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NTODUCTION restduial Functioming thvroid tssue or metastatic disease,
eradicate multicentrid tumour foci; and avoid amrressive
local infiltration,  Recently, some reports  have
demonstrated  that completion thyzoidectomy e, the
surgical remeval of the theroid tissue remmant following o
ens than tetal thyroidectomy) can be performed with

Mhere is considerable controversy concerning the mnst
appropriate  surgical treatment of  patients  with
differentiated thyred carcinoma (DTCL Various opinions
exist comeerming the management of the thyrold cancer as
well as cervieal metastases. Although some authors nave
advocated subtotal ||'|}' roideciomy as the safe treatiment of
choice for DTC, many have reported minimal morbidity
folliwweng total thwraidectomy
carries a losw rate of morbidity; treats occull contralateral
disease; facilitate radioindine scannine and ablation o

miinimal morbidity, On the otfer hand, the the meidence of
complication after reoperative thyroidectomy has been
found o be preatéy than after primary operation in some

as some advantages @ it sories. In additicin = the total thyroidectomy, some

surgemns have advocated elective neck dissection o obtain

o
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lecoregional tmour  contral, However,  others
reenmmended that modified radizal neck dissection should
be performed only in patients with palpably or
histalogically mvolved lymph nodests,

The aitm of this study was (1] Evaluate the various
surgical treatment maodalities in management af TTC: The
immediate and late resulis of incomplete, primary total and
secondary  completion  thyreidectomy, as well as the
duration of in-patient stay. {2) Find the relationship
between complications and  time of completion
thvroidectomy: 131 Bvaluate the various surgical treatment
modalities in management of lymph nodes in DT
Relatinship between neck dissection and complications,
Relationship between lymph node metastazes and local
recurrence, and (4) Three years survival rate after bxth
secongdary  completion  total

primary  tatal  and
thyroidectomy,

MATERIAL AND METHODS

The study was done at Mansoura Surgical Oneology
unit of Mansoura university hospital, between |anuary
1995 and September 1999 {3 tofal of 536 months). The stody
included 34 patients with differentiated thyroid cancer, 34
fernales and 20 males, with a mean age of 43 years {range
10-73 vears). No patient had had previous irradiation to the

head and neck,
Patients were classiffed inta 3 groups !

Group [- Including 30 patients, referred from outside
clinics, whom had undergone less than total thyroddectony
for thyroid swelling whose preoperative pathology were
unknown and postoperative biopsy reveal DFC (18 cases of
]mpi]l.ll'}- carcinoma, 10 cases of follicular carcinoma and 2
cases of Hurthle cell carcinoma), {comtrol groupl. 17 of
them came with recurtent neck swelling and 13 of them
come for prophylactic total thyroidectomy,

Group 11: Including 24 patients {12 cases ol papillary
carcinoma, 9 cases of follicular earcinoma and 3 cases of
Furthle cell  carcinoma)  for whom  primary tntal
thyroidectimy, central neck dissection and Jor radical neck
dissection | when indicated, were done followed by TSH

suppression + radiniodine treatment

Ciroup 11 Including the same 30 patients af wroup 1,
whom had undergone less than total thyroidectomy, for
whoni completion total thyroidectomy, central neck
dissection, and ¢ or rtadical neck dissection; awhen
indicated, were done followed by TSH supperssion +
radiciodine freatment,

Pro-troatnient gasessinend

Before starting treatment, all patients were siibjected
[ £K A

Eis: Vol (19,0 W £1) fan, 2008

1- History and Clinical examination,

2- Laboratory investigations | routine investipations
plus assassment of blood senom  thyrotropic hormone
(TTH}, thyroxin (T4), triindothyronine (T3}, thyroglobulin
(TG) levels and serum calcium to evaluate the effect ol
pperation and post-operative hormone therapy.

