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Abstract
Thyroid disease is the most common surgical endocrine disease, and thyroid carcinoma is the most common endocrine malignancy. It occurs more often in people who live in areas with iodine deficiency like our country. There is great controversy about the incidence of thyroid carcinoma.

Objectives: to evaluate the characteristics of thyroid cancer patients in regard to demographic distribution, histological variants, mode of presentation and modalities of surgical treatment. 

Method: we retrospectively audited the records of 33 patients with histological proof of thyroid carcinoma, out of 375 goiter patients, between Jan 2005- Feb 2008 in Al-Hilla surgical hospitals.

Results:  Patients with thyroid carcinoma comprise 8.8% of goiter patients. Female constitute 75.7%, males 24.2%, with mean age (39.6) years. Male to female ratio is 1/3. Goiter was the most common presentation, with multinodular goiter account for 57.5%, and thyroid nodule account for 27.5%. The diagnoses confirmed by histopathological examination of thyroid specimens. The most common type of malignancy was papillary carcinoma 60.6%, followed by follicular type 18.1%. We have one case of metastatic carcinoma to the thyroid gland. Near total thyroidectomy was the most common surgical procedure performed.

Conclusion: Thyroid carcinoma is not a rare tumor in our region. Better diagnostic tools should be available to reach the appropriate diagnoses. We are in real need for activation of national cancer registry to asses the problem on the national level.

أورام ألغده ألدرقية السرطانية,(نسبة الإصابة و طرق العلاج) دارسه لمدة ثلاث سنوات في مستشفيات ألحله الجراحية
(دراسة بأثر رجعي)
الخلاصة:
 إن أمراض الغدة الدرقية من الإمراض الشائعة, و تعتبر سرطانات الغدة الدرقية أكثر الأنواع انتشارا بالنسبة للغدد الصم. نسبة الإصابة بهذه الأمراض أكثر بين الأشخاص الذين يعيشون في المناطق المعروفة بنقص نسبة اليود الموجود في بلدنا. هناك جدل واسع حول نسبة الإصابة بأورام الغدة الدرقية.
هدف الدراسة: هو لتقييم خصائص سرطان الغدة الدرقية من خلال دراسة التوزيع الديموغرافي للمرضى,و دراسة أعراض ظهور المرض لدى المرضى, طرق تشخيصه وطرق علاجه, و أكثر أنواعه ألنسيجية أنتشارا
نوع  الدراسة: البحث بأثر رجعي, من خلال دراسة ملفات دخول المرضى, و الذين تم إثبات إصابتهم بورم الغدة الدرقية بواسطة الفحص النسيجي و البالغ عددهم  33 , بعد دراسة ملفات المرضى المصابين بتضخم الغدة الدرقية البالغ عددهم 375 مريض, في الفترة الواقعة بين كانون الثاني 2005-شباط 2008 في مستشفيات الحلة الجراحية.

النتائج: نسبة الأشخاص المصابين بسرطان الغدة الدرقية هي 8.8٪ (33 مريض)من العدد الإجمالي للمرضى. تبلغ نسبة الإناث 75.7٪ و الذكور 24.2٪ مع معدل عمري حوالي 39.6 سنة. نسبة الذكور إلى الإناث هي 1\3. كان تضخم الغدة الدرقية أكثر الإعراض تكرارا 57.5٪, و عقدة الغدة الدرقية 27.5٪. تم التشخيص النهائي بواسطة الاعتماد على الفحوص النسيجية, و كانت نسبة السرطان الحليمي 60.6٪, ثم السرطان الجريبي 18.1٪كانت لدينا حالة واحدة لسرطان منتشر إلى الغدة الدرقية. كان رفع الغدة الدرقية شبه الكامل أكثر ألعمليات تكرارا.

الاستنتاج: أورام الغدة الدرقية الخبيث ليس من الأورام النادرة في بلدنا.يجب توفير وسائل أفضل للفحص من اجل الوصول للتشخيص الصحيح. نحن بحاجة إلى تفعيل  المركز الوطني لإحصاء الإمراض السرطانية.
ــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
Introduction

Thyroid Gland

Embryology
It is the first endocrine gland to appear, which arises from the base of the tongue. By the 3rd month the gland start to secrete the hormones [1].

