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Abstract 
Aims: To find out the results of near-total thyroidectomy in patients with nodular goitre with benign lesions. 

Material and Methods: A prospective study was carried out on 42 cases with nodular goitre at NKP Salve 

Institute of Medical Science & Research Centre and Lata Mangeshkar Hospital, Nagpur from October 2010 to 

October 2012.  

Results: In this prospective study of 42 cases with nodular goiter, clinically 29 patients had solitary thyroid 

nodule and 13 patients had multinodular goiter. Out of these 42 patients 35 (83.33%) were female and 7 

(16.67%) were male with ratio of 5:1. The age of the patients ranged from 18 years to 65 years.In this study out 

of 42 patients, 3 patients had papillary carcinoma on FNAC and were treated by total thyroidectomy. 2 patients 

had colloid cyst and 7 patient had follicular neoplasm in which hemithyroidectomy was done. 30 patients were 

treated with near total thyroidectomy. 

After near total thyroidectomy transient hypoparathyroidism was present in 7(23.33%) patients and transient 

recurrent laryngeal nerve palsy in 2(6.67%) patients. No patient had permanent recurrent laryngeal nerve palsy 

or permanent hypoparathyroidism. 

Conclusion: Near-total thyroidectomy achieves a lower complication rate of hypoparathyroidism and a similar 

complication rate of recurrent laryngeal nerve palsy when compared with the rates reported in the literature for 

total thyroidectomy. It is an effective and safe surgical treatment option for various benign thyroid diseases.  

Keywords: Subtotal thyroidectomy (STT), near total thyroidectomy (NTT), and total thyroidectomy (TT), 

multinodular goiter, hypoparathyroidism 

1.Introduction 
Many treatment modalities have been 

described for the surgical management of various 

thyroid diseases; including excision, subtotal 

thyroidectomy, near total thyroidectomy, and total 

thyroidectomy. However, surgery should always be 

based on the achievable benefits of the procedure and 

outweigh the potential complications.  

The near total thyroidectomy offers an 

alternative to total thyroidectomy by performing a 

total lobectomy on dominant side and subtotal 

lobectomy on the contralateral side leaving behind 

nearly 1-2 g of thyroid tissue on the less affected 

side. It has been suggested that near-total 

thyroidectomy procedure combines the advantages of 

total thyroidectomy (no recurrence) with those of 

subtotal thyroidectomy (low incidence of transient 

and permanent hypoparathyroidism).[1-5] 

Recent studies recommend near-total 

thyroidectomy in multinodular goiter instead of total 

or subtotal thyroidectomy. Though near-total 

thyroidectomy and total thyroidectomy obviate the 

need for completion thyroidectomy in incidentally 

found thyroid cancer, and there is no difference in the 

rate of recurrent laryngeal nerve palsy between the 

two methods, near-total thyroidectomy causes a 

significantly lower rate of hypoparathyroidism 

compared to total thyroidectomy. [6]
 

This study was undertaken to find out the 

results of near total thyroidectomy in nodular goiter. 

 

2. Materials and Methods 

From October 2010 to October 2012, 42 

patients withgoiter who underwent surgical treatment 

in this study at NKP Salve Institute of Medical 
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Science, Department of surgery, Tertiary care level 

rural hospital, Nagpur were included in this study. 

All patients were evaluated by means of 

physical examination, thyroid function tests, thyroid 

ultrasonography. Fine needle aspiration cytology was 

performed from dominant thyroid nodules.  

Antithyroid medications were used for 

hyperthyroidism before surgery to attain 

euthyroidism. All patients were subjected to indirect 

laryngoscopy pre operatively to determine the status 

of vocal cords and to rule out any cord palsy. These 

patients were subjected to definitive surgical 

procedures. 

 

3. Results 

In this prospective study of 42 cases with 

nodular goiter, clinically 29 patients had solitary 

thyroid nodule and 13 patients had multinodular 

goiter. Out of these 42 patients 35 (83.33%) were 

female and 7 (16.67%) were male with ratio of 5:1, 

the age of the patients ranged from 18 years to 65 

years. 

All 42 patients presented with swelling in 

neck. Symptoms associated with neck swelling are 

shown in Table 1. 

