
Introduction

The recent focus on endocrinological screening
programs in western countries has been accompanied
by an apparent increase in the incidence of thyroid
malignancies, especially among patients over 65 years
of age (1).

The incidence of differentiated thyroid carcino-
mas ranges from 0,5 to 10 per 100.000, depending on
the characteristics of the examined population, which
may vary according to geographical areas, life ex-

pectancy, risk factors, diagnostic improvements in the
preoperative work up (2-8).

Total thyroidectomy is the treatment of choice
for thyroid malignancies, suspected or proven at fine-
needle aspiration biopsy (FNAB) and for selected be-
nign conditions. The risk of surgical complications
following major thyroid surgery increases if extended
or repeated procedures are performed (9-13). Never-
theless, as a result of the improvements in surgical
technique and of the subsequent reduction in postop-
erative complications such as recurrent laryngeal nerve
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palsy, this procedure has gained greater consent
among endocrine surgeons, compared to more conser-
vative approaches such as lobectomy, proving to be
safe and effective also in the older population on a
short stay basis.

We report our experience from January 2004 to
December 2006 regarding total thyroidectomies per-
formed as a “one day surgery” procedure for differen-
tiated thyroid carcinomas in patients over 65 yrs.

Materials and methods

From January 2004 to December 2006, 152 pa-
tients underwent total thyroidectomy for differentiated
thyroid carcinoma at our center.

Only patients with a preoperative cytological dia-
gnosis of carcinoma were enrolled.

Patients were divided in 2 groups according to
age (> or < 65 years old) and time of discharge (before
or after 24 hours from the surgical procedure.)

Sixty-four patients were excluded because they
underwent Minimally Invasive Video Assisted Thy-
roidectomy (MIVAT) (14-15). In both groups,
younger (age < 65 yrs) and older (age >65 yrs) the fol-
lowing factors were examined: anesthesia risk (Amer-
ican Society of Anesthesiologist score), mean opera-
tive time, mean hospital stay, tumor size, presence of
lymph node metastasis, multifocality and post-opera-
tive complications (hemorrhage, uni- or bilateral re-
current laryngeal nerve paralysis, hypocalcaemia).

The surgical technique, the operating team and
the post-operative management were the same for all
patients. All patients were operated on a short stay ba-
sis (discharged 24 hours after surgery) if no complica-
tions occurred. Levothyroxine sodium administration at
the daily dose of 50 mcg has been started from POD 1
(Post Operative Day) and titrated according to thyroid
function tests, thyroid disease and clinical symptoms.

Complications such as hypocalcaemia (serum
calcium level below 8 mg/dL) or recurrent laryngeal
nerve palsy that resolved spontaneously or after treat-
ment during the first 12 postoperative months were
considered as temporary.

Statistical analysis was performed using SPSS
10.0 for Windows: Student’s t test and chi – square

test were carried out for independent and categorical
variables. Values of p<0.05 were considered statistical-
ly significant.

Results

The characteristics of both groups are summa-
rized in table 1.

The younger group consisted of 115 patients with
a mean age of 46,81±11,63 yrs while the older group
of 37 patients had a mean age of 74,53±3,71 yrs. The
difference in ASA score between the two groups
(younger 2.01±0.24, older 2.48±0,63) and the mean
hospital stay (1.06±0,29 days vs. 1,374±0,58 days;
range 0.8-2 days) were statistically significant
(p=0.007 and p=0,004 respectively) (Table 1). No
postoperative deaths or major complications occurred
including hemorrhage. Three patients developed tem-
porary unilateral recurrent laryngeal nerve palsy, 2 in
the younger group and one in the older group; of these
2 developed mild clinical dysphonia that resolved
spontaneously in all cases but one who required 8
weeks of speech therapy. One permanent recurrent la-
ryngeal nerve palsy was observed at 6 months follow
up; however dysphonia in this patient was mild and
mostly recovered after speech therapy. No others pa-
tients without endoscopic evidence of recurrent laryn-
geal nerve palsy developed dysphonia.

Transient hypocalcaemia was reported in 23
(20%) and 7 (18.9%) patients in the younger and old-
er group (p<0.05) respectively. Symptoms completely
resolved within POD 7 and replacement therapy was
gradually discontinued after 30 days in all patients.

