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Information for Authors

THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY invites submission of clinical and
experimental papers. Cultural and historical topics pertinent to otolaryngology and related fields are also
publishable. Original articles are welcome from any part of the world and should be sent to the Editor. They
will be reviewed and either accepted for publication or returned. Authors should look carefully through these
notes and some articles in the Journal as guides. If these are followed, fewer problems will arise and the
publication of their articles will be facilitated. Manuscripts should be prepared as described in the following
instructions and addressed to :

Assoc. Prof. Pakpoom Supiyaphun, M.D.
Editor
THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY
Department of Otolaryngology, Faculty of Medicine,

Chulalongkorn University, Pathumwun, Bangkok 10330, Thailand.

Three copies of the manuscript and illustrations should be submitted. THAI JOURNAL OF OTOLARYNGOLOGY
HEAD AND NECK SURGERY will not include any article which does not conform to the following standard
requirements.

The intructions conform to the Uniform Requirements for Manuscripts submitted to Biomedical Journals
(Ann Int Med 1982;96:766-70.)

Preparation of manuscript. Type manuscript on white bond paper, 22 x 28 cm. with margins of at least
2.5 cm. Use double spacing thoughout, including title page, abstract, text, acknowledgments, references,
tables, and legends for illutrations.Begin each of the following sections on separate pages:title page,abstract
and key words, text, acknowledgement, references, individual tables, and legends. Number pages consecu-
tively, beginning with the title page. Type the page number in the upper middle of each page.

Title page. The title page should contain (1) the title of the article, which should be concise but informative;
(2) a short running head or footline of no more than 40 characters (count lettera and spaces) placed at the
foot of the title page and identified; (3) first name,middle initial, and last name of each author (s), with highest
academic degree (s); (4) name of department (s) and institution (s) to which the work should be attributed:;
(5) disclaimers, if any; (6) name and address of author reponsible for correspondence regarding the
manuscript; (7) name and address of author to whom requests for reprints should be addressed, or
statement that reprints wil not be available from the author; (8) the source (s) of support in the form of
grants, equipment, drugs,or all of these.

Abstract. An informative abstract of not more than 200 words in both languages must accompany each
manuscript; it should be suitable for use by abstracting journals and include data on the problem, method
and meterials, results, conclusion. Emphasize new and important aspects of the study or observations. Use
only approved abbreviation, Uninformative abstracts (e.g. “the data will be discussed”)

are unacceptable.

Key words. Below the abstract, provide no more than ten key words or short phrases that may be
published with the abstract and that will assist indexers in cross- indexing your articles. Use terms from
the Medical Subject Headings list from Index Medicus whenever possible.
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Introduction. Acquaint the readers with the problem and with the findings of others. Quote the most
pertinent papers. It is not necessary to include all the background literature. State clearly the nature and
purpose of the work.

Materials and Methods. Explain clearly yet concisely your clinical, technical or experimental procedures.
Previously published method should be cited only in appropriate references.

Results. Describe your findings without comment. Include a concise textual description of the date
presented in tables, charts and figures.

Discussion. Comment on your results and relate them to those of other authors. Define their significance
for experimental research or clinical practice. Arguments must be well founded.

References. Number references consecutively in the order in which they are first mentioned in the text.
Identify references in text, tables, and legends by arabic numerals (Vancouver reference). References
cited only in tables or in legends to figures should be numberd according to a sequence established by
the first identification in the text of the particular table or illustration.

Use the form of references adopted by the US National library of Medicine and used in Index Medicus.
The titles of journals should be abbreviated according to the style used in Index Medicus. Personal
communications,unpublished data or articles published without peer review, including materials appearing in
programs of meeting or in organizational publications,should not be included. Authors are responsible for
the accuracy of their references. Format and punctuation is shown in the following examples.

1) Standard journal article (list all authors when six or less; when seven or more , list only first three and add
et al.).

Sutherland DE, Simmons RL, Howard RJ, and Najarian JS. Intracapsular technique of transplant
nephrectomy. Surg Gynecol Obstet 1978;146:951-2.

2) Corporate author

International Streering Committee of Medical Editors. Uniform requirements for manuscripts submitted
to biomedical journal. Br Med J 1979;1:532-5.

O’Connor M, Woodford FP. Writing Scientific Papers in English ,an ELSE-Ciba Foundation Guide for
Authors. London; Pitmen Medical, 1978.

