
B-ENT, 2012, 8, 279-283

Introduction

Over the last few decades, there

has been a trend toward shorter

hospital stays following many sur-

gical procedures. This trend is the

result of improved surgical tech-

niques and logistic advancements

such as the development of out -

patient centres. However, in Bel -

gium the current practice for

thyroidectomy  is inpatient care

because of potential life-threaten-

ing post-operative complications,

including hypocalcaemia, laryn-

geal nerve damage and haemor-

rhage. Thyroidectomy can only be

performed on an outpatient basis

if the complication rate is low. The

purpose of this study was to deter-

mine the feasibility and safety of

outpatient hemithyroidectomy.

Materials and methods

Between March 2008 and Sep -

tember 2010, 110 patients under-

went elective hemithyroidectomy

at the Ziekenhuis Oost-Limburg,

in Genk, Belgium. Fifty-four

patients were selected for an out-

patient procedure. The patients

were admitted on the day of sur-

gery to the ambulatory unit, which

was open from 7:00 a.m. to 6:30

p.m.

The exclusion criteria for out-

patient surgery were as follows:

American Society of Anesthe -

siology (ASA) class III or IV sta-

tus, anticoagulation treatment, age

> 70 years, suspicion of malignancy,

inadequate home support at dis-

charge and prior hemithyroidec -

tomy. Previous neck surgery, sub-

sternal extended goiter, hyperthy-

roidism and aspirin use were not

exclusion criteria. 

Every procedure was performed

under general anaesthesia without

the use of a regional cervical

block or infiltration of the mus-

cles or subcutaneous tissues with

local anaesthetics. To prevent post-

operative nausea, all patients re -

ceived dexamethasone 5 mg intra -

venously per-operatively.

All operations were performed

by a single surgeon who was

assisted by a resident. A horizontal

incision was made two fingers

above the clavicles, and skin flaps

were raised. The strap muscles

were divided at the midline and

separated from the underlying

 thyroid gland. Strap muscles were

sectioned only as needed according
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to the volume of the lobe. The

lobe was pulled downward to

expose the superior pole vessels,

which were ligated twice. The

lateral  side and the inferior pole of

the thyroid gland were mobilized

by blunt dissection, and the mid-

dle thyroid vessels were ligated.

The recurrent nerve was identified

and preserved without the use of

nerve monitoring. The inferior

and median thyroid veins were

exposed and ligated. All vessels

were hemostatically controlled

with resorbable sutures. The lobe

was separated from the trachea,

and the isthmus was clamped and

transected. The upper part of

the strap muscles and platysma

were approximated. The skin was

closed with Kölner clips (KLS

Martin, Lier, Belgium). No drains

were used.

After surgery, all patients were

monitored in the recovery room.

In the outpatient centre, patients

were encouraged to drink and eat

a light meal as soon as allowed by

the anaesthesiologists. Analgesics

were administered as needed.

Patients were discharged before

6.30 p.m. if they tolerated oral

fluid, were mobile, had no dysp-

nea, had urinated and if there were

no signs of haemorrhage. Each

patient received a prescription for

analgesics and anti-emetics. Red

flags and reasons for readmission

were discussed with every patient,

and each was given a 24-hour

emergency contact phone number.

The first follow-up visit took

place 3 days after surgery, and the

clips were removed at this time. A

second visit was planned 1 week

post-operatively to discuss the

pathology result. The blood calci-

um level was tested only if the

patient complained of symptoms

that could be due to hypocal-

caemia. Six weeks after surgery,

each patient visited the endocri-

nologist to assess thyroid hor-

mone function.

Results

Fifty-four patients were selected

for outpatient hemithyroidectomy

between March 2008 and Sep -

tember 2010. The mean age of

the patients was 46 years (range:

27–67 years), and most of them

were women (44 patients; 81.5%).

Indications for hemithyroidecto-

my were unilateral enlargement

of the thyroid (46.3%), enlarge-

ment of the thyroid with pres -

sure symptoms (18.5%), solitary

nodule (29.6%) and toxic symp-

toms (5.6%). Suspicion of malig-

nancy was an exclusion criterion

for hemithyroidectomy.

The mean duration of surgery

was 64 minutes (range: 40-130

minutes). The time of incision

ranged from 9:25 a.m.-2:05 p.m.,

and the time of closure ranged

from 10:40 a.m.-3:35 p.m. The

mean weight of the specimen was

42.9 grams (range: 11-155 grams).

