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- :خلاصة البحث 

 

نررد ( 6152-5991)و خرر ا الرترررر الةرميررم رررا . تعتبرر اررررال ال رردر الدرنيررم رررا ابررررال الةبيرم الشررا عم           

 الررم تدررتدتا ( 367) الررم ةرردر درنيررم وهرراو رم ررا  رر الا ( 5611)اسررتلب ف  ررا تيررادتا اليابررم  ررا ب ررداد  رر الا 

يدرب  .  اديرم العلردر ورم را الدرارم وةيرر الدرارم ت ر  كر ل ةردر رعلردر او ا%( 13.15)التداخل الجرا را اي بمدربم 

%( 37.1)اي بمدربم ( 176)هانرف ةالبيرا المر ر  ررا المدرا  .التداخل الجرا ا تادر تحظير المرري  نبرل العم يرم 

وتروا ررف العم يررا   %(  62.85)رريضررا اي بمدرربم ( 595)سررما ويشرر ل الررقه ر  لرر  ( 85-69)ورررا الر ررم العمريررم 

ست صاا ال ارل والأست صاا الجة ا ل  در بأستثما  تدد ن يل رم ا أجريف ل م تم يرم أست صراا الرر  الجرا يم بيا اب

وهانرف ه  را ررا %( 6)اي بمدربم (  الم  لر  55)هانف  اب  سرطاو ال در الدرنيم ن ي م جدا . ابيما او ابيدر  ل  

 .ن ع سرطاو ال در الح ما 

 

- :كلمات المفتاح 

الت اب هاكيمات ز ال در ,أست صاا ال در الدرنيم , ي د ل ة لة , تدمم ال در الدرنيم , تلدر ال در الدرنيم المرردر , المعلد  ورم ال در الدرنيم

 .الدرنيم 
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Abstract 

 

Diseases of the thyroid gland are a 

common medical problem I see in my own 

 private clinic in Baghdad.Amongst 1250 

cases during the peroid from 1995-2016 

 included, 723 were subjected to surgery ( 

57.8 % ) for multinodular goitre,solitary 

thyroid  nodule, thyrotoxic goitre after 

failure of medical treatment & preop. 

preparation The majority were females ( 

532 , 73.5 %  ) between ( 29 - 48 years ) 

and  males constitute only ( 191 / 26.41 %  

). Surgery was ranging between Total 

thyroidectomy & Subtotal thyroidectomy 

though few cases under- went only right or 

left lobectomy. Malignant cases were rare 

(11 Cases ,2 % ) & all were papillary 

carcinoma.  

 

 Key words 

  Multinodular goitre , Solitary thyroid 

nodule , Hyperthyroidism , Lugol's 

iodine, Thyroidectomy, 
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 Introduction  

  Goitre is a common thyroid disorder 

presenting clinically as a swelling in front of 

the neck  and that moves on swallowing and 

it might be a multinodular or  

  solitary thyroid gland  mass . Goitre is 

commonly due to functional enlargement  

  and called physiological goitre1 which is 

commomly due to iodine defeciency 

  and usually seen in young adults especially 

in females. Multinodular goitre is 

  commomly seen in adult females and 

particularly in multiparous ladies and if  

  left untreated it might convert to toxic one 

with subsequent cardiac complications. 

  Toxic diffuse goitre or Graves's disease is 

an  uncommon thyroid gland disorder I 

  have encountered2 & usually associated 

with neuropathies and exophthalmos. 

  In cases of thyrotoxicosis surgery is always 

presceded by preop. Preparation 

  to avoid fatal thyroid crisis. Total 

thyroidectomy is the treatment of choice for 

  toxic goitre followed by balanced 

postoperative thyroxine replacement 

therapy. 

  Malignant cases are referred for further 

follow up by an oncophysician. 