Anatomy 

A normal thyroid gland weighs between 15 and 20 g [2]. The normal color is a dark shade of burgundy [3]. It consist of two lobes connected to each other by the isthmus with pyramidal lobe presents in 30%-50% of people [4]. Blood supply comes from two main sources, the superior thyroid artery and inferior thyroid artery, and many other small branches come from esophageal, tracheal, muscular branches and arteria thyroidea ima [3]. Venous drainage of the gland passes via the superior thyroid veins, inferior thyroid veins, and the middle thyroid vein [4].There are two important nerves related to the gland in both sides, which are the superior laryngeal nerve and the recurrent laryngeal nerve [4]. The thyroid gland has intracapsular lymph channels, which provide some communication from lobe to lobe, consequently, lymph flows in multiple directions from the gland [3].
[image: image4.jpg]



Figure 1 Thyroid Anatomy [12]

Histology: the thyroid is made up of lobules containing a series of follicles. The lumen of each follicle is surrounded by a single layer of epithelial cells, called follicular cells; colloid fills the lumen [16]. Para follicular cells that produce calcitonin surround the follicular cells. See fig. 2 [12].  
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Figure 2 Histological appearance of thyroid under microscope [14]
Physiology

Through the release of its principal hormones, thyroxin (T4), triiodothyronine (T3), this is under control of thyroid stimulating hormone, also secrets calcitonin [10]. The average daily iodine requirement is 0.1 mg. [16]

Steps in the synthesis of thyroid hormone are: (1) active trapping and concentration of iodide in the follicular cell; (2) rapid oxidation of iodide to iodine; (3) linkage of iodine with tyrosine residues in thyroglobulin; (4) coupling of these iodotyrosines (monoiodo- and diiodotyrosine) to form the active thyroid hormones T4 and T3 [11].

The thyroid gland influences the metabolic rate of all tissues. Increased secretion increases the metabolic rate. Physiologic concentration exerts both anabolic and catabolic effects, and higher concentration favors catabolic response.[28, 29]

Thyroid Carcinoma
Thyroid disease is the most common surgical endocrine disease. Goiter is commonest condition presenting to the endocrine surgeon. Data shows that more than 200 million people have goiter today [1,2]. Iraq is endemic area in goiter, mostly in northern and middle parts [3,4]. Word wide there were approximately 500 per-reviewed studies published every year on thyroid cancer [5]. 

In Iraq it is mentioned that thyroid carcinoma occurs more often in people who live in geographical area with iodine deficiency. The relative risk to develop carcinoma in endemic area was 1.3 if residence less than 20 years, and 1.6 if residence more than 20 years, especially for follicular and anaplastic carcinoma [6].

Thyroid carcinoma is the 5th common cause of carcinoma in females in our country, and 16th in frequency in males from the years 1971-1973, compared to 16th in females and 19th in males in Sweden.[7] Clinically recognized thyroid carcinomas constitute less than 1% of all human malignant tumors. The annual incidence of thyroid cancer varies worldwide from 0.5 to 10 per 100,000 populations. [32] It is the most common endocrine malignant lesion (90% of all endocrine cancers) and is responsible for more deaths than all other endocrine cancers combined [32].The American Cancer Society estimates that 17,000new cases of thyroid cancer are diagnosed annually in the United States and that 1,300 thyroid cancer-related deaths occur annually [33,34] .In Iraq in surgical thyroidectomy specimen, thyroid cancer constitute 3 %and 4 % in what appears as solitary thyroid nodule [40, 41].

Thyroid carcinoma occurs at all ages [43], most of the cases diagnosed between the 5th and 6th decade of life. [37] Cancer of thyroid is found frequently in females than males. The male to female ratio of thyroid cancer incidence is1:2.7, but the ratio of cancer-associated mortality is 1:2, indicating that the tumors may be slightly more aggressive in men [33]. Geographical studies shows marked difference in incidence of thyroid carcinoma ranging for example from 6% of population in Hawaii and Iceland to less than 1.5 in Denmark and England [38]. 

Much attention is given to thyroid nodules as a risk factor for thyroid malignancy; especially those have the following risk factors:

1. Large nodule more than 4 cm.

2. Men’s nodule

3. Nodule in patient with age less than 20 years and more than 70 years.

4. Patients with history of neck irradiation, especially at childhood.

5. Cold nodule in thyroid scan.

Other risk factors mentioned for differentiated thyroid carcinoma, particularly papillary, frequently follows accidental irradiation of the thyroid in childhood [8, 9, 18]. The incidence of follicular carcinoma is high in endemic goitrous areas, possibly owing to TSH stimulation. Malignant lymphomas can present in a patient known to have autoimmune thyroiditis, so that the lymphocytic infiltration in the autoimmune process may be an aetiological factor [17]. Also oncogenes may play a role, including the RET/PTC 1, 2, 3 oncogene, TRK-A, ras oncogene and p53 mutation [35, 31]. Thyroid carcinoma has many types include:

