B-ENT, 2011, 7,261-265
Patients’ quality of life post thyroidectomy
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Abstract. Patients’ quality of life post thyroidectomy. Introduction: This study was designed to evaluate health related
quality of life post thyroidectomy for hyperthyroidism with respect to clinical benefit and patient satisfaction. This is one
of the first such studies in the literature evaluating quality of life post thyroidectomy for hyperthyroidism.

Methods: A total of sixty-three patients who underwent thyroidectomy for hyperthyroidism over a four and a half year
period were included in the study. All surgery was preformed by a single surgeon.

Results: Sixty-three patients were contacted on average 26 months post thyroidectomy (range 4-51 months). The main
indication for surgery in our series was failure to respond to medical therapy representing 92% (58/63) of cases. The
main cause of hyperthyroidism was Grave's disease which represented 81% (51/63) of cases, toxic multinodular goitre
accounted for 14% (9/63) of cases and 5% (3/63) of patients had a toxic adenoma. Ninety-five percent (60/63) under-
went total thyroidectomy and 5% (3/63) underwent partial thyroidectomy. Eighty-one percent of patients were female
(51/63) and 19% (12/63) were male. The median age of patients was 43 yrs (range 18-73 yrs). HRQL was significantly
improved in physical, mental and social dimensions in the majority of patients.

Conclusion: This study evaluates quality of life in a standardized analogue fashion, with significant improvement report-
ed in all quality of life measures and we conclude that thyroidectomy remains an excellent treatment option for patients

with hyperthyroidism.

Introduction

Researchers and clinicians are
increasingly recognizing the impor-
tance of assessing health related
quality of life (HRQOL) in post-
operative patients and quality of
life outcomes are now considered
integral to best patient care.'
While thyroidectomy is a wide-
ly accepted therapeutic option for
hyperthyroidism and is a reliable
method to achieve euthyroidism,
to the best of our knowledge, only
one study exists to date evaluating
HRQOL post thyroidectomy for
hyperthyroidism.* It was for this
reason this retrospective study
was initiated, the aim of which
was to assess the quality of life
and subjective wellbeing of such
patients post thyroidectomy for
hyperthyroidism.

Methods

All patients were referred from
endocrinology services, the ma-
jority 92% (58/63), having failed
medical treatment.

All hyperthyroid patients under-
going thyroidectomy between July
2002 and March 2007 were in-
cluded in the study. Details were
obtained from patient’s clinical,
operative and pathology notes.
The main cause of hyperthyroidism
was Graves’ disease which repre-
sented 81% (51/63) of cases,
multinodular goitre accounted for
14% (9/63) of cases and 5% (3/63)
of patients had a toxic adenoma.
Patients were contacted by phone
or postal questionnaire and asked
a series of questions (Figure 1).
Patients were contacted by tele-
phone on average 26 (range 4 to

51 months) post thyroidectomy.
Patients who were uncontactable
by telephone were sent postal ques-
tionnaires. Patients were asked a
series of 12 questions pertaining
to their post-operative health. This
questionnaire was based on the
validated SF-36. Questions were
divided into sections including
physical and psychological well-
being and patients were asked if
aspects of their health were better;
same; or worse in comparison to
their pre-operative state. Patients
were asked about various aspects
of their treatment from their initial
diagnosis to their post-operative
recovery and awaiting their histol-
ogy report. Patients were asked to
grade their response between 0
and 4, where 0 denotes not at all
distressing, 1 mildly distressing, 2
moderately distressing, 3 very, and
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Figure 1
Quality Of Life Assessment Questionnaire (QOL)

1) Compared to your pre-operative general health, how would you rate your overall
physical health now?

Better Same Worse

2) Physical well-being:
To what extent have the following been a problem during your illness and treatment?

a) Fatigue

Better Same Worse
b) Appetite changes

Better Same Worse
c) Aches or pain

Better Same Worse
d) Sleep disturbances

Better Same Worse
e) Bowel change

Better Same Worse
f) Menstral changes/Infertility

Better Same Worse
g) Weight change

Better Same Worse
h) Heat/cold Intolerance

Better Same Worse
i) Dry skin/Hair changes

Better Same Worse
j) Voice changes

Better Same Worse
k) Motor skills/coordination

Better Same Worse

Psychological/Emotional wellbeing

3) How would you rate your quality of life?

