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Surgical Treatment of Graves’ Disease

Dae-Jhun Hwang, M.D., Sang-Dal Lee, M.D., Seok-Jin Nam, M.D.
Youn-Ryun Oh, M.D.*, Jae-Hoon Chung, MD.! and Jung-Hyun Yang, M.D.

Departments of General Surgery, *Diagnostic Pathology, and T Medicine, Samsung Medical Center,
Sungkyunkwan University School of Medicine, Seoul, Korea

Purpose: Graves’ disease can be treated with antithyroid medication, radioiodine, or a thyroidectomy.
Antithyroid medication is less likely to achieve a permanent remission than radioiodine or thyroidectomy.
Radioiodine is preferred in the United States and antithyroid medication is used more often in Europe.
However a thyroidectomy is less preferred as a primary therapy and is used only in the cases of recurrence
or no response to medication. Methods: We studied 152 patients with Graves’ disease who had been
treated at Samsung Medical Center. Fifty seven patients of them were surgically managed after antithyroid
medication, and the rest of them were managed medically. Patient’s age, sex, symptoms, thyroid fuction,
autoantibody, treatment method and recurrence were retrospectively analyzed. Results: Women had
Graves’ disease more frequently than men a thyroidectomy was performed more often in women and
relatively young patients. The symptoms of Graves' disease were neck mass, palpitation, eye symptoms,
weight loss and etc. The response to treatment was much higher in the thyroidectomy group than in
the medically treated group. And more patients in surgically treatmented group had their thyroid function
normalized. A subtotal thyroidectomy was performed in all patient and a mean of 7.4 g of thyroid tissue
was remained. Hypothyroidism was noted in 7 patients (12.3%), permanent hypocalcemia in 1 (1.8%),
vocal cord paralysis in 1 (1.8%) and transient hoarseness, transient hypocalcemia in the others. Recur-
rences were noted in 4 patients. There was no correlation between recurrence and remnant thyroid mass.
However, preoperative TBII (thyrotropine binding inhibiting immunoglobulin) values were higher in
recurrence group and immediate and late postoperative values were also higher than in the recovered
group. Conclusion: A thyroidectomy is the treatment of choice in Graves' disease. However, further
investigation will be needed to predict thyroid the function after a thyroidectomy for Graves’ disease
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Table 1. Age distribution of hyperthyroidism

Number of patients (%)

Surgery Medical
<20 2 (3.9 8 (8.4)
20~29 21 (36.8) 10 (10.5)
30~39 22 (38.6) 18 (19.0)
40~49 8 (14.0) 15 (15.8)
50~59 4 (7.0) 24 (25.3)
60~69 0 15 (15.8)
70< 0 5 (53)
Total number 57 95
Mean 329 444
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Table 2. Clinical features

Symptoms and signs Number of patients (%)

Neck mass 52 91.2)
Palpitation 51 (89.5)
Eye symptom 50 (87.7)
Weight change 50 (87.7)
Fatigue 41 (71.9)
Heat intolerance 36 (63.2)
Tremor 32 (56.1)
Paralysis 6 (10.5)
Nervousness 5 (8.8)
Sleep disturbance 5 (8.8)

Aol WA XN EFET 189 ngd)I FE A
(183 ng/de] wiszsiglont X8 F 309 g 2nd
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Table 3. Serum level of T3, T4 (mean, ng/dl) and TBI (mean, %)

At admission After 3 months Late (about 2 yr.) p value
T3 Medical 352.7 186 136.4
(76~ 142) Surgical 469.9 126.3 112.4 0.020
T4 Medical 18.9 9.02 9.12
(5~10.5) Surgical 18.3 7.35 8.2 0.485
TBI Medical 37.1% 34.8% 18.7%
(—15~15%)  Surgical 67.3% 59.9% 30.8% 0.182
T3: triiodothyronine, T4: thyroxine, TBII: thyrotropine binding inhibiting immunoglobulin
) Table 4. Laboratory response to treatment
Number of hyperthyroidism (%)
At admission 3 months Late
Surgical High T3 51/57 (89.5) 1/57 (1.8) 4/57 (7.0)
High T4 44/57 (71.3) 1/57 (1.8) 2/57 (3.5)
Low TSH 50/55 (90.9) 7/55 (12.3)
Normal T3, T4 46/57 (80.7)
Medical High T3 75/78 (96.2) 40/66 (60.6) 23/71 (32.4)
High T4 63/79 (79.7) 21/66 (31.8) 16/70 (22.9)
Low TSH 70/79 (88.6) 30/79 (38.0)
Normal T3, T4 41/95 (43.2)

T3: triiodothyronine, T4: thyroxine
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Table 5. Postoperative comlications

Complications Number (%)
Transient hypocalcemia 11 (19.3)
Permanent hypocalcemia 1.8
Permanent hypothyroidism 7 (12.3)
Transient hoarsness 4 (1.0)

Permanent hoarsness
Vocal cord paralysis

118
1(1.8)
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Table 6-2. Number of patient with increased TBII

Patient number (%)

Initial Postop 3 mo. Postop 2 yr.
Recurrd 3/3 (100) 3/3 (100) 3/3 (100)
Euthyroid  25/29 (89.2) 9/14 (64.3)  14/20 (70)

TBII: thyrotropin binding inhibiting immunoglobulin

Table 6-1. Characteristics of recurred cases

Lab. (at Increased Increased Increased Initial weight Remnant weight
admission) TBI No. (%) MCHA No. (%) TGHA No. (%) (mean, g) (mean, g)
Recurred 3/3 (100) 2/3 (67) 1/3 (33) 107.7 6.3
Buthyroid 25/29 (86.2) 19/28 (67.8) 22/28 (78.6) 91.4 7.3

TBII: thyrotropine binding inhibiting immunoglobulin, MCHA: antimircosomal antibody, TGHA: antithyroglobulin

antibody
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Table 6-3. Relatiobship between Iymphocyte infiltration and postoperative thyroid state

Post operative

Focal lymphocyte infiltration

Germinal lymphoid follicles

thyroid state
- + + + + +++ ++++ - + -+ ++ + + +
Hypothroid (7) 1 2 1 2 1 - 5 - 1 1 -
Euthyroid (46) 17 3 7 16 2 1 36 3 5 2 -
Recurred (4) 1 - 1 2 - - 2 1 1 - -
Total 19 5 9 20 3 1 43 4 7 3 -

—: Nill, &: very slight, +: slight, + +: moderate, + + +: severe, + + + +: very severe(27)
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Fig. 1. Change of TBII (thyrotropin binding inhibiting
immunoglobulin) in recurred cases p value initail:
0.174, post op 3 month: 0.138, post op. 2 yr:
0.261
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o] ZHFASAs TN 2/7 (28.6%), AEH Toll
A 7j46 (15.2%)0lw AUFoA 14 5% 7 T
Zre] fog Aol glich(Table 6-3).
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