3-  Radiological investigations ap  MNeck
ultrasemography : used for the preoperative localization of
thyrold  residuals, thyroid nodules, suspicious lvymph
nodes, and & guided fine-needle aspiration biopsy, {b)- 1171
or 1 whole body scanning [WBS]

4- Pathological investigations ; (a}- FNAB: was domnie
preliminary for all cases as primary step for diagnosis of
cancer thytoid. If the result was not conclusive , we shifted
to trucut biopsy, (bi- Trucut biopsy: this method was in
diagnosis of thyreid carcinoma in 22 patients, (<) Lymph
rode bicpsy; if cervical LN, enlarged with or without
clinicalby pnl}':nb]e thyroid swelling, (12 cases), (d)- Frozen
sechion,

B Tumour markers @ (a} Measurement of serum
thyroglobulin [Tg] . and (b)- Tumonr- associated
slvenprotein antigen CA-50,

fie Indirect larymgoscope o evaluate the mobitity of
the vocal cords.

Treatment plapning:

Group | > complete history, examination and thorough
investigations were done for those patients to evaluate the
early and late results of incomplete thyroidectamy.

Group 1 for whom primary total thy reidectomy ard
central neck dissection  were done. Ipsilateral neck
dissection was done in 7 patients, with palpable lymph
adennpathy, with postoperative TSH suppression therapy
and radiciodine treatment,

For patients in whom diagnosis is already knowwn to
be a cancer, we remove the entire thyroid gland as one
piece to avoid tumour cells implant n the thyroid bed.

For patients in whom diagnosis is not already known
ko be a cancer, a meticulous, complete lobectomy on the
tumour side was done, and, while preparing the other lebe,
we confirm the diagnosis histologically by frozen section
examination, the contralateral lobe 15 then removed.

[f there is concern about the wviability of the
parathyroid glands, a thin slice of thwroid tissue was left o
protect the contralateral wpper parathyroid glands and
recurrent larvngeal nerve

Fi
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Group [l: for whom secondary completion  total
thyroidectormy  and central neck dissection were done,
Ipsilateral neck dissection was done in 11 patients, with
palpable lymph adenopathy, with postoperative  T5H
suppression therapy and radioioding treatment. 13 patients
underwent prophyvlactic completion total thyroidectamy
whergaz the remaining 17 patients were lreated with a
therapeutic complebion operation because of recurrent
disease after initial thvrosd surgery.

The extent of surgery generally correlated with the
extent of disease apparent al operation. We routinely
expose  the nternal  jugular chain oand  the
trachepesophageal proove during  thyroidectomy and
binpsies were taken from any enlarged or suspicious nodes
and sent for frozen section. [f the nodes were positive, a
modified radical neck dissection was done.

(he strap muscles were invalved in 4 patients at the
time of operation, for whom resection of the muscles was
o,

Follow up

L= Indirect laryngoscopy: o evaluate the maobilite of
the vocal cord.

2« Serum ealcium level: t evaluate the function of
parathvroid slands,

J- Metastatic workshop after thyroidectomy and
ablation of thyroid residues, o identify and localize
recurrence and distant rretatEases: (A Measurement of
serum  thyroglobulin [Tg|, (B) Tumour- associated
glycoprotein antigen CA-50, , () 11 or 172 whole body
seanning [WES], and (D) Computed tomography (CT) for
patients who have no uptake on radiniodine scanning and
ler patients who have elevaled serum thyroglobulin levels
and negative radioioding scanning,

Post-operative reatment:

I-Thyroid- stimulating hommaone suppression
2-Adjuvant use of indine 1'%

3-External radiation therapy: used when there is no
appreciable uptake of radiviodine in patients with known

micra- or unresectable cancer after thyrordectomy,

2

4-Treatment of hypoparathyroidism, if present, with
calcivrm and Sor visamine 12,

Clrarf reviei

Hozpital in-patient files were-retrieved and analvzed
ko obtain:

I-The immediate complications after incomplete,
primary katal and comipletion tortal
thyvroidectomy: watimnd temporal
hypoparathyroidism, and temporal recurrent laryngeal
nerve injury [recovery tocurred before b moenths).

secondary
complications,

2-The duration of in-patient stay after mcomplete,
primary and secondary total thyroidectomy.