There were no operative or post-

operative complications. 

After an observation period of at

least 3 hours, 44 patients (81.5%)

were discharged as planned. Ten

patients (18.5%) required admis-

sion for urine retention (n = 1),

social circumstances (n = 1), per-

sistence of nausea (n = 3), delayed

anaesthesia recovery (n = 4) and

patient preference (n = 1). These

patients were observed overnight

and discharged the next day. There

were no readmissions. 

The pathological findings of 53

specimens were benign adenoma

(62.3%), haemorrhagic cyst (5.7%),

nodular hyperplasia (22.6%), thy-

roiditis (3.8%) and papillary can-

cer (5.7%). The pathological re -

sults for one specimen were lost

due to a change in the computer

program used by the pathology

department. The findings of

malignancy were unexpected, and

we performed a contralateral

hemithyroidectomy a few weeks

later.

One week post-operatively, pa -

tients were asked if they would

undergo this surgery again on an

outpatient basis. Three patients

(6.8%) stated that they would

prefer  an overnight stay because

they experienced anxiety, pain

or weakness at home. Forty-one

patients (93.2%) were satisfied

with the outpatient surgery. The

most frequent complaints of the

patients that underwent outpa-

tient hemithyroidectomy were

anxi ety, weakness, pain, nausea

and vomiting .

Discussion

Potential complications must be

taken into account when cons -

idering whether outpatient surgery

is safe. In this study, we only in -

cluded patients who underwent

a hemithyroidectomy because the

risk of post-operative hypocal-

caemia is low and unilateral recur-

rent laryngeal nerve injury is well

tolerated by patients without co -

morbidity. Nevertheless, other po -

tentially lethal complications can

occur, such as haemorrhage and

consequent respiratory distress. 

We found that outpatient hemi -

thyroidectomy with an observa-

tion period of at least 3 hours was

safe. There was no post-operative

bleeding, and no patient needed

readmission. As recommended by

Schwartz et al.1 we only closed the

upper part of the strap muscles.

This approach allows earlier de -

tec tion of post-operative bleeding.

It also reduces the risk of airway

10-torfs-_Opmaak 1  17/12/12  11:33  Pagina 280



Outpatient hemithyroidectomy 281

obstruction because the blood can

decompress into the subcutaneous

space. 

Consistent with other reports on

outpatient thyroidectomy, we did

not use drains.2,3 This decision was

based on a retrospective analysis

of 799 parathyroid and thyroid

procedures performed at our hos-

pital before March 2009. No

drains were used in 202 of these

cases. In the group with drain

usage, three patients developed

post-operative bleeding that

needed  reexploration, but the cause

of bleeding was identified in just

one of these three patients. In

the other group (no drains), there

were no hematomas. The use of

drains in thyroid surgery remains

controversial. Post-operative drains

allow withdrawal of an expanding

hematoma and can prevent poten-

tial airway obstruction. A recent

Cochrane Database review found

no significant improvement of

patient outcome after drain usage

in patients undergoing thyroid

 surgery. Drains may even be asso-

ciated with a prolonged hospital

stay.4

The overall incidence of cervi-

cal hematomas requiring reexplo-

ration after thyroid surgery varies

between 0 and 1.6%.4-7 The inci-

dence of re-operation after outpa-

tient hemithyroidectomy varies

between 0 and 1%.2,3,5,8 There is

a risk of post-operative hema -

toma formation, and the most

important factor for outpatient

surgery is the time frame of the

formation. Notably, most post-

operative bleeding occurs within

6 hours of thyroid surgery, and

almost all hematomas occur with-

in 24 hours of surgery.1,2,7

Those who oppose outpatient

hemithyroidectomy point out that

there are reports of so-called

delayed hematomas that occurred

more than 24 hours after thyroid

surgery that were possibly life-

threatening.6 In a large review of

13,817 patients undergoing thy-

roid or parathyroid surgery, 57%

of the hematomas occurred after

6 hours of observation, but no peri-

operative risk factors were identi-

fied that predicted this complica-

tion.6 The authors declared that

post-operative bleeding is an

inherent risk of this type of opera-

tion and that since it is difficult to

identity patients that have a high

risk of haemorrhage, determining

which patients are candidates for

ambulatory surgery is difficult.

However, some studies with care-

fully selected patients who under-

went outpatient thyroidectomy re -

commend a post-operative obser-

vation time of 6-8 hours as being

both sufficient and safe.2,3 Other

studies declare that even 4 hours

of observation is sufficient.7,8

Different techniques can be

used to perform haemostasis. In

our study, all vessels were he -

mostatically controlled using re -

sorbable sutures. None of the

patients developed post-operative

bleeding. 