3) Chapter in book

Parks AG. The rectum. In Sabiston DC, ed. Davis- Christopher Textbook of Surgery, 10 th ed.
Philadelphia: WB Saunders, 1972;989-1002.

Table. Tables should be self-explanatory and should supplement, not duplicated, the text. Since the purpose of a
table is to compare and classify related, the data should be logically organized. Type each table on a separate sheet;
remember to double space. Do not submit tables as photographs. Number tables consecutively and supply a brief
title for each. Give each column a short or abbreviated heading. Place explanatory matter in footnotes, not in the
heading. Explain in footnotes, all nonstandard abbreviations that are used in each table. Omit international horizontal

and vertical rules.
Cite each table in the text in consecutive order.

If you use data from another published or unpublished source , obtain permission and acknowledge fully.
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lllustrations. Use only those illustrations that clarify and increase understanding of the text. All illustrations must be
numbered and cited in the text. Three glossy print photographs of each illustration should be submitted. The
following information should be typed on a gummed label and affixed to the back of each illustration: figure number,
title of manuscript, name of senior author, and arrow indication top. Original drawings, graphs, charts, and lettering
should be done on illustration board or high grade white drawing paper by an experienced medical illustrator.
Typewritten of freehand lettering is not acceptable.

Legends for illustrations. Type legends for illustrations double spaced, starting on a separate page with arabic
numerals corresponding to the illustrations. When symbols, arrows, numbers, or letters are used to identify parts of
the illustration, identify and explain each clearly in legend. Explain internal scale and identify method of staining in

photomicrographs.

Patient confidentiality. Where illustrations must include recognizable individuals, living or dead and of whatever
age,great care muts be taken to ensure that consent for publication has been given. If identifiable features are not
essential to the illustration, please indicate where the illustraion can be cropped. In cases where consent has not
been obtained and recognisable features may appear.it will be necessary to retouch the illustration to mask the eyes

|n

or otherwise render the individual “officiallyunrecognisable”.

Check list. Please check each item of the followimg check-list before mailing your manuscript.
1) Letter of submission.
2) Authors’ Declaration. (for article written in English only)
3) Three copies of manuscript arranged in the following order:

- Title page [title, running head,author (s) with highest academic degree (s), department (s) or
institution (s), disclaimer, name (s) and address (es) for correspond ence and reprints, source (s)
of support]

- Abstract and Key words

- Text (introduction, materials and methods, results, discussion)

- References listed consecutively

- Tables

- lllustrations (properly labeled)

- Legends for illutrations.

4) Statistical review.
5) Supplementary material (e.g. permission to reproduce published material).

Computer disks. Once the article is accepted, the authors must subnit the revised manuscript in the form of 3.5”
computer disk accompanying the hard copy. Specify what software was used, including version, eg, word perfect
6.1. Specify what computer was used (IBM, Macintosh) 1 st author’'s name and file name.

Authors’ Declaration. All manuscripts must be accompanied by the following statement, signed by each author: in
consideration of THAI JOURNAL OF OTOLARYNGOOLOGY HEAD AND NECK SURGERY taking action in reviewing
and editing my (our ) submission, the undesigned author(s) hereby transfers, assigns, or otherwise conveys all
copyright ownership to THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY in the event that the
same work be published by THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY. The author (s)
warrants that the articles is original, is not under consideration by any other journal and has not previously been
published. Furthermore, he (they) warrant (s) that all investigations reported in his (their) publication were conducted
in conformity with the Recommendations from the Declaration of Helsinki and the International Guiding Principles
for Biomedical Research Involving Animals (Signed)
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How I do It : myguSmsyansai

Chulalongkorn Vestibular Balance Exercise (C.U. Vestibular Balance Exercise)
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How I do It : minﬁmiyﬂm\mizﬁ Chulalongkorn Vestibular Balance Exercise (C.U. Vestibular Balance Exercise)
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How [ do It : n’lElil?Wli?W’)mninf Chulalongkorn Vestibular Balance Exercise (C.U. Vestibular Balance Exercise)
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Kimura’s disease :

Three case reports at Maharat Nokhornratchasima Hospital

NAAnT w975 Wy

Abstract :

Kimura’s disease is a chronic inflammatory disorder. The disease is a rare, idiopathic condition
that usually affects young men of Asian descent. Kimura’s disease is characterized by swelling
and lesions in the head and neck regions, with involvement of the subcutaneous soft tissue,
major salivary, and lymph nodes. Patient almost always have eosinophilia and elevated serum
immunoglobulin E levels. The diagnosis is established by biopsy. Kimura’s disease is usually
self-limiting. Its etiology is unknown but is thought to be a manifestation of an aberrant allergic
responses. The author reports 3 cases of patients who were diagnosed with Kimura’s disease at

Maharat Nakhornratchasima Hospital from 2009-2010.