Papillary Carcinoma

Papillary carcinoma is the most common of thyroid malignancies. It is the predominant thyroid cancer in children (75 %) and in people who were previously exposed to radiation in the neck (85 to 90 percent) [26, 17]. The diagnosis is established by characteristic cellular features, the so-called Orphan Annie cells, with characteristic fibrovascular stroma with calcium deposits (psammoma bodies) may be present. Multifocality in papillary carcinoma is common (30% to 87.5 %) and, papillary cancers exhibit a propensity for lymphatic spread within the thyroid and to local lymph nodes. Local invasion occurs later and distant spread by blood route rarely occurs, unless the tumor extrathyroid [45].The term occult carcinoma applied to tumor size less than 1.5cm with excellent prognosis [31].

Follicular Carcinoma

Follicular carcinoma, which accounts for about 20% of thyroid malignancies [26].  Follicular carcinoma occurs more frequently in iodine-deficient areas [33]. Follicular carcinoma differs from papillary carcinoma in that vascular invasion and hematogenous spread to bone, lung, and liver is seen more commonly than lymphatic spread [38]. Two types of follicular carcinoma found, minimally invasive and frankly invasive tumors [16]. Hürthle cell tumors are considered by the World Health Organization Classification to be a variant of follicular cell neoplasms [45]. They differ from follicular carcinoma in that they are more often multifocal and bilateral, are more likely to metastasize to local nodes (25 %), and usually do not take up 131I. Hürthle cell neoplasms usually are diagnosed by FNAC[39].

Medullary Carcinoma

Medullary thyroid carcinoma MTC arises from the parafollicular C cells and accounts for about 7% of all thyroid malignancies[47].It occurs in two forms sporadic and familial types, associated with other diseases (MEN types 2A and 2B)[35]. Overall, MTC is more aggressive than other differentiated thyroid crcinoma and is more likely to metastasize [43], FNAC can be diagnostic for medullary cancer, Serum calcitonin is the most useful marker, but most MTC also makes carcinoembryonic antigen (CEA) as well [30].

Other types of carcinoma are less common including anaplastic carcinoma, which characterized by aggressive behavior and few patient live more than 6 months [48, 49], and lymphoma, which occurs in patients with chronic lymphocytic stimulation as in Hashimoto’s thyroiditis [36], and metastatic carcinoma [19].

Clinical features and Diagnosis

Most patients are euthyroid state, with slowly growing neck mass [38]; some(less than 1%) patients may have thyrotoxic features in follicular carcinoma [19]. Rapid increase in a neck mass suggest malignancy (especially in anaplastic type), or bleeding in side a cyst [43].other symptoms includes dyspnea, dysphagia, hoarseness of voice  and pain, which are more commonly found in advanced disease and anaplastic carcinoma[45]. Palpable lymph nodes may occur, but in different frequency, being more common in papillary, Hürthle cell, anaplastic and medullary carcinoma [38]. Lateral (aberrant) thyroid tissue is specific feature to papillary carcinoma [38]. Medullary carcinoma and lymphoma have little different presentation, that medullary carcinoma may associate with other diseases [35], and lymphoma presented similar to anaplastic carcinomas [36]. Distant spread occurs more commonly with anaplastic, follicular medullary and less with papillary type, unless in advanced stages [43].In most cases diagnosis is easily established in the out patient setting, by history and examination and FNAC, which is specific for papillary, Hürthle cell, medullary and anaplastic carcinoma. Radioiodine scan is not necessary; CT scan and MRI may be done in selected patients [39]. The final diagnosis confirmed by histopathological examination of the specimens, with special interest to follicular carcinoma [46].  

Treatment

Surgery is the main mode of treatment and depends on type and extent of tumor [9]. For papillary carcinoma, argument present about total thyroidectomy, which goes with Multifocality of the disease, and lobectomy, is not preferred. Total thyroidectomy has the advantage of removing all tissue, facilitating I131 uptake postoperatively [27].  Modified neck dissection may be offered in primary setting or in recurrent tumor [11]. 

