Vol. 17 (2), 2014
Pages 93-98

Suez Canal University Medical Journal

Thyroidectomy in Octogenarians

Ali K. Mahrous"”, Mohamed A. Ellabban?, Liam Brennan?

'Department of Otolaryngology, Head and Neck Surgery, Addenbrookes University Teaching Hospital, Cam-
bridge, UK. *Department of Surgery, Faculty of Medicine, Suez Canal University, Ismailia, Egypt. *Department of
Anaesthesia, Addenbrookes University Teaching Hospital, Cambridge, UK

Abstract

Background: there is a strongly held belief that thyroid surgery on octogenarians is more risky
at younger patients. This study aims at investigating whether this assumption is true or not.
Objective: to evaluate the safety of thyroid surgery in the octogenarian population. Materials
and Methods: We retrospectively examined our database for those patients who underwent
thyroidectomy at the age of 80 years or above between 2004 and 2009. Data were collected re-
garding patients’ age, gender, presenting symptoms, comorbidities, preoperative investigations
including Fine Needle Aspiration Cytology (FNAC), whether they underwent total, completion or
hemithyroidectomy, postoperative complications, the need for postoperative critical care and
histology. Results: 23 patients were identified. All patients had preoperative ultrasound scan of
the neck and six had a CT scan of the neck and chest to assess for retrosternal extension. No
postoperative complications were reported except for one patient with hematoma and another
with right vocal cord palsy. Conclusion: Thyroidectomy in octogenarians is a safe procedure. The
incidence of complications in our series is not higher than those in younger population.
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greater than 70 years is an independent
risk factor for complications after general
surgery procedures(z). Therefore, indica-
tions for surgery in elderly patients should
be considered carefully and weighed
against the severity of the disease, existing
co-morbidities with particular considera-
tion to the postoperative outcome. In-
creased age is associated with a higher in-
cidence of thyroid diseases®. The most
common indications for thyroid surgery are
compressive symptoms, suspicion or con-
firmation of malignancy, and hyperthyroid-
ism that is resistant to anti-thyroid drugs.

Introduction

The elderly represents one of the most rap-
idly growing subsets in the population of
Western countries. In the United States
alone, there are 35 million people aged
more than 65 years. The significant in-
crease in the elderly population has impor-
tant implications for thyroid surgery. This
age group has a higher incidence of neo-
plasms, and other diseases than younger
patients. Furthermore, medical and surgical
care for these patients are more complex
because of the increased likelihood of co-

morbidities, which also have a profound
influence on the costs of health carel”. Age
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However, some surgeons and endocrinolo-
gists prefer to delay the surgical procedure
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in the elderly because of the risks of sur-
gery and treat the thyroid disease conser-
vatively with medical or radio-iodine ther-
apy. The incidence of thyroid cancer has
increased in recent years in the United
States and Europe, with a significant in-
creased incidence after the Chernobyl acci-
dent™®>, It is well established that age plays
a fundamental role as a prognostic factor in
differentiated thyroid carcinoma®. Fur-
thermore, some investigators have re-
ported a higher risk of developing cardiac
arrhythmias and osteoporosis in patients
older than 60 years who present with a
subclinical hyper functioning thyroid nod-
ule®. For these reasons, any delay in per-
forming surgery for suspicious thyroid pa-
thology could expose the elderly patient to
risks related to prolonged medical therapy,
subclinical or developed hyperthyroidism
and metastasis in the case of malignancym.
The aim of our study is to examine the
safety of thyroid surgery in octogenarians,
an area that has not been examined previ-
ously.

Subjects and Methods

We retrospectively examined our database
for those patients who underwent thyroi-
dectomy at the age of 80 years or above
between 2004 and 2009. Twenty-three pa-
tients underwent thyroid surgery in Cam-
bridge University Teaching Hospital. Data
were collected regarding patients’ age,
gender, presenting symptoms, co-morbi-
dities, investigations including preoperative
FNAC, whether they underwent total,
completion or hemi-thyroidectomy, post-
operative complications, the need for
postoperative critical care and histology.
The inclusion criteria: patients who were 80
year-old or above and who were deemed
to withstand surgery. All our surgeries
were open with no endoscopic technique
in any of our patients. Following the pre-

