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Post-Operative Long-Term Results of Patients
with Benign Thyroid Nodules

Ho Kyun Lee, M.D., Jung Han Yoon, M.D. and Young Jong
Jeagal, M.D.

Purpose: Patients with benign thyroid nodules, presenting
symptoms such as dysphagia and choking sensation, in-
creasing tendency of nodular size, or failure of medical treat-
ment, may need surgical management. However, the guide-
lines for surgical management and optimal extent of resec-
tion for benign thyroid nodules were not definitely established
until yet. The aim of this study is to evaluate the compli-
cations related with extent of surgical resection and to deter-
mine the optimal surgical procedure for benign thyroid
nodules through long-term results.

Methods: Fifty-five cases with benign thyroid nodules who
received surgery at Department of Surgery, Chonnam Na-
tional University Hospital Jan. 1993 to Dec. 1996 were retro-
spectively evaluated. Inclusion of criteria were follows: patho-
logically benign, with normal on preoperative thyroid function
study, follow-up period with 5 years or more. Follow-up stud-
ies were consisted of physical examination, neck ultrasono-
graphy, thyroid function test, determination of serum PTH-i
and serum calcium level, and laryngoscopic examination if
necessary.

Results: Male to female ratio was 1 to 6.8. Fourth and fifth
decades occupied majority (58.2%) of patients. The most com-
mon symptom at initial diagnosis was palpable mass on the
cervical area (90.9%), followed by palpitation (5.6%) and
voice change (5.6%) as their complaints in decreasing order.
Average follow-up period was 6.3 years, complications after
surgery such as hypoparathyroidism were more frequent in
total and subtotal thyroidectomy group than lobectomy group.
However, nodular recurrence in remanant thyroid tissues was
13.8% in lobectomy and 9% in subtotal thyroidectomy, The
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significant factors associated with recurrence were absent,
except for age.

Conclusion: Although remnant thyroid tissue have potential
of nodular recurrence, total thyroidectomy have a more risk
of permanent hypoparathyroidism. Therefore, we would like
to recommend that surgical extent for benign thyroid nodules
need to be determinated by experience and skill of surgeon
and patient's compliance for long-term medication and
regular follow-up study to detect nodular recurrence in re-
manant thyroid earlier. (Korean J Endocrine Surg 2003;3:
136-140)
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Olez 9 : &84 XNTS U2 Ua oM A aixjel & $ 2| 5 Ay 137
e 3AE FF AAES, 45 7 ABEY, =8, A4 FAAlz, ok A, dAss APstden & A o
2482 52 5 4 00 HEH AW L & F S0 AW APE BF AANRG
G A A- U FeA Y D L4 o AAE Z2de] &7 woxHF A 2] (cm)xH o] (cm)x
AA%, ol dAE 2 AHAE T Odsd FEHol AHE dol(em)®] FA& o]&3ste ALtsitt
Ha glo, ofd FEH S delsjor =R v ¥ = 3 3A 9 AAES T LAE FEE FHSNAL
3¢ 2330 glu, B L AV FAVRL BR A 1 F o) 1~2dvith 29 2 AN BEE A4, 93
WY 0 AR B9 B3 94 BA k. PN T BE FE 22 AYAED & F o
mebA, 2 Aol e A D AA Y] e iy A 2etE HA4E 9 HSLE 54 FASqAE o AT}
gl &S A A7 eA Dot FEEH AEE A8t
WE BAE, Ten & F A9 A 9F2 vAE B4 & F PWIOE SN0 GHN AT 52E FE
A 52 & F ANFAS Fatel BHsel Hrh AT 7} A oH S A 715 ARFOE wEag
S H8F P FEPHY A £48 wud Ak 3, ABFEIH RRPH Z2EAZ 19 ol F5
A2 Bobe A9E YAHY FAPA NSAREOR, |
2y 9 FolE o2 BANA ¥ FFE 9THA ¥4
A Tl Asts e Fosilen, 39 7 AR 4
B BAE 19939 195 E 19069 129744 ATl FF HANGY £ FERAG 2 2AE FA 5 o
W e udolq A} dEo g Fagt S 473 HIQI 5T g el Ae] ARle g glstqar, 24 Ao
9 7ked & A A4H 43A )5S Holw & F5d e 2902 desidn.
o A7 FABATIFC] JhestAd FEART AH & SAAL HFEe TAZZ I SPSS ver 11.05 o] &
A} 559 o] At} 3} chi-square testE A]3) 3} AT}
& A BE A A 253 Fd 228 A4
g Ngstgon, Bade Wast g BT FRU a2 3
AAE AT _
i = 1) 48 & HEEx
220 7} 9x)o] ZAY 2 @ B¥o wah AN o
Wg Bt 557 F Ak 7Y, el 48O Yzt
Table 1. Age and sex distribution
Age Female Male Total (%) Table 2. Clinical manifestation at initial diagnosis
11~20 1 3 (54 Symptom No. of patient (%)
21~30 2 9 (16.3)
31 ~40 14 1 15 27.3) Palpflble.: mass 50 (90.9)
41~50 15 2 17 (30.9) Palpitation 3 (5.6)
5160 1 4 (72) Voice change 3 (5.6)
61~70 0 7 (12.7) Fatigue 3 (5.6)
Dyspnea 1 (1.8)
Total 48 7 55 (100.0) No symptom 2 (3.6)
Table 3. Complications according to resection extent
Total thyroidectomy (n=8) Subtotal thyroidectomy (n=11) Lobectomy (n=36) P-value
Hypocalcemia 1 (12.5%) 1 (10.0%) 0 0.045
Transietllt .recurrent laryngeal 0 0 2 (5.6%) 0.310
nerve injury
Superior laryngeal nerve palsy 0 0 1 (2.8%) 0.477
Hypothyroidism 8 (100%) 11 (100%) 15 (41.7%) <0.001
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16801, AFHAE 19~704 012, H dHL
41. Ml oAt AHEXE 30t} 40t A 2+ 27.3%9}
309% % 71 & BEXE HYTH(Table 1).