Follicular carcinoma treated by total thyroidectomy followed by radioiodine treatment, except in cases with minimum invasion in which lobectomy is preferred [25, 37]. Prophylactic neck dissection is unwarranted, because nodal affection is infrequent [24, 36]. In Hürthle cell tumor, lobectomy and isthmectomy is enough, if invasiveness present on operation, extended resection is recommended with central neck dissection [31]. Fellow up of patients with differentiated thyroid carcinoma, by measuring serum Thyroglobulin S.TG and frequent neck examination. Factors which worsen the prognoses are: age more than 50 years, tumor size >4cm, high grade, vascular invasion, extra thyroid extension, distant metastasis [17].

Medullary carcinoma has little different strategy, being treated more aggressively with total thyroidectomy and central neck dissection routinely, with or without ipsilateral modified neck dissection [39]. Chemotherapy being less effective and external beam radiotherapy used to control loco regional disease [47]. Fellow up of patients by measuring serum calcitonin and carcinoembryonic antigen CEA [36]. 

All forms of treatment are disappointing for anaplastic carcinoma and main procedure is debulking surgery to alleviate pressure symptoms followed by radiotherapy[49]. Lymphoma usually responds well with systemic chemotherapy therapy, radiotherapy may be recommended [36].

Other forms of therapy include, radioiodine therapy, external beam radiotherapy, TSH- suppression therapy to level < 0.01mIU/L [11]. New modalities of treatment as gene therapy technique are going in trials[19]. 

Patients and Methodes

We retrospectively study the records of 375 patients, who had goiter, from Jan. 2005 to Feb. 2008, in Al-Hilla surgical hospitals, which are the major referral hospitals in our city. From 375 patients, 8.8% (n=33) patients were diagnosed to have thyroid malignancy. All our patients underwent the following analysis, which is taken from hospital records and histopathological reports:

1. The distribution in regards of age and gender.

2. The pattern of clinical presentation, including history and clinical examination. Symptoms including (neck mass, dysphagia, dyspnoea, hoarseness, thyrotoxic symptoms, hypothyroid symptoms, and pain). Physical findings including (thyroid examination and type of goiter, cervical lymph nodes, vocal cord examination). 

3. The investigation performed to the patients, including imaging study (neck ultrasound, X-ray, CT-scan). Also thyroid function test, FNAC, and indirect laryngoscopy as a preoperative examination.

4. Type of operation performed to them.

5. Postoperative histopathological finding, which is done to all patients.

The final diagnoses mainly depend on postoperative histopathological findings.  The specimens were examined in Al-Hilla teaching hospital, in addition to private sector laboratories.  

Results

From Jan. 2005 to Feb. 2008, there were 375 patients with goiter treated surgically in our hospitals. Only 8.8% (n=33) patients of them proved to have thyroid malignancy. Of them there were 75.7% (n=25) patients females, and 24.2% (n=8) patients males. The male/female ratio was 1/ 3.1.

The age of the patients ranging from 19years to 75 years, with a mean age about 39.6 years. The age and sex distribution showed in Table (1). Most patients falls in the age group (31-40 years), 33.3% (n=11) patients

     Regarding the presenting symptoms, neck mass was 100% (n=33) of patients, followed by dyspnoea 48% (n=16), dysphagia 33% (n=11), hoarseness of voice 15% (n=5), hypothyroid symptoms 15% (n=5), thyrotoxic symptoms 3% (n=1), and neck pain 12% (n=4). See Table (2). 

Criteria taken for neck mass as a symptom includes, goiter (multinodular or diffuse type), simple thyroid nodule (whether left or right), cervical lymph nodes (the exact group of nodes not identified due to lack of information) which compared with physical findings. See Table (3)

Regarding the finding on physical examination, multinodular goiter was found in 57.6% (n=19) of patients, diffuse goiter 15.1% (n=5), simple thyroid nodule 27% (n=9) with right side 18% (n=6) more than left side 9.1 %( n=3), cervical lymph nodes 15.1% (n=5) patients, vocal cord palsy9.1% (n=3) patients, and it was unilateral in all patients. See tables (3) figure (3). Note that single patients may have more than one symptom and sing. 

        About the investigation performed to the patients, x-ray of chest was performed for all patients, to see if there is any tracheal deviation, which is present in 27% (n=9) patients and to detect any pulmonary or mediastinal metastases, which is not found in our patients.

    Finding in ultrasound examination of the neck helped us to differentiate between the types goiter and thyroid nodule, also for the detection of cervical lymph nodes, these are not present in all patients' records. Other imaging study including CT- scan for only two patients, to see the extent of primary tumor and to detect distant metastases, which is not found.

Thyroid function test performed to all patients, 78.7% (n=26) where euthyroid, and 15.1% (n=5) of patients had hypothyroidism and 6% (n=2) where in hyperthyroid state. See figure (4).       