  Patients and methods 

  Within a peroid of more than twenty years ( 

From 1995 – 2016 ) I studied about 

  1250 cases of thyroid gland problems 

(1011, 80.8  %  females and 239, 19.1%  

   males ). All patients had thyroid goitre 

visible on clinical exam and proved by  

  ultrasonography & sometimes with the aid 

of MRI. Thyroid function tests used 

  to assess the thyroid gland status were of 

two groups: Tests that establish whether  

  there is any thyroid dysfunction (TSH,T4 

&T3 measurements), and Tests to know 

  the cause of this dysfunction (Thyroid Auto-

antibody and Serum Thyroglobulin 

  measurements, Thyroid enzyme activities, 

Biopsy of the thyroid, Ultrasound and 

  Isotopic thyroid Scanning. Fig 1  
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  Fig.1  Isotopic thyroid Scanning of 

thyrotoxicosis 

                                                                                                                                         

TSH is the single most sensitive, specific 

and reliable test  of  thyroid Status, In 

primary hypothyroidism,TSH is increased. In 

primary hyperthyroidism,TSH is decreased  

or undetectable Fig.2 

 

                

 
 

                                       Fig.2. sT3 , sT4 & 

TSH Physiological Phases  

 

Other general tests included: CBP & ESR, 

Blood grouping , GUE, BU and 

S.Creatinine, FBS & HbA1c. In addition to all 

these all patients had CXR and 

ECG done prior to the surgical intervention.                                 

All patients with toxic signs and symptoms 

and patients older than 29 years of 

age were sent for cardiological assessment 

& opinion about fittness for GA and 

surgery. ENT consultation about the preop 

vocal cord status is always asked & 

a written consent for all patients was taken 

before sustaining surgery.                                   

Thyrotoxic patients were controlled with 

carbemazole ( 5-10 mg ) three times 

a day togather with a beta 

blocker/Propranalol/Inderal ( 20-40 mg ) 

twice a day.  

In severe cases of thyrotoxicosis I usually 

use Lugol's Iodine which with time 

proved to me its very beneficial role in 

reducing thyroid vascularity3 and thus 

intra & postoperative primary bleeding,which 

is not easy to control in addition 

to its vital role in hardening the friable toxic 

thyroid tissue & making it easy for 

the surgeon to underrun the bleeders using 

CCG sutures and control fatal bleeds. 

All goitres were assessed for retrosternal 

extension by CXR and for possibility 

of malignancy by FNA cytology.Anemia is 

usually corrected with Iron and multi- 

vitamines and only very few cases 

necessitated blood transfusion to correect it 

for earlier surgery.All patients with toxic 

goitre underwent total thyroidectomy 

with prior exploration and preservation of 

recurrent laryngeal nerves and the four 

parathyroid glands whenever possible. 

Intraoperative hemostasis was achieved by 

proper positioning ( extension of the neck 

and elevation of the chest 350 ) to avoid 

cervical venous congestion and hence 

unnecessary bleeding.Diathermic cautery 

plays a great role in controlling intraoperative 

bleeds with the ligation of the four 

thyroid arteries prior to the thyroid gland 

excision.All the excised glands were 

sent for histopathological confirmation and 

reporting. 
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Results 

 Altogether 723 patients with thyroid 

disorders in either function or structure 

 were subjected to surgery UGA with 

endotracheal intubation and for the  

 following indications: 

  1- Solitary thyroid adenoma             ( 300    

/  41.49  % ) 

  2- Non-toxic Multinodular goitre     ( 391    /  

54.08  % ) 

  3- Toxic multinodular goitre            ( 16      /  

2.2      % ) 

  4- Hashimotos thyroiditis                 ( 02      /  

0.27    % ) 

  5- Graves'diaease                              ( 03      

/  0.41    % ) 

  6- Papillary cell carcnoma                ( 11      

/  1.52    % ) 

  A single Redivav drain was fixed to all total 

and subtoatal thyroidectomy cases 

  and the biopsy results were as memtioned 

in the indications. In all toxic cases 

  there was no any hemorrhagic or thyroid 

crisis and a part from a single case of 

  accidental ligation of the left laryngeal 

recurrent nerve in a huge multinodular 

  gland with severe retrosternal extension & 

a degree of tracheomalacia3. 