During the study period, 1803

ENT procedures in adults (in -

cluding hemithyroidectomy) were

planned for outpatient surgery

in our hospital. Sixty-seven of

these patients (3.7%) required un -

planned admission versus 18.5%

of the patients in our hospital

who had planned to have outpa-

tient hemithyroidectomy. In other

studies, the rate of unplanned ad -

mission after thyroid surgery varies

between 0.4% and 7%.2,8 Three of

our ten admitted patient needed

hospitalisation due to post-opera-

tive nausea and vomiting (PONV).

Other studies also report PONV as

an important reason for unplanned

admission after thyroid surgery.2,3

The overall incidence of PONV

after thyroid surgery is 54%.9 The

exact mechanism underlying thy-

roid-related PONV is not well

understood. Possible explanations

include vagal stimulation during

surgical manipulations and the

fact that most patients are female.

Specifically, women have a sig -

nificantly higher incidence of

post-surgical vomiting than men.9

PONV is not only uncom -

fortable for the patient: Some sur-

geons believe it can increase the

risk of post-operative haemor-

rhage, although it has not been

proven to be a significant risk 

factor.6 A single dose of dexam-

ethasone administered 45 minutes

before the start of the anaesthesia

can significantly reduce the inci-

dence of post-operative vomiting

and pain.10 A general anaesthetic

based on propofol leads to a sig-

nificant decrease in PONV during

the early recovery period.11 To

 prevent post-operative nausea

after thyroid surgery, good com-

munication between the surgeon

and the anaesthesiologist is

needed . 

Four of our ten admitted

patients were admitted for delayed

anaesthesia recovery. The end

time of the surgeries ranged from

00:00-2:35 p.m. Thus, the post-

operative observation time ranged

from 4 to 6.5 hours, which should

be sufficient for recovering from

anaesthesia. The duration of the

surgery ranged from 50 to 130

minutes. Neither factor, i.e. sur-

gery duration or recovery obser -

vation time, could explain the

delayed anaesthesia recovery. 

Post-operative pain and dis-

comfort is another frequent com-

plaint after thyroid surgery. This

is caused by the cervicotomy, as

the intra-operative cervical hyper -

extension causes post-operative
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muscular cervicalgia and laryn-

geal discomfort due to frequent

tracheal stimulation and move-

ment of the endotracheal tube

 during surgical manipulation.12 A

single dose of dexamethasone 

pre-operatively can significantly

reduce the pain post-operatively.10

Each outpatient must be informed

that he or she may experience pain

at home, and instructions for opti-

mal pain management at home

should be given at discharge.

Importantly, the surgeon’s ex -

perience with the procedure corre-

lates with patient outcome. Sosa et

al.13 found that the individual sur-

geon’s experience is significantly

associated with complication rates

and length of stay for thyroidec -

tomy. To minimise the risk of

post-operative complications, use

of patient selection  criteria is

important. However, at present

there are no generally accepted

guidelines for pre-operative pa -

tient selection for outpatient thy-

roid surgery. Most exclusion cri -

teria in previous reports include

ASA score III or IV, social cir-

cumstances and anticoagulation

therapy.2,3,12. In other countries,

another exclusion criterion is the

distance (or the travel time)

between the hospital and the

patient’s home. In Bel gium, most

patients live within 20 minutes of

a hospital.

Both the patient and the person

who will take care of the patient at

home need to be informed about

the possible discomfort the patient

may experience, such as dizziness,

(neck) pain, and slight swallowing

problems; in addition, the signs

and symptoms of possible com -

plications should be explained.

They must receive a 24-hour con-

tact phone number in case they

experience a problem or have

questions. This improves the safe-

ty of the patient and diminishes

the anxiety of going home. Notaly,

93% of our patients were pleased

with the outpatient treatment.

Only three patients would have

preferred to stay overnight due to

anxiety, nausea or weakness at

home. 

There are currently few pub-

lished studies regarding patient

satisfaction with outpatient thy-

roid surgery. One study shows that

35% of patients who underwent

outpatient thyroid or parathyroid

surgery would have preferred to

stay overnight.3 Outpatient surgery

requires the coordinated efforts

of a multidisciplinary team. The

hospital must have a day care

centre  and be able to admit

patients at the end of the day when

necessary. The surgeon must be

able to perform the surgery with a

very low complication rate and

must organize the operation list in

order to perform an early surgery

followed by discharge later the

same day. The anaesthesiologist

must develop a protocol to prevent

post-operative nausea as much as

possible so that the patient can be

discharged the same day. Lastly,

the patient must be informed

about and be motivated to have

outpatient surgery. 