 

Table 1: various symptoms associated with goiter 

Clinical Features 
No of 

Patients 

Percentage 

(%) 

Pain 3 7.14% 

Difficulty in deglutition 3 7.14% 

Difficulty in respiration 2 4.76% 

Change in  voice 2 4.76% 

Palpitation 2 4.76% 

Rapid increase in size 1 2.38% 

                         
Out of 42 patients in this study, 39 patients 

were euthyroid and 3 patients were hyperthyroid. No 

patient in this study of nodular goiter had 

hypothyroidism. (Table 2) 

 

Table 2: Distribution of patients according to 

thyroid profile 

Thyroid Profile No. of Patients 
Percentage 

(%) 

Euthyroid  39 92.86 % 

Hyperthyroid  3 7.14 % 

Hypothyroid 0 0.00 % 

 

In this study out of 42 patients, clinically 29 

patients had solitary thyroid nodule. Out of these 29 

patients, 12 (41.37%) patients had multinodular 

goiter on ultrasonography and Histopathological 

examination. 

In this study, 3 patients had papillary 

carcinoma on FNAC and were subjected to total 

thyroidectomy. 2 patients had colloid cyst and 7 

patients had follicular neoplasm. These 9 patients 

were subjected to hemithyroidectomy. Out of those 7 

patients of follicular neoplasm, 3 patients had 

follicular variant of papillary carcinoma on 

histopathology in which completion thyroidectomy 

was done. Rest of the 30 patients underwent near 

total thyroidectomy. 

After near total thyroidectomy transient 

hypoparathyroidism was present in 7(23.33%) 

patients and transient recurrent laryngeal nerve palsy 

in 2(6.67%) patients. No patient had permanent 

recurrent laryngeal nerve palsy or permanent 

hypoparathyroidism.(Table 3) 

 
Table 3: Distribution of patients according to 

postoperative complications after near total 

thyroidectomy 

Post-operative Complications 
No. of 

Patients 

Percentage 

(%) 

Transient Hypoparathyroidism 7 23.33% 

Permanent 
Hypoparathyroidism 

0 0.00% 

Transient recurrent nerve palsy 2 6.67% 

Permanent recurrent nerve 

palsy 
0 0.00% 

Wound infection 1 3.33% 

Seroma Formation 0 0.00% 

 

4. Discussion 
In the recent years there has been a change 

in the surgical treatment of multinodular goiter with 

an increasing number of surgeons performing total or 

near total thyroidectomy.Since the clinical and 

pathophysiological evidence suggest that 

multinodular goiter affects the entire gland, any 

surgery that leaves potentially abnormal thyroid 

tissue in situ carries risk of recurrent disease. 

Subtotal thyroidectomy involves removal of majority 

of the diseased thyroid tissue along with the isthmus 

leaving behind a remnant of roughly 4–8 grams on 

each side.[1-2] 

Subtotal thyroidectomy has a major pitfall in 

that up to 40% of the cases have been reported in the 

literature to come up with recurrence in the long term 

follow up requiring a second surgery which has its 

own high morbidity.[3] 

Total thyroidectomy for bilateral nodular 

goiter has become the preferred surgical approach in 

many centers. But the disadvantage of total 

thyroidectomy is the high incidence of 

hypocalcaemia due to parathyroid gland 

devascularization.[4]
 

We performed near-total thyroidectomy in 

30 patients of nodular goiter. The objective of our 

study was the balance of leaving a small thyroid 
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tissue adjacent to the parathyroid glands with 

preservation of their blood supply to minimize the 

risk of complications, principally, permanent 

hypoparathyroidism. Meticulous surgical technique 

to preserve parathyroid circulation and recurrent 

laryngeal nerve are essential during near total 

thyroidectomy. 

Clinically solitary thyroid nodule may be the 

dominant nodule in multinodular goiter. This may be 

due to non-palpable nodules which are less than 1 cm 

in diameter.[7]
 

In patients with differentiated thyroid 

cancer, total thyroid ablation can be achieved by 

near-total thyroidectomy plus 
131

I, this result in the 

disappearance of thyroglobulin (TG) and 

thyroperoxidase (TPO) autoantibodies within 3 to 5 

year.[8] 

This study includes both solitary thyroid 

nodule and multinodular goiter. After near total 

thyroidectomy transient hypoparathyroidism was 

detected in 7(23.33%) patients and transient recurrent 

laryngeal nerve palsy in 2(6.67%) patients. No 

patient had permanent recurrent laryngeal nerve palsy 

and permanent hypoparathyroidism. 