Keywords : Kimura’s disease, Eosinophillic lymphogranuloma, Subcutaneous nodules,

Lymphadenopathy, Salivary gland hypertrophy

Maharat Nokhornratchasima Hospital
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Kimura’s disease : Three case reports at Maharat Nokhornratchasima Hospital

UNARED :

Tsa Kimura %138 Kimura's disease tfun1e chronic inflammatory disorder finssasutios wuly
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fie ulnajazd eosinophillia waz serum immunoglobulin E _v3u m3ifiadelsnlinginduile 1sa Kimura
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Huufisemey uessensuiinuonivoesswne  sesuaivilifunisssaugine 3 518 Aldsunsideds

11U Kimura's disease TUlS9WeNUNANNNIT1BUATINY "N Tutiwt] WA, 2552-2553

* ngwnul A W TnAnen Taawewnaavnasuasss TN adhiiion o.iee 9.4A531% ™81 30000
Tnsdwii: 044-235671, 081-2666236 N3 13 : 044-246389  E-mail : s4125060@hotmail.com
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Figure 1 : Kimura’s disease management’

Kimura’s disease

Once diagnosed, urinary proteins & renal Chemistry to rule out renal involvement

Surgery

- Localized mass, young age group, localized recurrence, primary

Medical* (intralesional/Oral)

- localized mass, renal involvement, recurrent disease

137

Radiotherapy**

- Failure of medical therapy, recurrent mass not responding medically or surgically,

unresectable mass

* steroids, cyclophospamide, antiplatelet drugs used

** fear of secondary malignancy limits its use
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Accuracy of electrocochleography in diagnosis of Meniere’s disease

Banlue Uranakan MD., Teeranuch Engkawisan MA., Saowaros Patarapak MD.

Abstract :

Introduction

Objective

At present, the diagnosis of Meniere’s disease is still base on clinical manifestation as
described by the American Academy of Otolaryngology-Head and Neck Surgery
(AAO-HNS). There has been an attempt to find objective test for diagnosis of Meniere’s
disease. Electrocochleography has been introduced for testing Meniere’s subjects

and the SP/AP ratio value is still uncertain for definite diagnosis

To study the accuracy of extratympanic electrochchleography for diagnosis Meniere’s

disease

Materials and methods : 66 medical records of patients diagnosed as having Meniere’s disease and

Result

Conclusion

control were review at the Out Patient Department, King Chulalongkorn

Memorial Hospital during November 1, 2006 to October 31, 2008.

All of the patients were classified into three groups: Definite Meniere’s disease group,
Possible and probable Meniere’s group and control group. The mean of SP/AP ratio
in each group were revealed. If the cut point of SP/AP ratio was 0.4. The sensitivity of
electrocochleography for diagnosis Meniere’s disease was 38% where as the
specificity was 100%. If the cut point of SP/AP ratio is lower the sensitivity will be

higher and the specificity will be lower.

Extratympanic electrocochleography should be the test for confirming the diagnosis
of Meniere’s disease because it give high specificity. However, this test is not suggest

for screening test due to low sensitivity.
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A13 97 3 Il AYAN sensitivity, specificity, accuracy, positive predictive value, negative predictive value

uazA likelihood ration 1{iByARRA1 SP/AP ratio TeAUAY

SP/AP ratio >=0.5 >=04 >=034* >=03
Sensitivity 35.71 38.09 45.23 54.76
Specificity 100 100 90.48 85.71
Accuracy 0.57 0.58 0.6 0.65
Positive predictive value 1 1 0.9 0.88
Negative predictive value 0.44 0.45 0.45 0.49
Likelihood ratio 0 0 4.75 3.83
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Total thyroidectomy : The technique for large benign thyroid disease

Kampol Kanjanopas, MD*

Abstract :

The goal of this paper is to describe the technique of total thyroidectomy for the treatment of large

single and multinodular goiters.

