of hemorrhagic complications was greater in
the complete thyroidectomy group, although being much lower in the bilateral partial thyroidectomy
group. Removing the end tracheal tube during the post-anesthesia phase is a common time for this to
happen ™% 2 If intraoperative hemostasis is good, postoperative bleeding can be prevented. Accurate
surgical procedure is crucial. The difficulty of a thyroidectomy depends on the surgeon's level of training
and the size of the operation. Senior surgeons or advanced surgical trainees operating under supervision
undertake the vast majority of thyroid surgeries at Government General Hospital in MarkaPur, Andhra
Pradesh. The surprisingly low prevalence of vocal cord palsy could be explained by this %14,

When two patients had trouble breathing, they were transported to the intensive surgical care unit with
endotracheal tubes in place. Both patients made a good recovery and were able to be extubated without
any problems with their breathing within 24 hours. One patient who had a near-complete thyroidectomy,
one patient who had a whole thyroidectomy, and three patients who had bilateral subtotal thyroidectomy
all experienced temporary recurrent laryngeal nerve palsy. Bilateral recurrent laryngeal nerve palsy did
not occur in any of the participants in this research ¢,

Paresis of the superior laryngeal nerve occurred in two patients after total thyroidectomy. Among
patients who had a whole thyroidectomy, 5.98% experienced transitory hyperparathyroidism, while
1.71% had a bilateral partial thyroidectomy. People who had a partial or near-total thyroidectomy did not
develop hyperparathyroidism. Three patients who underwent bilateral subtotal thyroidectomy and one
patient who underwent hemi-thyroidectomy were among the four patients who suffered from
postoperative wound infection. When the infection had gone, the incision was sutured shut again a few
days after the surgical treatment to drain the pus or fluid had been performed. After a benign
multinodular goitre was surgically removed during a bilateral partial thyroidectomy, a seroma formed in
one patient. Due to toxic goitre, one patient underwent a bilateral partial thyroidectomy; however, the
flap developed edoema [ !,

One patient who underwent bilateral partial thyroidectomy for nontoxic multinodular goitre experienced
injury to the esophagus. A female patient who had undergone bilateral partial thyroidectomy for toxic
goitre died of thyroid storm, haemorrhage, and pulmonary obstruction, one of two fatalities in this series.
Another male patient who had a thyroidectomy to remove the malignancy has passed away 2 2,

While it is ideal for parathyroid glands to receive blood from the patient's own circulation, this may not
be enough to stop temporary hypoparathyroidism, and hypocalcaemia following thyroidectomy is a
common complication of hypoparathyroidism. Bilateral thyroid surgery should be seen as an expected
result, not a potential complication, of temporary hypoparathyroidism. The amount of thyroid surgery is
associated with an increase in the severity and duration of hypocalcemia. Still, the majority of studies
that have come out in the past five years put the percentage at less than 10%. We found that the incidence
of transient h¥poparathyroidism increased with the degree of surgery, which is consistent with the
literature 22 %,

The parathyroid gland is susceptible to revascularization or accidental removal together with the thyroid
gland during the non-capsular dissection approach, which could explain why there is a 7.69% incidence
of hypoparathyroidism. If this problem persists after capsular dissection, the procedure may help
alleviate it. Both the unilateral and bilateral subtotal thyroidectomy complication rates were found to be
identical in this study. While recurrent laryngeal nerve injuries were marginally more common in
bilateral subtotal thyroidectomy, the increased risk of transient hypocalcemia and haemorrhage are the
primary causes of the higher risk of complications following TT. Bilateral partial thyroidectomy is
associated with an increased risk of various consequences 2+ %1,
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Given its relatively low complication rate and the fact that complete thyroidectomy is the absolute
indication in more complex thyroid diseases, we are of the belief that, under technically meticulous
execution, total thyroidectomy is a safe and dependable treatment. The technique of bilateral partial
thyroidectomy should be discontinued since it is associated with complications as high as total
thyroidectomy and can lead to recurrences % 271,

The results of this study show that hemithyroidectomy is a completely risk-free operation. Additionally,
this series shows that complications after thyroidectomy are more common in cases of malignant thyroid
illness compared to benign thyroid disease. There have been reports of postoperative death rates ranging
from zero to one percent. The mortality rate in this series is 1.71%, which is different from the majority
of published statistics. A rare side effect of thyrotoxic storm was the cause of death for one of the two
patients 2 %8,

Conclusion

This study demonstrates that when dealing with benign gland-wide thyroid illness, a hemi- or complete
thyroidectomy can be performed with a little risk of complications. On the other hand, recurrent
laryngeal nerve injury following thyroid surgery is less common and less serious than
hypoparathyroidism. Thoroughly evaluating surgical and medical treatment options, having a solid
understanding of surgical anatomy, using a rigorous surgical technique, meticulously dissecting the
thyroid gland and recurrent laryngeal nerve in cases of bilateral operation, and having more precise
surgical indications are all ways to reduce the risks and complications of thyroid surgery. It is not the
type of operation that determines the complication rates, but rather the operative's ability and experience.
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