Vocal cord examination is performed to all our patients routinely as preoperative procedure.  FNAC  done only in 24.4%(n= 8) patients, and was diagnostic in 50% (n=4) ,who proved to have papillary carcinoma, and one patient 12.5% had follicular cells in the specimen, one patient 12.5% had lymphocytic infiltration, and(n= 2) patients 25%, were suspicious. See Table (4) 

              Near total thyroidectomy was the most frequent procedure performed, 33.3% (n=11) of patients, lobectomy 27.2% (n=9), total thyroidectomy 18.1% (n=6), subtotal thyroidectomy 12.1% (n=4). Debulking done in two patient 6.6%. Neck dissection was needed in 9% (n=3) patients (modified ipsilateral type). Tracheostomy done in 15.1% (n=5) patients. See table (5). Note that one patient may have more than one procedure.              
In regard to histopathological findings, papillary carcinoma was found in 60.0% (n=20) patients, 5 cases were diagnosed to have follicular variant of papillary carcinoma. Mean age was found to be 38.1 years, with cervical lymph nodes affection in only 2 patients (10%) with papillary carcinoma. Follicular carcinoma 18.1% (n=6) patients with mean age about 45.2 years, 6% (n=2) had Hürthle cell carcinoma with mean age of 50.2 years. Anaplastic carcinoma found in 6% (n=2) patients, with mean age of 69.6 years, involvement of cervical lymph nodes in both patients. Medullary, lymphoma and secondary carcinoma found in 3% (n=1) patients. The patient with medullary carcinoma had enlargement of his cervical lymph nodes. See table(6)

Discussion

Although thyroid carcinoma is the most frequent endocrine malignancy [8], compared with carcinoma elsewhere in the body, not infrequent [20]. It has been reported different figures for the incidence of thyroid carcinoma. In our study the incidence of thyroid carcinoma was 8.8%, which is nearly reported by Tlefih [21] 8.4%, and less than reported by Al-saleem T. ,Al-Ashbal in 1973 as10% [42], and Al-Katib A. A. as 16.6% [51], but higher the reported by Al-Hadithy in 1986 as 5.7 %( 50), and Barnouti HN 4.6% [41], see Table (7).

It is assumed that the difference in incidence is more likely caused by environmental and dietary factors than by race or hereditary factors, and the increased in incidence may be due to better diagnostic tools [21]. 

The male to female ratio was 1/3.2, which is less than the reported by Al-Katib 1/4.8 [51] and Yasser A. et al, of 1/8.4[52]. Although goiter more common in female, but malignancy are more in males [51] which may explain our sex ratio, also mentioned that the high incidence of malignancy in females my be due to the presence of estrogen binding site  in all  malignant thyroid tissue[11].

The mean age of our patients was 39.6 years. This was younger than the reported by Al- Katib 48 years, and the same reported by Yasser A. of 38.4 years, and older the reported by Saleh M., et al 36.7years [53]. This may be due to decrease in the age of presentation of patients with thyroid malignancy [37]. The most frequent age group at presentation was (31-40 years), which reflects the mean age of our patients.

The most common type of malignancy encountered in our patients was papillary carcinoma 60.6%, followed by follicular carcinoma 18.1%, followed by anaplastic carcinoma 3.3%, see table (8). Al-Katib A., Al-Hindawi [44] and Mazafirri [46] report the same frequency of cancer presentation . See table 8. 

Regarding the predisposing factors of thyroid carcinoma, it is mentioned that iodine deficiency, radiation exposure and family history of thyroid malignancy are the most important factors [10, 22, 23], but unfortunately, there was no accurate data in our patients records to confirms those factors.

Regarding the mode of presentation, we found that neck mass (which include goiter, thyroid nodule, cervical lymph node), was the most common type of presentation in all our patients, followed by dyspnoea (48%), dysphagia (33.3%), and hoarseness of voice (15.1%). This finding is nearly the same reported by Yasser A., and Tlefih.

Multinodular goiter was the most common finding in physical examination 57.6%, which proved to harbor thyroid carcinoma. This was higher than the findings by Saleh 16.5% [53], Tlefih 3% and Yasser 42%, and similar to Al-Katib 57%. Our country is endemic in goiter due to iodine deficiency which predispose to goiter, and after long period it may predispose to malignancy [47]. Incidence of malignancy in thyroid nodule was 27% of our patients, which is considered higher than the reported by Yasser A. 14% and Al-Katib 20%. The incidence is largely variable, ranging from 2.7%-30% [51]. Finding of malignancy in diffuse goiter specimen was 15.1%, which is similar to those results in Yasser A. 14%. Only   9.1% (n=3) of our patients had cervical lymph node dissection, two with papillary carcinoma and one with medullary carcinoma. It is mentioned that nodal spread is commoner with papillary carcinoma34%, and 40% in anaplastic carcinoma, distant metastasis is more with follicular carcinoma 75 % [8]. 