3-Fhe late sequela after incomplete, primary total
an secondary completion total thyroddectomy: permanent
hypoparathyroidism, permanent recurrent lacenpgeal nerve
paralvsis | no recovery ocourred after & months), local
recurrence, regional recurrence, and distant metastases,

4-Relationship  between  complication and time of
completion operation,
dissection  and

SRelationghip  between neck

L P]il:{'lllll.!ll'l.‘*

A= Relationship between lymph node metastases and
lncal recurrence,

Felhree vears survival rate after both primary total
and secondary completion total thy roidectomy

RESULTS

Over the 536 months study period, 54 patients with
differentated  thyreid cancer had underwent  total
thyroddectomies, either as an initial operation in 24 patients
[44.4%) ar as a completion thyroidectomy in 30 patients
(5R6%), The interval time between initial and completion
thyretd surgery ranged from one week to 4 vears {averape
L& months).

There were 34 females and 20 males, The patient's age

ranged from 1073 years with a mean age of 43 vears,
iTable 13
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Table (1) The characteristics of study growps:

ema G Giroep 0l Grpeip i1 Tatm
1. Mumber B AN 24144 4%} A0S SO0
2. M. /F. Ratio 12715 B/16 1218 20834
3. Mean age 41 vears 45 years 41 yoars 43 years
4. Mathology _
a. Pa pillar}-‘ carcinnoma | BRALLO ) 12050005 180a0,000
h, Fellizular carcinoma 0033, 2470 93755 )
¢, Hurthle cell carcinema 2 hGhG] H12.5%) [
5. Meck dissection 7(20.2%, 11436, 30%:)
o Ipstlateral standard neck dissection 1i04.2%,) TE03.30%:)
b Bilateral modified neck dissection 0 Ti05.30%, [ i)
¢ Ipsilateral modifed neck digsection G250 (29,708 1R{27 6%

In the entire series, 30 patients had papillary
carciioma, 19 had follicular carcinoma and the rest 5
patients had Hurthle cell carcinoma, 18 patients {33.3%) n
our series had associated lymph node dissection in
addition to the total thyroidectomy, 2 patients underwenl
ipsilateral standard radical neck dissections, and one

patient required bilateral modified radical neck dissection
because of extensive diseasze and invasion beyond the
lymph nodes. Unilateral modified radical neck dissection
was performed in the remaining 15 patients. The main
presentation of differentiated thyroid carcinoma were
summarized in ( Table 27,

Table (2): Main presentation of differentiated thyrotd carcinom:

Group 1

Main presentation

Carraep 11

Papillary

Follicutar

Hurthle cell

Total

Group 111

LThyroid swelling:
a-hMMNG

=51

c-ceult

2 Regional LN
a-Enlarged

b-Mal enlarged

3. Tumer increpse in sl
4. Homseness of voice
5.Dysphagia

&.Dyvspnea

7. Toxic manifestations
BoAsspoiated malignancy

RiZa.n)

B{30.0%)

7{58,3%)
#{33.3%)
{08 4%)

BB
B0
6 S0
TI0R.25%)
F25.00)
325 0%
0

108 4%

4845
44447
TL.2%)

1011 2%
BIRR.AN)
Al 4
0

2E2.4%)
4480
1i11.2%)
0

L e
3345
i

266,65
1(33.4%)
{66,
i

1(33.3%)

4]

& Previousty excised thyraid swelling with postoperasive biopsy revealed cancer thyreid
10.Reappearance of neck swelling atter previous insutlicient thyraidectamy for cancer thyraid

11.Cervical lymph-node metastases alter previous surgery for thyroid cancer

12.T¢ %9 scanning:

135421

A{25.00)
B(25.6%:)
Ti04. 2%
1021

13{9.3:3%)
BiZeuhth)
AT

a-Coled niodule BZR.A"% S(41.7%) HAAFN) 2{hb A [T B(26.6%)
b-Hot nodule i 1{11.2%) ] 100, 2% 0

c-Warm nodule 22(73.34%) FIRR.30 B{55.5%) 1{33.3%:) 13(54.25%:) 22734%
13.Neck Ultrasoand:

a-Solid Ldjda.ait) 650,005 HAZIK) 1[F3.3%) AT BRE e TR
b-Cystic Il [ I i

c-Salid and cystic 16(53.4%) AR BIEH.TH) 2(66.75) L4(SE. 4% 62000 %)
4. Patholagical diagnosis:

a-FNAB 2{16.67%) i N 2084

E-Trucut 17(56.6%) FI5RA%) BIRG. 71 ik 7 15(62.5%:)

c-Lymphocytic Infiltration 4[33.4%) RIE R 1433, 4% B33 3% i
d-Lymph node biopsy 421,79 101421 ] BIDLEY, F(23.3%)
e-Paratfin section SOP100"%; 17056.75:)