The differences in hospital

costs between outpatient and inpa-

tient thyroid surgery were not

studied. However, the financial

benefit of this type of thyroid sur-

gery was first demonstrated in

19953 and confirmed in 2007.5

However, the advantages of out-

patient surgery are not only that

it is less expenses. In addition,

patients can convalesce com -

fortably in their home environ-

ment, minimising their exposure

to nosocomial organisms in the

hospital and the risk of iatrogenic

events.14

Conclusion

This study showed that outpatient

hemithyroidectomy performed by

an experienced surgeon in careful-

ly selected patients can be safe

and is associated with a low com-

plication rate. However, our series

is small, and larger studies are

needed to confirm these results.

References

1. Schwartz AE, Clark OH, Ituarte P, Lo

Gerfo P. Therapeutic controversy:

Thyroid surgery – the choice. J Clin

Endorinol Metab. 1998;83(4):1097-

1105.

2. Champault A, Vons C, Zilberman S,

Labaille T, Brosseau S, Franco D.

How to perform a thyroidectomy in

an outpatient setting. Langenbecks

Arch Surg. 2009;394(5):897-902. 

3. Mowschenson PM, Hodin RA.

Outpatient thyroid and parathyroid

surgery: a prospective study of feasi-

bility, safety, and costs. Surgery.

1995;118(6):1051-1054.

4. Samray K, Gurusamy KS. Wound

drains following thyroid surgery.

Cochrane Database Syst Rev. 2007;

4:CD006099.

5. Terris DJ, Moister B, Seybt MW,

Gourin CG, Chin E. Outpatient thy-

roid surgery is safe and desirable.

Otolaryngol Head Neck Surg. 2007;

136(4):556-559.

6. Burkey SH, van Heerden JA, Thomp -

son GB, Grant CS, Schleck CD,

Farley DR. Reexploration for symp -

tomatic hematomas after cervical ex -

ploration. Surgery. 2001;130(6): 914-

920.

7. Rosenbaum MA, Haridas M, McHenry

CR. Life-threatening neck hematoma

complicating thyroid and parathyroid

surgery. Am J surg. 2008; 195(3):339-

343. 

8. Trottier DC, Barron P, Moonje V,

Tadros S. Outpatient thyroid surgery:

should patients be discharged on the

day of their procedures? Can J Surg.

2009;52(3):182-186.

9. Sonner JM, Hynson JM, Clark, O,

Katz JA. Nausea and vomiting follow-

ing thyroid and parathyroid surgery. J

Clin Anesth. 1997;9(5):398-402.

10-torfs-_Opmaak 1  17/12/12  11:33  Pagina 282



Outpatient hemithyroidectomy 283

10. Worni M, Schudel HH, Seifert E,

Inglin R, Hagemann M, Vorburger S,

Candinas D. Randomized controlled

trial on single dose steroid before

 thyroidectomy for benign disease to

improve postoperative nausea, pain

and vocal function. Ann Surg. 2008;

248(6):1060-1066.

11. Gauger PG, Shanks A, Morris M,

Greenfield ML, Burney RE, O’Reilly

M. Propofol decreases early postoper-

ative nausea and vomiting in patients

undergoing thyroid and parathyroid

operations. World J Surg. 2008;32(7):

1525-1534.

12. Dionigi G, Rovera F, Carrafiello G,

Boni L, Dionigi R. Ambulatory thy-

roid surgery: Need for stricter patient

selection criteria. Int J Surg. 2008;6

Suppl 1:S19-21.

13. Sosa JA, Bowman HM, Tielsch JM,

Powe NR, Gordon TA, Udelsman R.

The importance of surgeon experi-

ence for clinical and economic out-

comes from thyroidectomy. Ann Surg.

1998;228(3):320-330.

14. Seybt MW, Terris DJ. Outpatient

 thyroidectomy: experience in over

200 patients. Laryngoscope. 2010;

120(5);959-963.

Ann Torfs
Kapucijnenvoer 33
3000 Leuven
E-mail: ann.torfs@uzleuven.be

10-torfs-_Opmaak 1  17/12/12  11:33  Pagina 283