Better Same Worse

4) Do you feel like you are in control of things in your life?
Better Same Worse

5) How satisfying is your life?
Better Same Worse

6) How is your ability to concentrate?
Better Same Worse

7) How useful do you feel?
Better Same Worse

8) Has your iliness or treatment affected your appearance?
Better Same Worse

9) Has your illness/treatment affected your self-esteem?
Better Same Worse

10) How distressing were the following aspects of your treatment (where applicable)

a) Initial diagnosis

notatall0 1 2 3 4 5 extremely

b) Pre-operative investigations (bloods, scans)
notatall0 1 2 3 4 5 extremely

c) Surgery/Post-operative recovery
notatall0 1 2 3 4 5 extremely

d) Awaiting the histology report?
notatall0 1 2 3 4 5 extremely

11) Are you glad you underwent this procedure? YES NO
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4 extremely distressing. Analysis
of the HRQOL-thyroid survey
was preformed on the individual
questions as well as their specific
domains. Patients reported im-
provement in all aspects of the
quality-of-life survey including
enjoyment out of life, satisfaction
with life, pain, feelings of useful-
ness and overall health.

Finally patients were asked if
they were glad that they underwent
the procedure and if they would
recommend the procedure to other
patients with the condition.

Results

Over a four and a half year peri-
od 79 patients underwent thy-
roidectomy for hyperthyroidism
unresponsive to medical treatment
between July 2002 and April 2007.
Our response rate was 80% (63/
79). Of the 16 patients excluded
from the study two patients died
during the course of the study
period (one of cardiac related dis-
ease and one of renal disease) and
18% (14 of 79) patients were un-
contactable or failed to return the
questionnaire. The main indica-
tion for surgery in our series was
failure to respond to medical thera-
py in 92% (58/63) of cases. Eight
percent (5/63) cited attempting
pregnancy as their reason for
opting for surgery. Review of his-
tology included three patients who
were found to have a previously
undiagnosed malignancy, which
was papillary in nature in all three
cases. The majority of patients
underwent total thyroidectomy
95% (60 /63) and 5% (3/63)
underwent partial thyroidectomy,
the indication for which was the
presence of a toxic adenoma in all
cases. As you would expect, the
majority of patients 81% (51 of
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Initial Diagnosis Surgery/Post-op recovery
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m Extremely
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Figure 2

Figure 4

Patient perception of stress levels post-operatively

Patient response to their initial diagnosis/prospect of surgery

(Levels of distress experienced).

Pre-op Investigations

= Mild

o Very

m Not at all

1 Moderately

m Extremely

65

Figure 3

Patient response to pre-operative work-up/investigations

63) were female and 19% were
male (12 of 63). The average age
of patients was 43 years (range
19-73 years).

Post-operatively patients were
followed up with twice daily cal-
cium and PTH levels. Patients
were commenced on calcium and
vitamin D if their calcium level
dropped below 1.9 mmol/L. but
were not routinely given supple-
mentation. Five patients (8%)
developed post-operative com-
plications including one patient
who developed a haematoma and
4 patients who developed tran-
sient hypocalcemia.

Fifty-seven percent (36/63)
stated that they did not find the
prospect of surgery distressing

(Figure 2). A similar number 60%
(37/63) were unconcerned with
pre-operative investigations such
as ultrasonagraphy and blood
work (Figure 3) and 62% (39/63)
had a stress free post-operative
recovery (Figure 4). Eighty-one
percent (50/63) reported an over-
all improvement in physical
health while 73% (46/63) noted
an improvement in psychological
or emotional wellbeing. Eighty-
two percent (52/63) noted an
overall improvement in their
quality of life. Eighty-six percent
(54/63) of respondents were glad
they underwent surgery and
would recommend the procedure
to other patients with the condi-
tion.

Discussion

Graves’ disease accounts for about
50-60% of cases of hyperthyroid-
ism and was first described by
Irish physician, Robert J Graves in
the 1830s.> Multinodular goitre is
the second most common cause of
hyperthyroidism representing about
15-20% of cases followed by toxic
adenomas which are responsible
for about 3-5% of cases.*

The therapeutic approach to
hyperthyroidism principally con-
sists of both rapid amelioration of
symptoms with a beta-blocker and
various methods of reducing thy-
roid hormone including: adminis-
tration of a thionamide, radio-
iodine ablation; or surgery. At the
time of writing, only one ran-
domised prospective study has
been conducted evaluating these
three therapies demonstrating that
each treatment modality was
equally effective in normalizing
serum thyroid hormone concen-
tration within six weeks.’

At present, in our institute, all
toxic patients undergo medical
therapy in the initial setting. The
majority of patients with Graves’
disease go into remission after
treatment for 12-18 months, and
medication can be discontinued.
However, notably half the patients
who go into remission have
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another recurrence of hyperthy-
roidism within the following year.
Radioiodine therapy is then an
option for this subgroup of pa-
tients. Relapse rates with thy-
roidectomy are much lower than
those with radioiodine.® Surgery,
in contrast to radiotherapy, has the
advantage of offering patients an
immediate resolution of symp-
toms with low relapse rates. Other
limitations of radioiodine would
include its contraindication in a
number of clinical settings in-
cluding; women of a childbearing
age, patients with large, bulky thy-
roid glands, and patients with
exophthalmos, where radiodine
may exacerbate existing Graves’
ophthalmopathy. Another draw-
back of radioiodine therapy is the
length of time that it can take to
render a patient euthyroid, varying
from weeks to months during
which time the patient remains
symptomatic.