operative anaesthetic assessment, the pro-
cedure was performed in the following
manner: The patient was put in supine po-
sition with “shoulder roll” to reasonably
extend the neck. 2) Transverse skin incision
along a skin crease of about 4 cm long. The
siting of the incision was midway between
suprasternal notch and cricoid. This fol-
lowed infiltration of the skin with an aver-
age of 5 mls of 2% Lidocaine : 1% Adrenaline
1/800,000. A size “10” blade was used to
cut the skin. The subcutaneous tissue was
dissected with the use of Monopolar Dia-
thermy with “Colorado” needle going
through the platysmal layer. 3) A “sub-
platysmal” plane was created and the flap
was lifted superiorly until thyroid notch is
exposed and inferiorly down to the su-
prasternal notch. 4) The mid-line was iden-
tified and strap muscles were divided with
the use of monopolar diathermy. This was
followed by the peeling the strap muscles
off the thyroid capsule. 5) With the use of
the harmonic scalpel, the upper pole of the
thyroid lobe was divided. Then, the upper
pole was retracted inferiorly where the su-
perior parathyroid gland was looked for. 6)
The next step was to identify the middle
thyroid artery and it was taken as a guide
to identify the recurrent laryngeal nerve.
Simon’s triangle is formed by the common
carotid artery laterally, inferior thyroid ar-
tery superiorly, and esophagus medially,
and the recurrent laryngeal nerve can be
seen coursing upward in this triangle to en-
ter the larynx. The nerve usually appears as
a white cord with fine red vasa nervosum
coursing over its surface. Dissection should
proceed directly over the recurrent laryn-
geal nerve to expose it along its course to
the larynx. If the recurrent laryngeal nerve
remains difficult to identify, the possibility
of a nonrecurrent laryngeal nerve should
be considered. 7) Once the nerve was iden-
tified, the rest of the ipsilateral lobe was
removed with the assistance of harmonic
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scale. 8) The anaesthetist was asked to
raise the intrathoracic pressure of the pa-
tient to make any occult bleeder visible
which then be dealt with by bipolar dia-
thermy. Two or three pieces of surgical
were inserted in the pratracheal gutter to
aid hemostasis. 9) Cervical plexus block
was done routinely at the end of the pro-
cedure. 10) The strap muscles were loosely
sutured back. The skin was closed in two
layers: the platysmal layer with 3/0 undyed
vicryl and the skin itself with 4/o vicryl
rapide.

Results

There were 7 males and 16 females in our
series (mean age 84 years; range 81-89
years.) Sixteen patients presented with a
mixture of thyroid related symptoms:
(shortness of breath (SOB), feeling of pres-
sure in their neck, dysphagia and tired-
ness), five patients presented with SOB
alone, four with tiredness only, seven with
dysphagia, five with pressure symptoms
and two were asymptomatic (Fig. 1). Eight-
een patients had pre-existing co-morbid
conditions (Fig. 2). Ten of these patients
had American Society of Anaesthetists
grade 2 (ASA 2), seven patients had ASA3
and one patient had ASA4. The main crite-
ria for operative intervention were signifi-
cant pressure symptoms in thy1 and thy2
cases or suspicion of malignancy in thy3 or
above. All patients had a preoperative ul-
trasound scan of their neck and six had a
CT scan of neck and chest, in addition, to
assess for retrosternal extension. Out of
the 23 patients in our series, five had ma-
lignant disease: all were differentiated thy-
roid cancer (four patients had papillary tu-
mours and one patient had follicular-
papillary variant). In terms of the laterality
of the surgery, 16 patients had hemi-
thyroidectomy and seven had total thyroi-
dectomy, three of which were completion

thyroidectomy. No postoperative compli-
cations were reported except one patient
had hematoma, which was evacuated, and
another with right vocal cord palsy, which
had a complete recovery three months af-
ter surgery. The majority of patients, who
were reported to have Thy 1,2 and 3 on cy-
tology, had benign pathologies on final his-
tology. The exception was that two pa-
tients with Thy2 were shown to have papil-
lary thyroid carcinoma and another two
patients with Thy3 demonstrated papillary
thyroid carcinoma on final histology. The
only one Thy4 patient in our series was re-
ported to have follicular-papillary carci-
noma on final histology.

None of the patients required postop-
erative critical care admission despite the
fact that seven of them were classed as
ASA3 and one with ASA4. Eight patients
had retrosternal extension and 15 displayed
no extension. None of the patients with
retrosternal extension required a sternal
split and the goitre was delivered entirely
through the cervical approach. All patients
in our cohort were discharged home during
the next day of surgery except one patient
who developed haematoma, which was
evacuated on the second day. The patient
was discharged on the third day.