To assess the safety and efficacy of total thyroidectomy for management of large benign thyroid
disorders, we reviewed the data of 136 total thyroidectomies in Hatyai Hospital from October 1996 to June
2011. Among these patients, 11 had a simple or multinodular goiter in which the dominant nodule was at or
larger than 10 cm. in diameter and was defined as the large goiters. The weight of specimens ranged from
280 to 1,190 gm. These patients were operated on with meticulous dissection techniques to preserve the
parathyroid glands and recurrent laryngeal nerves (RLNS). The techniques include transversely dividing the
strab muscles for better exposure. The superior and inferior thyroid vessels were ligated just on the thyroid
capsule. The high superior pole or lower pole below the substernal notch were dissected by electric cautery
, releasing the thyroid capsule by traction the thyroid with clamp and manual dissection to release the poles
from its bedding. While releasing thyroid capsule, the parathyroid glands with their vascular pedicles will
clearly be seen from the thyroid surface. We can expose all the RLNS however it is acceptable to leave
a small remnant of the thyroid tissue in the region of ligament of Berry in order to protect the RLNS and
the blood supply to the parathyroid glands. Early postoperative asymptomatic hypocalcemia (7.5 mg./dl. ;
normal=8.00 mg./dl.) was found in one patient, transient RLNS injury in one patient and one patient under-

went tracheostomy because of tracheal collapse from mass compression.
Key words

Total Thyroidectomy, Benign Goiter, Multinodular Goiter, Complication, Parathyroid Gland, Recurrent

Laryngeal Nerve

* Department of Otolaryngology, Regional Hatyai Hospital, Songkhla, Thailand
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Introduction

Total thyroidectomy is defined as the surgeon’s
attempt to perform an extracapsular removal of
the entire thyroid gland including pyramidal lobe
while preserving the parathyroid glands, recurrent
laryngeal nerves and external branches of the
superior laryngeal nerves. Total thyroidectomy is
increasingly performed for benign thyroid disorders."”
The technique of thyroidectomy has been in
evolution for many years. Classic articles by Kocher,
Halsted, Lahey, Crile and Riddell have provided
surgeons the principles and techniques that
can significantly reduce operative morbidity and

mortality from thyroidectomy.®”’

There are three structures that must be
preserved in thyroidectomy : the recurrent laryngeal
nerves, the parathyroid glands and the external

branches of superior laryngeal nerve.

The recurrent laryngeal nerves are the
branches of the tenth cranial nerve and supply all
the intrinsic muscles of the larynx except the
cricothyroid . The right recurrent laryngeal nerve
arises anterior to the subclavian artery, winds
below and posterior, and then passes upwards
posterior to the common carotid artery to reach
the right side of the trachea. The left nerve arises
at the left of the aortic arch curves underneath it,
hooking to the left of the ligamentum arteriosum to
pass upwards in the left tracheoesophageal groove
(77% of cases). The right recurrent laryngeal nerve
may pass lateral (33% of cases) or anterolateral
(6%) to the trachea. The recurrent laryngeal nerve

usually passes posterior to the inferior thyroid

artery. It's important to consider that it may pass
anterior to the artery (10-37%) or between the
terminal branches of the inferior thyroid artery
(35%).8 It then passes lateral to the ligament of
Berry and enters the larynx beneath the
cricpharyngeus muscle. The right recurrent
laryngeal nerve is absent in about 1% and being
replaced by a direct laryngeal nerve given off in
the neck without looping around the subclavian
artery. There are often vascular malformations
associated with this variation such as absence of

the inferior thyroid artery.’

The parathyroid gland consists of 2 superior
and 2 inferior parathyroids. They are embryologi-
cally derived from the 4™ and 3" pharyngeal pouches
respectively. The 4" pharyngeal pouch descend only
minimally during development. Hence there is a
relatively constant relationship between these and
the middle part of thyroid gland. The 3“ pharyngeal
pouch descends with the thymus, so contributes
to a wide anatomical location. They can be found

anywhere from the mandible to the pericardium.

The external branch of superior laryngeal
nerve supplies the cricothyroid and cricopharyngeus
muscles. It lies close to the vascular pedicles of
the superior pole of thyroid gland in 85% of cases
and 21% of cases it is intimately associated with
the superior thyroid vessels. Ligation of the
anterior branch of superior thyroid vessels on the
thyroid capsule and then carefully ligation the
posterior branch can prevent injury to the external
branch of the superior laryngeal nerve as it may

course through the bifurcation of the vessels.
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Patients and method

This is the retrospective descriptive study of
136 patients undergoing thyroidectomy in ENT
department Regional Hatyai Hospital during
October 1996 and June 2011. Patient’s medical records
were reviewed including demographic data, clinical
presentation, duration of disease, fine needle
aspiration, pre- and post-operative thyroid hormone
profile and serum calcium. The indication for and
complications of surgery and weight of specimens
were recorded. Eleven patients with thyroid
specimens weighing more than 100 gm. were defined
as large goiter and were eligible for the study
(ranging from 280 gm. to 1,190 gm.). The procedures
needed transverse division of strab muscles to obtain
better exposure. The decision for total thyroidectomy
was made according to the following criteria

1) Airway discomfort

2) The dominant nodule & 10 cm. in diameter.