While there is a wealth of infor-
mation in the literature comparing
the merits and pitfalls of various
treatment modalities, only one
study has actually addressed the
quality of life outcome of patients
undergoing thyroidectomy for
hyperthyroidism.?

Yet the concept of ‘“Health
related quality of life” has formed
a fundamental aspect of clinical
practice since 1949, when Kar-
notsky and Burchenal’ developed
a clinical scale to quantify the
functional performance of cancer
patients. HRQOL can be defined
as “the extent to which one’s usual
or expected physical, emotional
and social well-being are affected
by a medical condition or its treat-
ment”.® This definition incorpo-
rates the two key aspects of quali-
ty of life; subjectivity and multidi-
mensionality. HRQOL represents
a subjective appraisal of the

impact of illness and multidimen-
sionality is comprised of a num-
ber of dimensions of influence.
Assessing HRQOL provides more
information for patients and their
carers and also identifies potential
problems or shortcomings of treat-
ment. °

Aaronson’ described HRQOL
as incorporating four core dimen-
sions; functional status, physical
complaints, psychological dis-
tress, and social interaction. We
incorporated all of these aspects of
patient wellbeing into our ques-
tionnaire in order to provide a
thorough overview of patient out-
come following thyroidectomy for
hyperthyroidism.

In our questionnaire questions
were divided into sections in-
cluding physical and psycho-
logical/emotional wellbeing. With
regard to post-operative physical
wellbeing more than three-quar-
ters of the patients in our study,
81% (50/63) noted an improve-
ment in their physical health
compared to their pre-operative
status. Amongst the most com-
mon symptoms of hyperthyroidism
which improved included; palpi-
tations, heat intolerance/sweating
and insomnia/fatigue. Thirty-six
patients complained of palpita-
tions pre-operatively and of these
86% (31/36) noted an improve-
ment after their procedure. Sixty-
five percent (41/63) noted im-
provement in their fatigue/energy
levels, while only 3% (2/63) re-
ported an increase in tiredness
levels post thyroidectomy.

Regarding the effect of surgery
on the patient, over half of our
patients, 57% (36/63), stated that
they did not find the prospect
of surgery distressing; we can
assume this was because they had
undergone failed medical treat-
ment and were anxious at this
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point for curative intervention
(Figure 2). Eighty-one percent
(50/63) reported an overall im-
provement in physical health
while 73% (46/63) noted an im-
provement in psychological or
emotional wellbeing. Almost half
of our patients 46% (29/63) re-
ported increased levels of self
esteem after their procedure and
71% (45/63) felt in more control
of their lives. Eighty-two percent
(52/63) noted an overall improve-
ment in their HRQOL and only
one patient reported a decline in
their post-operative quality of life.
A similar number 86% (54/63)
were glad they underwent surgery
and would recommend the proce-
dure to others.

Future studies should focus,
preferably in a randomised pro-
spective fashion, on HRQOL post
radio-iodine therapy to allow for
meaningful comparisons between
the two treatment modalities.
Moreover, at the time of writing,
no study has been published
looking at HRQOL in patients
undergoing thyroidectomy for
Graves’ versus those undergoing
thyroidectomy for multinodular
goitre. Such an analysis of these
two separate entities would be
valuable but require a larger
cohort of patients than we present
here.

Conclusion

Over the past number of decades
thyroidectomy for hyperthyroid-
ism has come in and out of vogue.
Surgery is a safe therapeutic
option and indicated in patients
who have failed medical treatment
or for those for whom radioiodine
is contraindicated like women of a
child bearing age, those with
severe exophthalamus, and those
with large bulky thyroids etc.
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There are several advantages to
surgery when compared to treat-
ments such as radioiodine includ-
ing; rapid control of symptoms of
Graves’ disease with minimal
morbidity and permanent treat-
ment of hyperthyroidism in most
patients.

The results of our study suggest
that thyroidectomy for patients
with hyperthyroidism can be pre-
formed safely with minimal mor-
bidity, with the majority of
patients in our series reporting that
they did not find their surgical
procedure or post-operative recov-
ery period distressing. Moreover,
this study evaluates HRQOL in a
standardized analogue fashion,
with highly significant improve-
ment reported in overall patient
wellbeing post thyroidectomy. We
conclude that thyroidectomy re-
mains an excellent treatment op-
tion for patients with hyperthy-

roidism but given the paucity of
studies in the literature addressing
HRQOL in these patients further
research is indicated.
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