  This case was solved by on spot re-

exploration of the left recurrent laryngeal 

  nerve &   removal of the the ligature. Some 

patients had temporary hoarse voice 

  in the immediate post- operative peroid due 

to wide endotracheal tubes exerting 

  pressure on the vocal cords.Only one case 

of Lt. thyroid lobe solitary adenoma 

  which proved to be papillary cell carcinoma 

was complicated by severe wound 

  infection treated by letting the whole wound 

open with wound debridement and 

  excision of slough & dead tissue with daily 

frequent dressing & heavy dose of  

  antibiotics according C&S tests 

(Staph.aureus) sensitive to ceftriaxone 2gm 

/d4. 

All the cercical wounds were closed in 

layers using only 1-2 /0 CCG & thyroid 

arteries were ligated with No.1 CCG & I 

never ever used silk threads for its 

frequent bad reaction and silk sinus 

formation5. 

In the majority of the solitary adenomas I 

performed only lobectomy without using 

drains after almost absolute 

hemostasis.Some of these cases ( 35 / 

11.7 % ) 

had small-moderate sized supraclavicular 

notch seromas suceessfully treated with 

single or double aseptic aspiration. 

Follow-up of all patients with frequent 

regularly scheduled TFTs proved no 

recurrence with a well-balanced thyroxine 

supplementation. 

All cases of papillary cell carcinoma were 

sent to specialist onchophysicions for 

further treatment and follow-up. One case 

had subtotal thyroidectomy performed 

by another surgeon sent to me from a 

colleague onchophysician for total thyroid 

tissue excision prior to radioactive iodine 

therapy. 

Another papillary cell carcinoma case 

presented to me as a Lt. mid 

submandibular 

mass with otherwise normal cervical USG , 

CBP, ESR & CXR. Excision of the 

mass UGA & the hitopathological result 

was well – differentiated papillary cell 

carcinoma which is then followed 

immediately by exploration of the thyroid 

gland which showed the presence of a very 

small whitish mass ( 2 x 3 mm ) at the top 

of the Lt. superior thyroid pole & no other 

lymph node enlagement was 

detected.Hence, total thyroidectomy was 

performed & histopathology proved the 
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small mass to be a well –differentiated 

papillary carcnoma6. 

Discussion  

To me the clinical assessment of patients 

with thyroid disorders is still the key 

step in the management of such cases 

especially in rapidly reaching a correct  

diagnosis & planning a most proper 

treatment.Of course this is based on a very 

good history taking & excellent physical 

examination7.The nodularity of the 

gland,the regional lymph node 

status,presence of exophthalmos together 

with cardiac status & pulse rate are 

essential in such assessment. A fast & 

recently 

enlarging goitre in an old patient with 

hoarse voice always raise a high index 

of suspicion of being a malignant goitre.    

Cervical USG & / MRI help in supporting 

the clinical diagnosis & verifying the 

The thyroid mass whether solid or cystic, 

solitary or multiple and with Doppler 

study can show the vascularity of the gland 

particularly in toxic goitres8. Thus 

enhances the preopertive preparation to 

avoid the occurrence of any complication 

like acute thyroid & hemorrhagic crises 

where both might prove to be fatal. 

Total thyroidectomy is the treatment of 

choice after failure of medical treatment 

as it leaves no thyroid tissue to recur. Good 

postoperative follow-up is essential 

to adjust the thyroxine supplement therapy 

according to the patient's age, BMI 

and response. 

Proper and delicate exploration of all 

parathyroid glands & recurrent laryngeal 

nerves is very essential to avoid severe 

hypocalcemia & hoarse voice or strider 

respectively 9. 

In toxic diffuse goitre or Grave's disease 

medical or radioactive iodine treatment 

must be tried first & specialist ophthalmic 

consultation be sought before surgery. 

When surgery is decided, good 

preoperative preparation with Carbimazole 

and  

Beta blockers / propranalol will prevent 

thyroid & hemorrhagic crises. 

I very much believe in the beneficial action 

of Lugol's iodine drops for 10-14 days prior 

to surgical intervension to  reduce the gland 

vascularity & harden 

its tissue to facilitate its holding our sutures 

& diathermy10. 

Amongst this large number of thyroid 

disorder cases ( 1250 ) the malignant 

thyroid was rare (Only 11 cases / 2 % ) and 

the same applies to Hashimotos thyroiditis 

which is again very rare in this study (0.16 

% )8.  
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