Discussion

Developed countries are witnessing an in-
creasing life expectancy and with the pro-
gressive ageing of the population in the
coming decades, it is inevitable that there
will be an increasing demand for thyroid
surgery in the elderly. Although several
studies have demonstrated an increased
risk for emergency surgery in patients aged
over 60 years(s’9 , a recent study showed
that thyroid surgery in tertiary centres is
safe and efficacious in patients aged over
70 years(".
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Figure1: The presenting symptoms of the study population
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Figure 2: The different co-morbid conditions in the study population

Age plays a major role in the development
of malignant thyroid disease and is con-
sidered one of the important prognostic
factors for outcome”. Increased aggres-
siveness of thyroid carcinoma in the eld-
erly is responsible for poorer prognosis of
the disease!™. The incidence of thyroid
cancer in octogenarians in our small co-
hort was 21.73% and all were differenti-
ated carcinomas. This incidence is higher
than the reported average in literature,
which is around 5%, The improvement
in anaesthesia and perioperative care has
led to a dramatic decrease in mortality
and morbidity™. We had no mortality or
major morbidity in our series. We advo-
cate that this is related to three main fac-
tors: patient factors; technical factors and
institutional factors. Preoperative optimi-

sation of patients’ medical conditions is a
key factor in minimizing perioperative ad-
verse events. All patients, particularly
those with significant co-morbidities,
must undergo detailed preoperative as-
sessment by teams led by experienced
anaesthetists. This ensures that the indi-
vidual patient’s condition can be opti-
mised and appropriate indications given
regarding perioperative risk to aid the
consent process. Meticulous and gentle
handling of tissues, bloodless surgical
field and the use of harmonic scalpel are
also contributing factors to a better out-
come. Harmonic scalpel has been shown
to improve haemostasis as opposed to
surgical ligation or bipolar diathermy. This
has led to shortening the operating time
and minimising blood loss. The latter two
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factors are important to speed up the re-
covery and to improve the overall out-
come of thyroid surgery(™. Other techni-
cal factors include small incision (<4cm),
no strap muscles’ division and cervical
plexus block all of which improve analge-
sia®™. In addition, our institution is a terti-
ary referral centre and the number of thy-
roid surgery performed exceeds 180 cases
per surgeon per year. This, in turn, is ex-
pected to improve the surgical outcome
through refining the technique and de-
veloping expertise from the multi-
disciplinary team who manage this group
of patients. There are studies showing
better outcome in high volume centres,
better multidisciplinary and nursing
care™®,

It is still debatable whether to under-
take total thyroidectomy or hemi-
thyroidectomy in elderly patients with
apparent benign disease such as multi-
nodular goitre. This is even more relevant
if the patient presents with a dominant
nodule on one side of the thyroid. The ar-
gument for removing the dominant nod-
ule via a hemi-thyroidectomy would be to
alleviate the pressure symptoms and also
shorten the operating time which is un-
doubtedly an important factor in the eld-
erly especially those with significant co-
morbid conditions(™. In addition, the po-
tential risk for injury to the recurrent la-
ryngeal nerve and hypocalcaemia would
be less than with total thyroidectomy.
The counterargument is that total thyroi-
dectomy would avoid the risk of disease
recurrence and obviate the need for fur-
ther interventions. For patients with
retrosternal multinodular goitre and pres-
sure symptom only, we advocate a hemi-
thyroidectomy to “uncork” the thoracic
inlet. Given the natural history of recur-
rence in this age bracket, the chance is
low. The major weaknesses of this study
are its retrospective nature and the small

sample size. Nevertheless, given the rela-
tively advanced age of the patients in our
series, one would not expect a huge
number of participants. A longer follow
up period of analysis is required to de-
termine the impact of recurrence and
mortality from concomitant disease in oc-
togenarians. Another limitation of this
study is that this group of patients was
not compared with the outcomes of a
younger cohort. However, the incidence
of complications appeared to be similar to
that found in younger age groups(.

Conclusion

Our results would indicate that thyroidec-
tomy in octogenarians can be performed
safely with low levels of morbidity. The
operative analysis and postoperative re-
covery course are comparable to those in
younger patients.
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