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Abstract
Purpose: To show that thyroidectomy in Chomtong Hospital can be performed safely with low 

complication(CP) rate and to analyze risk factor for CP and length of hospital stay (LOS) Patient and method : A 
retrospective study was conducted on 110 cases, June 2002 to February 2007. Age, sex, symptom, mass morphology, 
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weight of excised specimen(WT), pathology, type of surgery(Sx), operative time, estimate blood loss (EBL) were 
analyzed as risk factor for CP and LOS. Result : Complication (CP) were presented by 13 patients (12%) 
corresponding to 7 case of hypothyroidism, 5 case of hypoparathyroidism (HPTH) 2 case of surgical wound infection, 
1 case of recurrent laryngeal nerve (RLN) injury, and 1 tracheo-esophageal fistula (TE fistula). The variables 
associated with the presence of these CP were hyperthyroidism (p=0.004), Sx (p=0.002), mass morphology (p=0.001), 
WT>110 gm(p=0.01) and operative time(p<0.001), EBL(p=0.001) (Mass morphology was main risk factor) The 
variables associated with increase LOS were operative time, hyperthyroidism, Sx, mass morphology and WT>110 gm 
(p<0.001) (WT>110 gm and hyperthyroidism were main risk factor) Conclusion: In our surgical unit, thyroidectomy 
case be performance with low complication rate, the and main risk factor for development of CP was the mass 
morphology and the main risk factor of increased LOS were the type surgery and the WT> 110 gm. 
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  Chiangrai Regional Hospital,Chiangrai 

 1  2549  31  2549  19,760 

 54  46  15-45  49 
 ASA physical status  1-5  45, 36, 13.4 0.7

 General anesthesia with endotracheal tube  53  ASA physical status  1 
 0  2-5  4.16, 41.3, 504.1  3529 

:

Abstract
In Chiangrai regional hospital, Anesthetic Department, using anesthesia is our mainly method to serve 

patients. Thus, this study show using anesthesia can eliminate and reduce complication in which occurs in anesthetic 
patient more efficiency. Objective Study: The preoperative mortality. Method: The data from Anesthesia computer, 
patient record, and Anesthetic record and PACU record were reviewed descriptive retrospective study.  In the amount 
19,760 patients during 2006 were analyzed by computer program about the frequency statistic method, percentage, 
mean and standard deviation. Result: After reviewing data, we have found that Anesthetic patients are male foe 54 
%and the rest are female. They are mostly age between 15-49 year olds. Patients before surgery as ASA physical status 
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