3) Resistant to TSH suppression therapy for

6-12 months.

4) Requiring the endotracheal intubation
because of tracheal collapsed from mass.
5) Benign thyroid nodule from FNA reports.
Technique
All 11 patients were operated under general
endotracheal anesthesia. A standard thyroid collar
incision of 8 to 12 cm. is made at 3 cm. above the
sternal notch. The incision frequently extends just over
the medial aspect of each sternocleidomastoid muscle.
The platysmal skin flaps are raised superiorly to a
point just above the thyroid cartilage, and inferiorly
over the sternal notch and clavicles. To obtain a
better exposure, the strab muscles are transversely
divided using the solid state diathermy and retracted
them laterally until a complete separation from the
thyroid gland is reached. The dissection begins by
mobilizing the superior pole, retracting it downward
with thyroid clamps in order to identify anterior and
posterior braches of the superior thyroid vessels. There
are individually ligated close to the capsule and di-

vided to free the superior pole. (Fig.1)

Fig.1

There are individually ligated and divided the superior thyroid vessels and inferior thyroid veins

on the thyroid capsule by artery clamp after the poles are retracted by thyroid clamp for create the

tension easily to identify the vessels.
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This technique prevents injury to the external branch of the superior laryngeal nerves as they may course
through the bifurcation of the superior thyroid vessels and easily to control the large and high superior pole. We
use the electric cauterized dissection close to the thyroid capsule continued until the superior pole is fully
mobilized. The electric dissection is then continued on the lateral part of this lobe, the small fibrous and vascular
attachments as they entered the thyroid capsule is released by tension of thyroid clamp retraction and finger
dissection. The branches of the middle thyroid veins are ligated and divided. The inferior pole of this lobe is then
dissected. The inferior thyroid veins as they enter the gland are individual ligated on the thyroid capsule. Huge
inferior pole is retracted, releasing the capsule by electric cautery from the thoracic inlet. Hand dissection is

sometimes helpful to retract the inferior pole from deep thoracic area. (Fig.2)
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Fig.2
The hand is helped to dissect and tract the inferior pole from deep thoracic area after the

inferior pole capsule is released by electric cauterizeation under tension of the thyroid clamp.
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The lobe can then be retracted out of the wound and attention directed to the tertiary branches of the vessels
lying on the thyroid capsule. These are individually ligated and divided, passing gradually posterior towards the

region of the inferior thyroid artery and recurrent laryngeal nerve (RLNS). (Fig.3)

\ Thyroid clamp
Line of unipolar electric cauterazation

A4 A

ZA %ﬁ ” Superiorparathymid gland
M A7

% -

/
g ‘z, g Inferior thyroid artery

'/‘,0

Inferior parathyroid gland

Fiq.3

Electric cauterized capsular dissection and ligation individual tertiary branches of the inferior
thyroid artery preserving the blood supply to both parathyroid glands. Both poles are retracted by
thyroid clamp for creat the tension to release the capsular and vascular pedicle free from lobe of thyroid
gland.
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The RLNS are always identified in the region of the posterior suspensory ligament of Berry. However, when the
course of RLNS is difficult to follow because of extensive thyroid mass in central compartment. It is recom-
mended not to remove all visible thyroid tissue but to leave a very small remnant of thyroid in order to protect

both the RLNS and the blood supply to the parathyroid gland. (Fig.4)

Fig.4

Thyroid bed with the left recurrent laryngeal nerve ascends in the tracheosophageal groove with
remnant of thyroid tissue preserved for prevention damage the recurrent nerve, covered by its fascia
and both parathyroid glands intact on their vascular pedicles.
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In this process both the superior and inferior parathyroid glands should be mobilized and retracted
laterally along with their vascular pedicles. Occasionally pedicle itself is damaged during the dissection, or if there
is any doubt about the viability of parathyroid gland, it should be removed, placed on a clean surface and divided
into small 1 mm. cubes which are immediately transplanted into a haemostatic pocket that has been prepared in

nearby sternocleidomastoid muscle.
After this lobe of the thyroid is dissected free to approximately the isthmus, attention is directed to the
other side of the gland. The same technique is used for the contralateral lobe of the gland. It is important to avoid

injury of the right RLN. Right RLN passes lateral to the trachea in 33% and antero-lateral in 6%. (Fig.5)