MM = Mult nodular goiler

STM = Solitary thvroid nodule

EJS, Val, (18,0 Mo, €1, Taas, 20400
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Cur study found that: The remaining thyroid tissue
after incomplete thyroideclomy had residual malignancies
in 7 oout of 13 patients  (338%) with prophylactic

completion total thyroiddectomy and in 15 out of 17 patients
(B2 %) with therapeutic completion thyroidectomy,
(Tahle 3)

Table (3): Postoperative pathology after completion Higroidectonny:

Prophyiactis Therapentic :
ftemms : Total Heyroidectony Total
Taotal thyrotdectany G :
1.Mumber 13 b 3n

2. Residual
_Eu s

7{R3.8%)

15 (8821,

22 {73.3%)

Our study  found  that: there was no operative
martality in our series. Earlv Morbidity in group 1 11 and
Il were summarized in (Table 4) Complications after
primary total thyreidectomy were insignificantly  differs
from  patients  with  incomplete  thyroidectomy,  bul
significantly  less than after completion thyroidectomy
ip <005}, Statistically nsignificant difference was found

L]

between  patients  with  prophylactic  completion
thyroidectomy and those with therapeutic completion
operation (pe0.051

The duration of in-patient hospital stay after
incomplete thyroidectomy, primary total thyroidectomy
and secondary total thyroidectomy was significantly
difrers, (Table 4),

Table (4% Early complications after both primary totat and secondary conpletion tofal tinpraidectomy:

Eavly complications Garanp 1 Corongp 11 Crronp 1 Total
Prophatactic Therapautic Total

LMumber 24 13 17 kIE

2. Wound compzhications, 114.2%) 0 211.8%) EHE

Al ransient hypoparathroidism, 2{H4%)
A4 Temporary KL Nerve palay, 1(5.9%:) k2
Soavernge Hospital stav (dave) 5 i

2 154% £
21840 1R85
i8] 12

* = significant

The late complications after  primary  total
thyroidectomy were significantly less than after completion
thyroidectomy (p <0.05), and insignificantly differs from
that after incomplete thyroidectomy,

Cur study found that; Mo local recurrence necurred in
group [ and [ patients, while in group 1: local recurrence
occurred in 8 patients (26.6%), (with involvement of the
remnant of thyroid in 7 patients and lateral neck in the
other patient), Among the 8 patients with local recurrence,
ane patient was found to have lymph-node metastases at
the time of operation. This patient underwent a
concomitant modified radical neck dissection, (Table 5.

Rf—"_l-.ﬁlﬂ'litl |_‘_r'mph n”dt’ Tecurrendse UCL’ILTTE’:L{ I"H'I!}-' in cne

patient {4.2%) in group 11 and other patient in group 111
(33%). In group | regional lymph nodes recurrence was

24

reported in 11 patients (36.6%).

Locoregional recurrence was reporled in one patient
in group I, one patient in group [ and 5 patients {16,6%)
in group 1, All patients with regional or locoregional
recurrence underwent neck dissection with completion
total thyroidectomy, (Table 51,

Distant recurrence was reported in one patient in
group I, Z patients in group 01 and 3 patients in group I,
The median time to recurrence was 24 months, {ranged
between one to 4 vears after treatment).

Recurrences located most commonly regional (36.6%),

ferlfovwredd by local {26.6%), combined |c:n‘c:r$gi<_1na| (16.6%),
and distant metastases [10%), (Table 5).

Expption foeernal af Surgery
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Table i5k: Late complications after both preivary total and secondary completion Lotal thyroidectomy:

Teenis Geronp | G 11 Ciranp i ~ Total
L.MNumber i | a0 5
2 Permepant Hypaparathreidism I W 30 1 11.90%)
S Permenant B, L Nerve palsy, (K i (l i
4. Local recureence: I R s LR A5 )
A-Remaivant af theroid tH i 2 (OEaA%S 2 E03 RN
B-Tharod bed i i 1
C-Adjacent struciire excluding Lix i 1*= {02,3%5% LA
3 Regional LN recurrence ] 1* (4. Lt 8 LR L R
B Diatant recurrence il o DRt 21028
ZLocoregrional recurrence il [l | 03.390% L (0780
Tatal 1% 44 2% S | G170

