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Aim of The work 

This study aims to show the different modalities in the 

management of Nodular Goiter and highlight the advantages and 

disadvantages of Total and Subtotal thyroidectomy. 
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Introduction 

Goiters affect 5-7%of the world’s population and the second 

most common endocrinopathy worldwide. In some endemic areas, 

up to half of the population has enlarged thyroid gland (Muller et 

al ., 2001). 

Multinodular goiter generally occurs as a growth or an 

asymptomatic thyroid gland detected in a routine  medical 

examination or noted by the patient, family , or friends (Antonio 

Rios et al., 2005). 

Toxic multinodular goiter (MNG) is thyroid gland 

enlargement that has at least two autonomously functioning 

thyroid nodules secreteing excessive amounts of the thyroid 

hormone, which produce the classic signs and symptoms of 

hyperthyroidism (Cooper, 2003). 

The incidence of thyroid cancer in multinodular goiter 

without any previous suspicion of malignancy was found to be 

8.2%. (Yasmin Giles et al., 2004).  

Surgical options for the management of MNG include 

bilateral subtotal thyroidectomy (BST), near total thyroidectomy 

(NTT–Total on the dominant side and subtotal lobectomy on the 

contralateral side) and total thyroidectomy (TT). (Serdar Ozbas et 

al ., 2005).  
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Total thyroidectomy & Near total thyroidectomy are safe, 

effective approaches in the treatment of  toxic MNG, preventing  

recurrence of  thyrotoxicosis  and  reoperation for  incidentally 

found  thyroid cancers. (Orhan Alimohn et al ., 2005) . 

Total thyroidectomy was performed by extra capsular 

dissection to remove both thyroid and pyramidal lobes and to 

identify recurrent laryngeal nerve or monitoring its function and 

preserving the parathyroid glands. In the NTT , lobectomy was 

performed on the larger or more nodular thyroid lobe with 

contralateral subtotal  resection leaving an average of 1-2 g of the 

thyroid tissue .Approximately 4-6 g of the thyroid was left after 

BST. ( Serdar Ozbas et al., 2005). 

The three main complications following thyroid surgery 

include RLN palsy, hypoparathyroidism and postoperative 

heamorrhage. Permanent injury to the RLN was defined as palsy 

of the vocal cords, diagnosed by an otolarygologist using either 

indirect laryngoscopy or videolarygostroboscopy, which lasted for 

more than six months. A temporary one recoveres within six 

months. Temporary hypoparathyroidism was defined as a fall in 

corrected serum calcium concentration below 8 mg /dl. Permanent 

hypoparathyroidism was defined as need for oral vitamin D and / 

or calcium supplements six months following surgery to maintain 

normal calcium concentration. ( Khadra M et al., 1992 ). 
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Chapter One 

Pathology of thyroid gland 

Nearly all disorders of the thyroid result in some swellings 

of the gland itself and the non-specific term goiter embraces them 

all. In clinical practice a working classification based on whether 

the gland is toxic or not and the nature of the enlargement is 

helpful. This enables a diagnosis to be made and appropriate 

action taken in the majority of patients (Peterson et al., 2000). 

Non Toxic Goiter: 

1- Simple goiter: 

▪ Physiological goiter: 

Enlargement of the thyroid gland occurs during pregnancy, 

puberty, and menopause. This is due to increase the physiological 

demand for thyroid hormone or as a response to growth hormone 

and changes in estrogen level. Increased levels of TSH are 

believed to play a role in the process (Davis and Davis, 2001).  

▪ Endemic goiter (Primary iodine / deficiency): 

(Hollowell et al., 1998) 

The most common worldwide cause of endemic nontoxic 

goiter is iodine deficiency. However, in patients with 