Superior parathyroid gland

' I

__2%

‘ . @— Inferior parathyroid gland

Inferior thyroid artery

Fig.5 '
Right lateral thyroid bed with the right recurrent laryngeal nerve passes anterolateral to the
trachea, covered by its fascia and parathyroid gands intact on their vascular pedicles.
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Haemostasis is secured by diathermy to bleed-
ing points on the trachea avoiding the region of the
RLNS. Beware trouble some bleeding spots within
the ligament of Berry which can be secured by suture
ligation. The strab muscles are sutured and
haemostasis. Drainage is done before layer-by-layer

skin closure.

Results

During the 5 years period between October
1996 to June 2011, 136 patients underwent total
thyroidectomies in ENT Department Regional Hatyai
Hospital. Large benign multinodular goiter was

detected in 11 patients (8.1%).

The demographic data of all 11 patients are
displayed in Table 1 . All of them are female with the
mean age of 57.3 X 6.7 years. All patients presented
with goiter with the duration of 127 X 3.1 years.
Clinical presentation included dominant nodule = 10
cm.( 100%), dyspnea (4 or 36%) and on endotracheal
tube intubation because of mass compression (1 or
9%). Neck investigation with CT scanning, 3 patients
presented with substernal extension which directly

related to tracheal deviation.

Patient number :
Data: [%] OR [ Mean £SD ] 1 2 3 4 5 6 7 10 | 11
Sex [100%)] F F F F F F F E F F F
Age (yrs.) [57.3+6.7] 56 | 49 | 59 | 69 | 55 |59 | 55|69 |57 |53 |49
Duration of goiter (yrs.) [12.7%3.1] 2016 (12| 9 |10| 12|12 | 15|13 (10| 8
Substernal goiter [27.3%] Llo|¥Y|o|0|o]|“]|olo|l0o]|o
Specimen weight (gm.) [471.8 £ 263.4] 11 | 71 | 34 | 28 {45 |36 | 35|42 | 35|39 35
9 | O 0 0 0 0 0 0 0 0 0
Clinical Dyspnea (36.4%) v | v v
Presentatior A | || ||| | | | o
Nodule 210 cm. [100%]
On Endotracheal tube [9%] Vv
Difficulty intubation (54.5%) v |V v v | v
Operation time (min) [63.6 + 15.3] 10 | 50| 65 | 50|70 |80 |55 |60 |65 |55]|50
0

Serum Pre—op [9.2+ 2] 92(195(93|91/93|89|89|93|89|9.3)|9.2

calcium Post-op(1day)
Complication | (8 mg./dl) [8.6+4.3] 89(92|89(85(85|83|82[88|75|86/|9.0

*
RLNs Transient [9%] | O | O | O o|v ]| o 0| O 0|0 ]| O
injury Permanent 1 o 0 0 0 0 0 0 0 0 0 0
0%]
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All patients were considered to be at high risk for
orotracheal intubation, the helping hands from
experienced anesthetists were needed. Awakening
small endotracheal tube with a wire guide technique
was used successfully in almost all cases, however 1
case required the fiberoptic-laryngoscope-assisted
intubation. In 3 patients, substernal goiters were
retracted from the thoracic outlet by technique de-
scribed above without any needs of sternotomy
or thoracic approach. Any bleeding from lower poles
was controlled by vessel ligation and / or diathermy.
The mean operative time was 63.6 * 15.3 min and
the mean of specimen weight was 471.8 X 263.4 gm.