* = regonal and distant recurrence in the same palient,
** wlocal and regiomal recurrence in the same patiend,

# = regienal and distant recurrerce in the samie satienl
Y = significant

O study [ound that: Fatients who underwent their
completion  thyreddectomy  within six months of  the
primary operation had significantly fewer recurrences,
fewer lymph node metastases, fewer haematogenous

metastases and survived significantly longer than those in
whom the second cperation was delaved for longer than
six menths, {Table &)

Table (6): Kelationship betweeen completion Hnproidectonny and time of operation!

s Comrpletion thyeaidectany
iesthin & moths

Comgplation thyroidectong Tolal
i b onths

LA amber 12
2. Lacal recurrence

1dd .23

3 Lymph nocde metastases
4iHzematogenous metashses
S.thres-yvears survival

0
A0
51674
10534,
2

b (56

O study found that: The 18 patients who underwent
neck dissection had a higher incidence of complication
than those treated with only thyroidectomy (33.3% vs 8.3%,
p=0.01%)

6 oof B4 patients undergoing neck dissection had
accidental complications, whereas  complications  were

noted in only 3 out of 36 patients without neck dissection
e, thie complications rate of patients with neck dissection
was higher than those without neck dissection, This
difference was statistically significant (p<0.05), However
our study found that en-block reseetion of central + lateral
LML minimize local recurrence, (Table 7).

Table (7 Relatiouship between neek dissection amd complivations:

Camplication

LN umber

2 Temporary RLM palsy

A Temporary hvpoparathroldism
4 Permenant bypoparatkymidiam
Todal

Neck dissection

Mo neck dissection I'ztal

EIS, Vil 1190 Moy €70, fon,, 20060

i)
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The presence of lymph node metastases at diagnosis is
not assogiated with decreased survival rates, but is
associated with increased local recurrence rates, The
correlation of younger age with frequent nodal metastases

and older age with less frequent nedal metastases suggests
a biologic difference between risk groups with thyroid
cancer, { Takle #),

Table (8): Relalion belween hpmph node metastases and local recurvence:

Itz Patients with ywph node Patientz aqth no fyseph pode Total
melnshases metastases
I Mumber & e 54
Z.Mean age 34 years 52 yeans 43 yoars

4{22:2%)
11 {6517

A Local recurrence
4. Three-years survival

DISCUSSION

The extent of primary thyroidectomy  for
differentiated thyroid cancer is controversial, There are
strong proponents for total thyroidectormy based on its
presumed and theoretlical disease control benefits,

.

D study found that: The remaining thyroid tissue
after incomplete thyroidectomy had residual maligrancies
in 73.3% of patients, {Table 3).

Our study  found  thate there was no operative
martality in our series. Barly Morbidity in proup 1
included: wound complications in one patient [3.3%),
transient hypoparathyroidism in one patients{3.3%), and
temporal RLMN palsy in one patient(3.3%:), Early Morbidity
i provp I included: wound complications in one patiest
i4.2%) | transient hvpoparathyroidism in 2 patients (84%)
and temporal RLN palsy  in one patient (£.2%) Morbidity
m group [ included: wound complications in 2 patients
(bl ; transient hypocalaemia in 5§ patients(166%) and
emporal RLAN palsy in 3 patients {I0%). Sim and Soo 1994
iZitound that Morhidity included: wound complications in
2% transient hypocaleaemia in 16.8% and permanent in
F4%: and hoarseness of voice in B.1% with 4.7% having
proved recurrent larvngeal nerve palsv. A relrospective
analysis over a 5 wvear period at the Deparbtment of
Endocrine Surgery, Sanjay Gandhi Postgraduate Institute
of Medical Sciences (SGPGIME), 1996; vielded 19 patients
whi underwent completion thyroidectomy, This group
representz 23% of A1 patients who underwent total
thyroidectormy  for  differentiated thyroid cancer (DTC)
during that period, The residual thyroid lissue was excised
through a lateral approach and could be resected safely,
preservirg: the recurrent laryngeal nerve (RLN) and the
parathyroid glands, Postoperative complications included
bransient: RLN  palsy {n = 2] and transient
hypoparathyroidism (n =4} Completion thyroidectomy
using  lateral approach is safe in reoperative thyreid
SUTEETy 5

