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Blood transfusion, antibiotics use, and surgery
outcome in thyroid surgery: Experience from a
suburban center in Nigeria
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Abstract

Background: Edo North, which is a known goiter belt in Nigeria, is within the catchment area of this hospital. Although
thyroid disease is prevalent in the communities, the fear and cost of surgery have been limiting factors for sufferers
who should otherwise seek expert care.
Aim: To review all thyroid surgeries at Irrua Specialist Teaching Hospital, to determine pathological diagnosis of goiters,
and to evaluate the outcome and necessity or otherwise of antibiotic therapy and routine cross‑matching of blood.
Results: There were 80 patients in the study, with 75 (93.75%) females and 5 (6.25%) males, giving female‑to‑male
ratio of 15:1. People in the 4th and 5th decade of life constituted a dominant 32.5% and 26.7%, respectively, while the
1st and 2nd decades combined constituted only 7.5% of the study population. Two patients (2.5%) had blood transfusion
while a similar number had wound infection.
Conclusion: Thyroidectomy is a safe surgery with minimal risk of complications. Grouping and cross‑matching of
blood in elective thyroidectomy is not an essential pre‑operative preparation for all patients just as antibiotic therapy/
prophylaxis made no difference in patient outcome. Simple multinodular goiter is the commonest histological diagnosis.
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Introduction
Goiters are a relatively common condition in Nigeria, with
incidence varying from one part of the country to the other
just as the various countries in the continent of Africa have
varying rates, with various possible etiologies postulated.[1,2]
Pathologic entities responsible for thyroid enlargement
range from a variety of tumors, altered functional states, and
inflammatory conditions to some rare forms of disorders.[3]
Thyroidectomy is indicated when an enlarged thyroid gland
presents with toxicity, obstructive symptoms, or when a
neoplasm is suspected, although cosmesis is the most
common indication.[3]
Thyroidectomy is generally a safe procedure. It, however,
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carries some risk of complications such as hemorrhage,
tension hematoma, post‑operative infection, damage to the
recurrent laryngeal nerve, and damage to the parathyroid
gland. Preemptive measures put in place to reduce
morbidity and mortality include optimization of clinical
condition, making the patient euthyroid for toxic goiters,
grouping and cross‑matching of blood, and preoperative
antibiotics.
This study sets out to evaluate thyroid surgery at Irrua and
to determine the necessity or otherwise of routine antibiotic
prophylaxis and cross‑matching of all patients undergoing
thyroidectomy.
Access this article online
Quick Response Code:

Website: www.njcponline.com
DOI: 10.4103/1119-3077.104525
PMID: 23238198

Nigerian Journal of Clinical Practice • Oct-Dec 2012 • Vol 15 • Issue 4

Kpolugbo, et al.: Blood transfusion, antibiotics and outcome in thyroid surgery

Materials and Methods
This is a retrospective review of all thyroidectomies done at
the Irrua Specialist Teaching Hospital over a 6‑year period
in two surgery units with similar surgical techniques but
different antibiotic policies.
Records of patients who had thyroid surgeries between
April 2002 and March 2008 were reviewed. Those with
incomplete data were excluded from the review. The data
extracted from the case notes include age, sex, educational
status, estimated blood loss and blood transfusion,
peri‑operative antibiotic use, type of thyroid surgery done,
complications of surgery, and pathological diagnosis from
histology reports.
Eighty (80) patients whose records contained the
complete data formed the cohort for the study. Data was
analyzed by simple percentages and tabulations using
Microsoft Excel.

Results
Eighty patients who had thyroid surgery during the period,
whose complete data could be located, formed the study
population. There were 75 (93.75%) females and 5 (6.25%)
males giving a ratio of 15:1 [Table 1]. Twenty‑six (34.7%)
of the patients were aged between 31 and 40 years and
21 (26.25%) between 41 and 50 years. Average age of the
patients was 37.7 ± 14.39 yrs.
Majority of the patients had some form of education.
The number of patients with tertiary, secondary, and
primary levels of education were found to be 21 (26.25%),
30 (37.5%), and 25 (31.25%), respectively. Four (5%) had
no formal education [Table 2].
The most common type of thyroid surgery recorded in this
study was sub‑total (and near‑total) thyroidectomy, which
accounted for 74% (n = 59) of the study population.
Lobectomy was performed in 19% (n = 15) while total
thyroidectomy accounted for only 7% (n = 6) of surgeries.
Blood loss during operation was less than 100 mL
in 15 (18.75%), 100–500 mL in 59 (73.75%), and
500 mL and above in six (7.5%) of the study population
[Table 3]. The latter group was essentially for giant goiters
and re‑operative surgeries. The average blood loss in the
study population was 334.3 ± 168 mL. Two (2.5%) patients
had intra‑operative blood transfusion. A total of three units
of blood were given to both patients.
A group of patients (32 [40%]) had peri‑operative
antibiotics while another group (48 [60%]) did not receive
any form of antibiotics during or after operation.