All patients underwent pre- and post-operative
work-ups for prevention of the complications. The
evaluation of vocal cords with fiberoptic laryngoscope
was carried out to appreciate the function and to
anticipate any difficulties of intubation during surgery.
One patient had transient hoarseness postoperatively
but it fully recovered in 3 months. With respect to

other complications, serum calcium was monitored

prior to surgery and at the first postoperative day
since the hypoparathyroidism in the immediate
postoperative period is considered to occur. When
calcium level is below 8.0 mg./dl. it is considered as
hypoparathyroidism, in this study one patient’s was
below 7.5 mg./dl. without clinical hypocalcemia.
Case study |

A 49-year-old woman was referred from
Natawee Community Hospital, Songkhla province with
recent clinical dyspnea and huge mass at central neck.
The mass was detected for 16 years.(Fig.6) Clinical
findings included the dominant nodule was 18 cm. in
diameter and thyroid hormones (T4 ,TSH) were within
normal limits. Fine needle aspiration for cytology was
nodular goiter. A simple posterior-anterior chest
x-ray was no sign of substernal goiter. Evaluation of
the vocal cords with fiberoptic laryngoscope revealed
normal cord movement. The vital signs, CBC, urine

analysis, blood tests and EKG were within normal

limits.

Fig.6

Female 49 years old with dominant nodule mass was 18 cm. diameter.
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Awake fiberoptic intubation was considered because of deviation and compression of the

Awakening fiberoptic-laryngoscope-assisted intubation was considered because of deviation and compression of
the trachea (Fig.7). Total thyroidectomy was performed successfully with operative time of 50 min (Fig. 8.1, 8.2,
8.3). Postoperatively, the patient was on endotracheal tube for 1 day and extubated in the operating room in the

next morning. No complications were detected , the serum calcium was 9.2 mg/dl.( pre-op at 9.5).

Fig. 8.1

The superior pole was retracted by thyroid clamp and divide ligated superior vessels on the
thyroid capsule.
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The electric cauterized dissection close to thyroid capsule continue until the superior pole,
lateral part of lobe, pedicle vessels and RLNS were fully mobilizied separated from the thyroid gland.

Fig. 8.3

Thyroid bed with recurrent nerve, covered by its fascia, and both parathyroid glands intact on
their vascular pedicles.

\

The pathologic specimen weighed 710 gm, reported as multinodular goiter. The clinical status was stable on the
3rd post-operative (PO) day, the haemostatic drain was removed and discharged from hospital. A follow up on

the 7th PO day, she was in good health without any complications. The thyroid hormones (T4 and TSH) were

monitored and T4 supplement was required.
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Case study I

A 56-year-old woman was referred from Betong General Hospital, Yala province with dyspnea and upper
airway obstruction. She was intubated with small endotracheal tube. By clinical finding the dominant thyroid
mass was more than 20 cm. in diameter and duration goiter was 20 yrs. Chest x-ray and CT Scan showed right

substernal goiter at the level of 3rd thoracic vertebra (Fig. 9.1, 9.2).

Female 56 years old presented with large thyroid goiter mass more than 20 cm. diameter and
duration goiter was 20 years.

Chest X-ray and CT Scan showed substernal goiter at 3" thoracic level.



THAI JOURNAL OF OTOLARYNGOLOGY HEAD AND NECK SURGERY

Vol. 11 No. 4 : Oct. - Dec. 2010 167

Kampol Kanjanopas

Following the previously described technique, right lower pole was dissected and retracted by hand from thoracic
outlet (Fig. 10). The vessels of the superior poles, were large and engorged, they were ligated and divided on the

thyroid capsule.

The hand retracted lower pole from thoracic outlet at 3" thoracic level.

The parathyroid glands and recurrent laryngeal nerves were identified and preserved under vascular plane.
(Fig.11.1, 11.2) At the end of procedure, tracheostomy was performed because the tracheal collapsed with small
lumen. Postoperatively, the patient passed an uneventful recovery: normocalcemia (pre-op and post.op serum
calcium level were 9.2mg/dl. and 8.9 mg/dl.). Specimen weighed 1190 gm. and pathology revealed multinodular

goiter.
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Fig. 11.1
Huge inferior pole was tracted and release capsule by electric cauterization above tertiary

braches of inferior thyroid artery and RLNS were identified and retracted laterally along their vascular
pedicle. i

Parathyroid glands and recurrent laryngeal nerve were identified and preserved under vascular
plane.
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The physical status was stable on 3rd PO day,
drain was removed and the patient was discharged.
On the 7" PO day, the suture was removed, and
tracheostomy was change to Jackson’s silver tube.
Two weeks later, she was checked up for thyroid
hormone level and received thyroid medication. The
serum calcium returned to 9.3 mg/dl. No others
complications, vocal cords movement was seen by
70° telescopic lens, the smaller tracheostomy tube
was replaced. She regularly came for evaluation of
the post-op total thyroidectomy status every months
according to the standard protocol.