Our study found thatt The rate of definitive
complications after re-operations is greater than first line
thyroidectomy bul is low enough to allow iterative surgery
using wvigorous procedure in selected patients, so we
recommended primary total thyroidectomy as a treatment
of choice for DTC. Clark and Dub 1997 (4] recommended
total thvroidectomy when it can be done safely, as a
freatment of choice for most patients because persislent or
recurrent disease can be detected earlier, by determining
increagsed serum theroglobulin levels, and by scanning
with radioiodine. O'Doherty  and  Coakley  19958(5]
recommended total thyroidectomy as this allews adequate
followeup of patients using thyroglobulin measurements
assessment scans as necessary, and turther therapy with
radiciodine for metastatic diseaze. Menegaux et al. 1997/
found  that The Ffrequency of bilateral cancer justfies
commpleting thyroidectomy after partial thyroidectomy. In
combrast, there are equally strong advocates of less
appressive thy reidectonmy with its lower  hazard of
parathyroid and recurrent nerve injury. Wanebo et al. |
1995 found  that total thyroidectomy in high-risk patients
with differentiated thyroid cancer (containing follicular
histology, wascular invasion, or extracapsular extension)
showed no benefit over partial thyroidectomy. This
sugpests that the general use of total thyroidectomy is
indicated in highly selected patients,

The duration of in-patient hospital stay after both
primary total thyroadectomies Is significanthy less than
after secondary total thvroidectomy.

Our study found that: no lecal recurrence oceurred in
graup [1 and 111 patients while in group | local recurrence
occufred in 8 pabents (26.6%:), Regiemal lvmph node
recurrence occurred in 9 patients {30%) in group 1, while in
group 1l and [ regional lymph nodes recurrence was
reported in cne patient in each proup. Locoregional
recurrence ocourred in 5 patients {16.67%) in group |, while
irt gronap 11 and 111 locoregional recurrence was reported in
one patient in each groop. Visset et al, 1997 & found that
bmeur recur in the neck more than bwice in patients who

Janrnigi of Surg
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have had subtotal thyroidectomy than in patients who
have had tokal thvroideckomy. Local recurrence is almost
alwavs @ manifestation of a srewing residual Lemour,
microscopic  or  macroscopic; Rarely it may  follow
implantation of malignant cells as a result of spilling on the
cut edges of the wound, Such recurrence eocurs in the raw

surface of the timonr Téed 10

Our study found that en-Block resectinn of central +
lateral LN, minimize local recurrence. However some
surzenns stated that prophylactic modified neck dissection
i no place in the treabment of papillary  carcinoma
although most patients with papillary carcinoma haye
microscopic nodal involvement as in some patients these
microdeposite can be ablated with 7 and in others they
fall to prow #  Dueed eloal, 1997 00 found that: patients
with cervical lymph node metastases require a complety
lneo-reional neck dissection, imodified radical or radical
neck dissection). In papillary thyroid carcinoma extensive
lymph node dissection at presentation has been stated to
offer no advantage versus selective lymphadenectomy, but
causing mereased morbidity as accessory spinal nerve and
cervical plexus permanent sequelae.

The presence of lvmph node metastases at dingrosis i<
not  associted  with  decreased survival m tes, but 1=
associated with increased local recurrence rates, The
correlation of younger age with frequent nodal metastases
and older age with less Frequent nodal melastases suggests
a biologic difference between risk groups with throid
cancer, { Table H),

Sew  findings concerning  thyroid  oncogencs  and
humoit suppreéssor genes as well as studies OF growvesh
factors are starting o explain why patients asfoire specitic
theroid tumours with different behaviour. Gepwth factors,
(A RIRRTRIAN S SUDPRESE0T Zenes, ard CHICORENES |.'-‘|-.'I"v' 'I‘!'I]"("I'T-'l"r
roles in the development and  progression of thyroid
CONncers

CONCLUSION

1. Primary total thiyroidectormy is the operation ol
chioice for |1|||-J; Pu!i{'n[_-. with DTC when this I.I|.'5L"f"<'l|.il."!'. oan
be safely performed, as initial treatment with total or near-
koatal t||j-,':1i|i|_‘|n;_'l_'[i||‘l'l_‘," decreases the incidence of recurrent
thvreid cancer, and the notion that "o tissae 1660 - no loca
recurrence s penerally accepted in thyroid cancer.