Karamanakos et al[9] studied that transient 

hypoparathyroidism was present in (21.5%) patients 

and transient recurrent laryngeal nerve palsy in 

(1.3%) patients after doing near total thyroidectomy.  

Similarly the study conducted by Ozbas et 

al[5], the transient hypoparathyroidism was reported 

in (12.2%) patients and transient recurrent laryngeal 

nerve palsy in (0.6%) patients. In Acun et al[10] 

transient hypoparathyroidism was reported in (7.2%) 

patients and transient recurrent laryngeal nerve palsy 

in (6.6%) patients. 

It is difficult to evaluate the results of 

thyroid surgery for benign disease mainly because of 

the long follow-up required for complete assessment 

of the outcome when there may be a delay of 20 or 

30 years before recurrence.[11]  

According to the literature, recurrence 

develops in as many as 14.5% of cases after subtotal 

resection, despite drug prophylaxis. The rate of 

recurrence increases to 43%. In cases without 

suppressive therapy [12,13] 

When compared with primary thyroid surgery, 

secondary thyroidectomy after recurrence had an 

increased risk of complications, such as recurrent 

laryngeal nerve injury and hypoparathyroidism.[14] 

The risk of damaging the recurrent laryngeal nerve 

was far higher during a second intervention because 

of the anatomic disturbance with scar tissue 

degenerative changes.[15]High rates of temporary 

(15.5%-23.6%) and permanent (2.6% - 15.5%) 

damage of the recurrent laryngeal nerve have been 

reported in secondary thyroidectomy.[16,17] 

In most patients with non-neoplastic report 

on FNAC we performed near-total thyroidectomy; 

however, we found papillary carcinoma on 

histopathology in 1 patient. After near total 

thyroidectomy, the patient was given 
131

I for residual 

small thyroid tissue to obviate reoperation for 

completion thyroidectomy.  

An advantage of near-total thyroidectomy 

over subtotal thyroidectomy is that the thyroid 

remnant of about 2 g renders it accessible to 
131

I 

ablation if cancer was found in the specimen and 

obviates reoperation for completion 

thyroidectomy.[18]
 

Permanent or temporary 

hypoparathyroidism was a well-known complication 

of total thyroidectomy. To compare complication 

reported in this study, especially transient 

hypoparathyroidism after near total thyroidectomy 

with that after total thyroidectomy, we used reports of 

total thyroidectomy published in the literature.[9,5]
 

The transient hypoparathyroidism after total 

thyroidectomy in studies published by Karamanakos 

et al [9] was 27.8% and in Ozbas et al[5] 30%.
 

 

5. Conclusion 

I. Near-total thyroidectomy achieves a lower 

complication rate of hypoparathyroidism and 

laryngeal nerve palsy when compared with the 

rates reported in the literature for total 

thyroidectomy. It is an effective and safe surgical 

treatment option for various benign thyroid 

diseases. 

II. In a patient of clinically solitary thyroid nodule in 

which USG is suggestive of multinodular goiter, 

we recommend near total thyroidectomy as a 

surgical treatment of choice.  

III. In a patient of thyrotoxicosis with nodular goiter, 

after making a patient euthyroid, we recommend 

near total thyroidectomy. The complete ablation 

may be achieved by 
131

I in postoperative period, if 

indicated. 

IV. In a patient of clinically multinodular goiter with 

FNAC suggestive of non-neoplastic benign 

nodule, we recommend near total thyroidectomy.  

V. In a patient of multinodular goiter with FNAC 

suggestive of benign neoplasm, we recommend 

near total thyroidectomy. But after doing near 

total thyroidectomy if histopathology report turns 

out to be malignant, small residual thyroid tissue 

can be treated with 
131

I to obviate reoperation for 

completion thyroidectomy.  
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