Discussion

With increasing surgical experience, total
thyroidectomy has become an effective treatment not
only for malignancy, but also for benign thyroid
disease.'” In patients with benign goiter, multiple
nodules are commonly found by preoperative FNAS
and physical examination of thyroid gland or by
visualization and palpation of the gland at operation."
In many patients with multinodular goiter, it is difficult
to find any appreciable normal thyroid tissue during
operation.

The indications of total thyroidectomy for
managing benign thyroid disorder are not well
defined; infact, they are evolving.”"® Total thyroidec-
tomy has also been advocated for the treatment of
certain benign conditions including extensive colloid
nodular goiter, toxic nodular goiter, chronic thyroiditis,
Graves’ disease (especially in Graves’ eye disease),
and associated with head and neck irradiation. Total
thyroidectomy for benign nodular disease reflects the
intension to remove much of the pathology during

a single procedure as possible because neck

re-operations are many times more difficult with higher
complication rates is up to 50% of the cases."'>'
Fibrosis, increased bleeding and lack of anatomic
relationships are responsible for most the complica-
tions.

Gardiner and Russell17 classified the goiter
weighting more than 100 gm as large, and they
advocate surgery in these cases, as the goiters a
potential for respiratory compromise. Although only
14% of the patients in their series had a goiter
weighting more than 100 gm, in our study 11 patients
from 136 patients (8.1%) had such a goiter weighting
mean 471.8 X 263.4 gm. and 3 patients with a
substernal extension were successfully removed with
our described operative techniques.

Meticulous techniques for total thyroidectomy
in a large benign goiter include division of mid strab
muscles, finger dissection of the extra thyroid
capsule and ligation / division of the superior and
inferior thyroid vessels on the thyroid capsule. The
continue control superior and inferior poles by
electric cautery dissection under the thyroid clamp
traction to release the thyroid capsule with pedicle
vessels which supply parathyroid glands and
separate from the thyroid gland. In this technique, we
can retract the lower pole at the level 3" - 4" thoracic
vertebrae below the sternal notch (the sternal notch
is at level 1* thoracic vertebra) without the need of
sternotomy, however, ones have to practice to gain
experiences and skill.

The external branch of the superior laryngeal
nerve innervates the circothyroid muscle which is the
tensor of the vocal cord. It is visible, on careful

inspection, in three quarters of thyroidectomies.
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In 20% of cases it is partly lateral to the terminal
branches of the superior hypoid artery and is
vulnerable to injury.18 Damage to this nerve is much
more common than generally appreciated. Special
investigations reveal a 58% risk of injury, which can
result in serious disability to patients who use their
voices professionally. Lateral ligation of the main trunk
of the inferior thyroid artery reduces the blood supply
to 80% to ipsilateral parathyroid glands which must
then rely on collateral from the adjacent esophagus
or others neck structures or take on a new blood
supply®.

To protect the parathyroid glands from
operative injury, a concerted effort to identify these
glands must be made in every patient. Auto
transplantation of parathyroid glands was performed
when the glands were devascularized or inadvertently
removed during operation. Permanent hypocalcemia
is related to devascularization or removal of
parathyroid glands. In our series one patient had
transient postoperative hypocalcemia and subside
in two months. Transient hypocalcaemia has also
been observed after total thyroidectomy by other

investigators®'**

Ischemia of the parathyroid
glands is one possible cause for transient hypopar-

athyroidism. Other potential causes for transient

hypocalcemia include transient postoperative hemodi-
lution®, increased release of calcitonin resulting from
the manipulation of thyroid gland®, more reabsorbed
retension of calcium by bones as a result of acute
reversal of osteodystroply after thyroidectomy for
hyperthyroidism (hungry bone syndrome)®, and
possible compromise to the blood supply of the
parathyroids from autoimmune - related fibrosis®.
One patient with a multinoduler goiter had right
transient RLN palsy resulting in hoarseness , the nerve
was found to be stretched from operation and
function recovered within 3 months after surgery.
We recommend, therefore, that total thyroidec-
tomy is the procedure of choice for multimodular goiter
where the entire gland is involved. For the large
thyroid lobes, our technique to control the vessels
and poles, however, protection of recurrent laryngeal
nerve and parathyroids glands must still be important
in dealing with benign thyroids disease. Ensuring the
protection will sometimes require a minimal remnant
of thyroid tissue to be left when anatomic variation
occurs which total excision of the gland is less than
totally safe. Of course, this policy requires an
experience surgeon who can guarantee that the
procedure will be performed with minimal risk of

complication.
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