2 Reoperaton in the form of total thyroidectomy or
debulkinge of the fumour mass is associated with [igher
merbidity . So it s important o perform a meticulons
complete hemithyroidectumy for all unifateral nodules tha
might he cancer, with removal of any possible involved
lymph nodes in the central neck.

3 Completion thy roidectomy as soon as possible atter
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incommplete resection of the twmour improve prognosis in
differentiated thyoid cancer.

4. Recurrent cancer in sepional lymph nodes is best
bravated by imodified neck dissection,

B, External radiation  breatment is helpful  when
wmours cannot be remiswved

o Close follow - up for recurvent disease s mdicated
because il Is easier 1o cure patients and resect small rather
thar large metasinses,

7o Although conventional breatmwnt of differentiated
thyroid carcinoma is highlv effective. Several aspects in the
evaluation and management of this disease are changed or
may be change in the near fubure; some moedification may
improve the welfare of patients and the overall resulls

A-Because the symptoms of hypothyvroidism  are
vexing, there has bieen Ereat interest in using recombinant
human thyreid-stimulating hormone (thTSH) o prepare
patients lor indine 131 imaging. rh1SH has been about as
effective as thymid hormone withdrawal for diagnostic
imaging so that approval forr ks use is 1'x]1i,'-.":m|.

- Anothier topic of interest is the administration of 1131
therapy b patients whose serim thyroglobulin levels are
abnoemal but whese diagnostic [V scans are negative
because g reduction of serum thyroglobulin can occur by
this appreach.

C- Minimize the amount of 1131 thal should be used
for diagnostic scanning, although past opinion favored
farger doses, a5 scaniny of thyeoid remmant and tumour
can pccur with diagnostic 1131 imaging. Subshtuting 1123 is
an alternative for post-thyroidectormy. scanning, but when
administered as 300 uCi it is less accurate than 1131 for
recurrent diseage or distanl metastases. s

REFERENCES
Agarwal, A, And Mishm, 5K Completion ol
thyroideciemy in the management ol differentioted
theeold carcinoma. Acst M £ | Sueg, 1995 Tuh, 66 5 265-

fil,

2 Sim, R oond Son, Kt Surgical freatment of thyraid
cancer: The singapore peneral hospitnl experience. [ R,
Coll Surg. Edinb,, 1988, 23, 4; 239-43,

i Duren, B and Daren, Mo Recurrent thyredd cancer, in

text book of Eadocrine surgery, Edited by Clars, O &
Boly, ©0 W, B Saunders company, Phitadelphia,
Landar, Tornoto, Chapter 19, 141-140

PDF created with pdfFactory Pro trial version www.pdffactory.com



http://www.pdffactory.com
http://www.pdffactory.com

b |

lark, Ok ang PubzCh: textbonk of Brdacrine suresry,
dited by, Clark, € And Duh, @ W. B Saunders
Company,  Phifadelphia.  Landan,  Tornato a7,
Chapter Hs2-00,

rDoberty, M), and Coakley, Al Dreag therapy
alternasives inthe weptment of hyteid cancer, [Irugs,
19%H Jun, 55,0 30012,

Menesany, B Leenbacdt, Lo ard Chigal, |12 Repeated
thyrond su S Indications: and results Presse Sded,
7 Do, 26,36 TRENA,

Wanieho, Ho Cobum, M Teates, I and Cale, By Totsl
||'_‘:. ondectomy does mist enkacce dizease contmal ar

lifferentiased

survival even i higherisc patients sith

ryr, 1958 Juk;, 237 6 95231

theroid concer. At

Wanebo, H.; Cobimm, M. Teates, 1y and Cole B Total
th

schectomy does pot eehance disease confiel or
] ngherisk. risk  patisnts  with
I AnnSare 1908, 22T

s A I |
differentiated  thyeoid can
81231,

Vinser, e, B Hamy, A Painean, 1oAnd Sagan;
Co Maragemenl of differenbated thyraid canc
madular Wype. Ann Eridocringl {Parisy, 19697, 58,5 216-
24