Complications were observed in eight different patients
(10%). This included wound infection, with one
wound infection recorded in the “antibiotic” and one
also in the “no antibiotic” groups. Others include
upper airway obstruction, significant hemorrhage,
upper respiratory tract infection, hypothyroidism,
and uncontrolled hypertension, which was responsible
for the only death [Table 4].
Pathological diagnosis of the resected tumors included
37 (46.25%) simple multinodular goiters, 16 (20.0%)
follicular adenomas, 14 (17.5%) colloid goiters, 8 (10%)
papillary carcinoma, and 3 (3.75%) subacute thyroiditis,
while 2 (2.5%) had follicular carcinoma [Figure 1].
Table 1: Age and sex distribution of patients
Age range

Male (%)

Female (%)

Frequency

0
0
0
2
2
1
0
0
5 (6.3)

1
5
16
24
19
5
2
3
75 (93.7)

1
5
16
26
21
6
2
3
80

0–10
11–20
21–30
31–40
41–50
51–60
61–70
71–80
Total

Table 2: Distribution by educational status
Level of education

Frequency

Percentage

21
30
25
4
80

26.25
37.5
31.25
5.00
100.20

Tertiary
Secondary
Primary
Nil
Total

Table 3: Distribution of estimated blood loss
Blood loss

Frequency

Percentage

≤100
>100–500
>500
Total

15
59
6
80

18.75
73.75
7.5
100

Table 4: Pattern of complications
Complications
Wound infection
Significant hemorrhage
Hypothyroidism
Upper airway infection
Upper airway obstruction
(from tension hematoma)
Uncontrolled hypertension
Death
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Frequency

Percentage

2
1
1
4
1

2.5
1.25
1.25
5
1.25

1
1

1.25
1.25
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Figure 1: The histological pattern

Discussion
The setting of this study, Edo North, which is dominated
by rural farmers, has been known for several years to have a
fairly high prevalence of endemic goiter. This area represents
part of the goiter belt of Midwestern Nigeria.[4] Despite the
high preponderance of the disease in the communities, only
a very small proportion seek medical attention. This low
patronage of medical facilities may be related to poverty
and illiteracy, which characterize most Nigerian farming
communities.[5] These have also been identified as factors
responsible for delays in seeking healthcare services.[6] It
has also been suggested that symptom progression and
incapacitation form major reasons why African patients
seek medical attention.[7] The slow progression and the fact
that the thyroid mass often does not affect their farming
work may also have contributed to the delay and in most
cases the failure to present for care. The full incidence
of the disease has, however, not been ascertained. The
preponderance of the disease in females, as shown in this
study, is similar to that of other previous studies.[1,3,8] The
high frequency of thyroid surgeries observed in the 3rd, 4th,
and 5th decades of life, especially in females, which represents
93.75% of our study population, is not unexpected. This
high preponderance in females has been adduced to the
effect of the female hormones and the resultant metabolic
changes that occur in pregnancy and lactation. Thyroid
enlargement is the consequence of this increase demand
for thyroid hormones in the reproductive age without
commensurate increase in supply, predominantly due to
iodine deficiency.[8‑10]
Our study, however, shows a high level of education in
patients with goiter presenting for treatment. This is in
contrast with the true level of education in the general
population in the region. This result, therefore, highlights
the fact that the educated patients are presenting more
to the hospital whereas the illiterates who constitute the
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greater proportion of sufferers stay away. This trend is due
to the effect of education on the individual values. This,
thus, calls for proper education of the populace about the
safety of modern anesthesia and surgery.
The average blood loss of 334.3 mL in this study is similar
to a similar report of Udosen et al.[11] Two patients (2.5%)
received intra‑operative blood transfusion. A patient who
had total thyroidectomy for recurrent malignant goiter
received 2 units of blood for massive blood loss. The
second patient had 1 unit transfusion during surgery for a
giant multinodular goiter that weighed 845 g. Significant
hemorrhage is a well‑documented complication following
thyroid re‑operation, particularly for malignant goiter and
in giant goiters.[12] Because of the high morbidity following
surgery for recurrent malignant goiter, alternative treatment
such as radioactive iodine is a preferred treatment in such
patient where it is available.[13] One patient who had
recurrent goiter was justifiably transfused with 2 units of
blood, highlighting the need for selective cross‑matching
of blood for “high risk” thyroid patients. Significant blood
loss wasn’t surprising in these two patients owing to the
nature of their thyroid disease, recurrent malignant goiter
and giant multinodular goiter, both of which have a high
risk of bleeding.[14]
Eight (10.7%) different patients had complications. One
patient each from the “antibiotic” and “no antibiotic”
groups had wound infection, which was not severe enough
to require removal of stitches. There was no significant
difference in the infection rate between the two groups.
There was one death in the series, which was due to
uncontrolled hypertension in a simple multinodular goiter
in a 75‑year‑old patient. Transient bilateral recurrent
laryngeal nerve palsy, with upper airway obstruction,
was observed in one patient requiring tracheostomy. The
patient recovered over time and was weaned off the tube.
Similar patterns of complications have been reported by
other authors.[15]
Of the 80 patients in this study, 32 (40%) were on antibiotics
peri‑operatively; wound infection was observed in a patient
while another patient who had no antibiotics also had
wound infection. There was no statistically significant
difference in the infection rate between the two groups.
Although many surgeons still give antibiotics for thyroid
surgery, this practice is unnecessary, not supported by clinical
evidence in literature, and contributes significantly to the
cost of treatment.[16,17] Antibiotics become necessary in the
event of infection.[18]
The most common pathological diagnosis as seen in this
study is multinodular goiter occurring in 46% of the study
population while papillary carcinoma accounting for 10%
was the commonest malignant disease. Similar findings were
documented by Edino et al.[19]
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Conclusion

9.

Thyroidectomy is a safe surgery with minimal risk of
complications. Grouping and cross‑matching of blood in
elective thyroid surgeries is not an essential pre‑operative
preparation in all patients going for thyroid surgery.
Antibiotics prophylaxis does not offer any added advantage
and should, therefore, not be given. There is the need for
proper education to encourage the poorly educated sufferers
to seek early intervention considering the high incidence of
malignancy in our series.
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