Table 1. Clinical characteristics

Group A Group B P

N. Patients 115 37

Mean age (± SD) 46,81±11,63 74,53±3,71

ASA 2.01±0.24 2.48±0.63 0.007

Mean operative time 83,24±15,98 84,11±14,91
(min ±SD)

Sex ratio (F:M) 4:1 3:1

Mean hospital stay 1,06±0,29 1,374±0,58 0.004
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No statistically significant differences were evi-
denced in terms of mean operative time (83,24±15,9
vs 84,11±14,91 minutes), tumor size, number of syn-
chronous nodal metastasis, histological type between
the 2 groups (Table 2).

The reasons for a longer hospital stay were: mild
respiratory distress (1 and 4 pts in the younger and
older group), symptomatic hypocalcaemia (7 and 3 pts
respectively), non surgery-related medical issues (1
and 4 pts for younger and older group).

All patients with mild respiratory compromise in
the older group had preoperative tracheal compres-
sion/deviation for mediastinal goiter associated with
carcinoma while only 1 in the younger group had tra-
cheal involvement. 24 hours of short acting inhaled
bronchodilators but no chest physiotherapy were ne-
cessary for these patients.

At statistical analysis factors significantly related
to hospital stay were preoperative tracheal devia-
tion/compression and ASA.

Discussion

Short stay thyroid surgery is performed routinely
around the world since the incidence of complications
such as bleeding or respiratory distress due to laryn-
geal nerve injury are seen in the first 6-8 postoperative
hours (16); we have adopted this approach at our cen-
ter since 1996.

A trend to extend indications to surgery to older
patients has been observed according to the overall
progressive aging of the population. Lang et al. re-
ported a series of candidates for total thyroidectomy

and observed that the mean age rose from 56,6 years
in 1995 to 63.2 years in 2003 (1).

No statistically significant differences in tumor
size, histological type, lymph node involvement or se-
rious post-operative complications related to surgery
were noted between the 2 groups in our series.

In our series older patients had a longer hospital
stay mainly for respiratory issues, which were associat-
ed to the higher incidence of preoperative tracheal
compression/deviation among these patients, and for
non surgery-related medical reasons, as the higher
ASA score in this group could explain.

Older patients undergoing total thyroidectomy,
especially for cancers that develop on a bulky long-
standing goiter, can present with tracheal compression
and deviation, whose reported incidence in small se-
ries ranges from 16 to 85%, resulting in post-operative
respiratory distress. Careful airways preoperative
evaluation and close collaboration with the anesthetist
are mandatory in patients at risk for early respiratory
complications, including those related to tracheomala-
cia, in order to identify the population necessitating
strict monitoring early after extubation. Temporary
dysphonia and hoarseness due to a rearrangement of
the upper respiratory tract are frequent even if no
damage to the recurrent laryngeal nerves is present.
None of our patients had permanent dysphonia, in-
cluding the small group of patients with evidence of
temporary recurrent laryngeal nerve palsy and the one
with permanent paralysis at 6 months. Moreover,
there was no difference in the incidence of temporary
dysphonia in the 2 groups.

Although older patients developed hypocalcemia
more frequently, in all patients it resolved within 1
month from surgery.

The fact the all procedures were performed by the
same surgeons, who have a longstanding expertise in
endocrine surgery, and the low complication rates ob-
served, comparable to those reported in literature, sug-
gest that also major thyroid surgery can be performed
safely in older patients with good outcomes by high
volume surgeons, as previously described in a cross
sectional analysis by Sosa et al. where it was observed
that complications rate and length of hospital stay
were related to the surgeon’s procedure-related experi-
ence (17).

Table 2. Pathologic features

Group a Group b p

Tumor histologic type
• Papillary 93/115 (80,9%) 29/37(78,4%) n.s*
• Follicular 22/115 (19,1%) 8/37(21,6%) n.s.

T (tumor size) cm 1,323±1.154 1,298±1.09 n.s.

Multifocality 31 (26,9%) 8 (21,6%) n.s.

N (lymph node metastasis) 7 (6,09%) 1 (2,7%) n.s.

* not significant
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In conclusion, in our experience total thyroidec-
tomy for thyroid cancer performed as short stay
surgery appears to be safe also in older patients when
a careful and multidisciplinary preoperative assess-
ment is performed and when the procedure is carried
out by experienced staff.
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