5 Tustle, B and Francis, G The

Eobie, B Binan

pacl of inifipl sorg
young pativnte with DTC. . Pecl Scirge, 1998 33, 7
11744 )

il management araulcome in

Ducer, Mo Appetecching Mooand mazett, Mo Neck
tssvetion  ror o surgion]  beadtmens of lymoh  neds
metastasesin papillary hivroid carcinoma. | Bxp. Cln

Cpmcer Res, 1997 Sép, 163,835 -5,

PDF created with pdfFactory Pro trial version www.pdffactory.com



http://www.pdffactory.com
http://www.pdffactory.com

16

20

24

33

The Egyptian Journal of Surgery

The official organ of the Egyptian Society of Surgeons

Vol. (19), Ne. (1), Jan., 2000

CONTENTS

CHROMNIC ANAL FISSURE A COMPARATIVE
STUDY OF THREE DIFFERENT FORMS OF
SURGERY

Alaa A. Maher, M.D,

INTRATHORACIC STOMACH EVALUATION
AND SURGICAL MANAGEMENT

Khated A. El Fiky M.D,, FRCS, Ayman Abdel-
Rabo M.D_ Aynan Abdel-Hafiz FRCS,

Rifaat M. EI Fiky M.ID.

AN ASSOCIATION BETWEEN KHAT AND
DIABETES

Almed M. E1 Hadrani®*, M.D., Mohawnted A.
Al Hoot*®, M.D.

MANAGEMENT OF NON-PARASITIC LIVER
CYSTS IN CHILDREN
E.E Korashi, A. A. Hassan, M. A. Ebed

PRIMARY AND SECONDARY TOTAL
THYROIDECTOMY FOR DIFFERENTIATED
THYROID CARCINOMA

Sherif Z. M. Koth, (MD), Nazem Shams, MD

ENDOCRIME PROFILE FOR OUTCOME
PREDICTION IN MULTIPLE TRAUMATIZED
CRITICALLY ILL PATIENT

Ibrahim EI-Sayed Dawoud, M.D.", Amr Salah
Omar, M.Sc ** and Mohammed I,

Abd El Rassoul, M.D.***

40

48

31

54

61

67

CONTINENT ILEOCAECAL BLADDER AFTER
CYSTECTOMY FOR BLADDER CANCER
Zedan 5., M.D., Shams N,, M.DD,

SYSTEMIC CANDIDA INFECTION AT KING
ABDUL AZIZ UNIVERSITY HOSPITAL
JEDDAH.

Afsha Al Ghamdi, Abed Al Hazmi, Faiza Al Sini,
Fatma Al Zahrani

SIMPLE CLOSURE OF PERFORATED
DUODEMAL ULCER:IS ADDITION TO H,
ANTAGONISTS OF VALUE

A, Sibiany*, FRCS Ed, F. Al-Mashat*, FRCS
(I & Ed), FICS, A. Kensarah", FRCS (Ed), A.
Meccawoy®, FRCS (Ed), M. Kadasi**, FRCS (1),
G. Wajid**, MBBS, HMIS, MPH

INITIAL SUCCESS OF SOLITARY PANCREAS
TRANSPLANTS WITHOUT REGARD TO
DONOR/RECIPIENT HLA MISMATCHING
Rafik A El-Sabroud, MDD, FRCS,

5. A. Gruber Ph.D.., MDD}

PATHOLOGIC AND CLINICAL ASPECTS OF
LARGE INCISIONAL HERNIA AFTER
INTRAPERITONEAL IMPLANT OF A
POLYPROLEME PROSTHESIS

Ierakim E. Dawoud, Alined M. Seleim,

Abd El Azeim M. Aly, Mohanted Y. EI Gindy

MUCOSAL PYLOROPLASTY THE MERITS OF

A MODIFIED SIMPLE APPROACH FOR

GASTRIC DRAINAGE

Abd El Razek F. Masoud, M.D., Alaa A. Maher,
M.D., Hany A. Nowara, M.I). and Essam El
Messidy, M.5c.

PDF created with pdfFactory Pro trial version www.pdffactory.com



http://www.pdffactory.com
http://www.pdffactory.com