2) latEA

% A AYN 3423 FAEEE ARFE L A4 Be
o T3 FA 9 AR ERZo] 502 AA Q] 91%E AA

37 g 7 N7AZS 5ol 39

9o 1
(54%), Z&FZ
o (3.6%) 5 °] A H(Table 2).

Z AZEdTo] A 0}{ é%ﬂlzﬂr A

AN dE-HAES AF3 FAE(Y F A o
FAA &L NHS 36% F 249 (66.66%)N A AN 22
o] Bk glo]x AAAQ T2 E Eu|E el tHTable 3).

4) Ry
RS0 HHF 22 ZA} 7|7He 63909, AR 2
o FHZAL T o] A A= 6°4]7]' o Q om
o] T 5= A dddAeS AT ]"C— Ly
A ok A eSS AT A A TH(Table 4) ZH g gatol
Fe A4 Fe 5o FdE v O}Oﬂr/]'(Table 5). A

32l 6 = 3qolA & & TSH A /S Al33t9 e
Ae 1eol A 2 &F Q) 7] F7ME WAL 0 =9
A4 W FAHEE AP 1 F A7) Hele #EEA
okth ol2 st AFEe A de A
Ao BAE QAEANME F& GA] Yo7t B g3}
A Aol o FEH e AoZ AAHJoH 11 9 &
A Ao &Foly ZA-9 /g, & F TSH JA 899
friohe #dol fle o2 ZAME U THTable 6).

_Er_\*l_%:

Table 6. Analyses of factors related with recurrence

Table 4. Recurrence according to resection extent Recurrence  Non-recurence  P-value
No. of case ()%
Volume at initial
No recurred nodule Recurred nodule operation 9.0+4.46 18.1+23.10 0.342
Number of nodule
Total thyroidectomy 8 (100) 0 L . 1.47+0.61 1.83+0.81 0.624
. at initial operation
Subtotal thyroidectomy 10 (90.9) 1 9.1) .
Age at initial
Lobectomy 31 (86.1) 5 (13.9) . 52.3+10.98  40.0+14.02  0.043
operation
Postoperative TSH
Total 49 6 ostoperative 306 (50%) 27/49 (55.1%) 0573
suppression therapy
*p-value 0.510
Table 5. Clinicopathologic characteristics of recurred patients
Case 1 Case 2 Case 3 Case 4 Case 5 Case 6
Nodular volume (ml) 9.6 14.3 4.1 4.1 8.1 14.1
Preop. TSH supprssion Tx. N N Y N N N
Number of nodule 2 2 1 1 1 3
Resection extent Lobectomy Lobectomy Lobectomy Lobectomy Lobectomy Lobectomy
Period to relapse (year) 1 6 2 3 3 3
Recurred nodular volume (ml) 0.16 0.2 0.12~4.1 0.9—6 0.16 0.51
Postop TSH suppression N Y N N Y
Number of recurred nodule 1 2 multiple 3 2 3
Intra-nodular
Management Observe Observe Observe injection with ~ Observe Observe

radioiodine
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