Hypothyroidism was found in (n= 5) patients 15.1%, which less than the reported by Yasser A. 3.1%. This elevated figure may be related to the fact that Iraq is endemic   area in iodine deficiency and hypothyroidism [40]. Vocal cord affection found in 3 patients 9.1%. This indicates local spread of the tumor. This figure less than reported by Yasser A. 17.5%, which may be due to early presentation of our patients.

FNAC considered being the most important investigation requested to patients with thyroid nodule, which can diagnose cases of papillary, medullary, anaplastic and lymphatic infiltration, but cannot differentiate between follicular adenoma and carcinoma, which needs tissue biopsy to see vascular and capsular invasion [33]. Because small number of patients underwent this investigation, we cannot consider the result of our patients as significant, and need more evaluation. Ultrasound should bee done routinely to any patient with goiter, to differentiate between multinodular and diffuse type, and to see that nodule whether cystic or solid, and to detect cervical lymph nodes affection, also can help us to detect distant spread , for example to the liver by abdominal ultrasound.  Since most of thyroid carcinoma are non functioning tumor, so thyroid function test have little diagnostic effect in patients with thyroid carcinoma [45], although most of our patients was euthyroid state, and only (n=5) patients 15.1% had hypothyroidism and two patients with elevated thyroid function test. Other investigation like CT- scan, thyroid scan is performed as needed. Thyroid scan if available may help to detect cold nodule that are more prone to be malignant [53].

In our study the most common surgical procedure performed was near total thyroidectomy (33.1%), followed by lobectomy (27.2%), more aggressive procedures done less frequently; this may be due to the ability to detect malignancy at early stage preoperatively. Neck dissection carried to 3 (9%) patients with nodal metastasis. The high number of lobectomy operation, in comparison with Yasser A. (20%), may reflect the difficulty in diagnosing cases with carcinoma in thyroid nodule. Debulking, another modality of treatment, mainly undertaken to patients with advanced malignancy as anaplastic carcinoma [10], which performed to two patients in our study. Tracheostomy considered a complication of thyroid surgery in malignancy [24], which may be indicated in cases with recurrent nerve palsy, which occurred in three of our patients, and two patients as post operative injury to the nerve. Fellow up of patients postoperatively is required, and because thyroid carcinoma is hormonal dependant (especially papillary and follicular carcinoma) thyroxin suppression dose for life is required.

Conclusion

Our study shows that the incidence of thyroid carcinoma is elevated 8.8%, young age group are more susceptible to carcinoma with female predominance. In addition we found that thyroid carcinoma is not rare in our work, and goiter was the main presenting symptom. We found that thyroid nodule may be a predisposing factor to thyroid malignancy; therefore, it should be investigated accurately to elicit its nature. 

Papillary carcinoma account for 60.6% of our patients, while follicular carcinoma account for 18.1%, followed by other types of carcinoma , and one patients found to have thyroid secondary carcinoma. The most common procedure performed was near total thyroidectomy. 

Recommendation

1. Good history and examination are essential in diagnoses.

2. Better expertise is needed in the field of FNAC and ultrasound to avoid making wrong surgical decisions.

3. Thyroid scan if available is helpful in diagnoses types of thyroid nodules.

4. More aggressive procedures are needed for the following reasons:

To remove completely the primary site of malignancy. The multifocality nature of the disease in many cases. To lower the probability of recurrence especially in the light of indolent behavior of the disease and the loss of follow up in many cases. The absence of other modalities of treatment such as I131.

5. Administration of thyroxin suppression dose postoperatively, in agreement that all patients with differentiated carcinoma will benefit from thyroxin treatment and improve the survival rate.

6. Additional researches on the epidemiology and the risk factors of thyroid carcinoma are needed to explain the elevated rate of thyroid carcinoma among goiter patients.

7. The number of patients in this study is not significant to make absolute conclusions on a national level and we still lack the knowledge on the real extent of the problem, therefore the establishment of national cancer registers could over come the problem.
Table1 The distribution of patients according to age and sex.

	Age group
	No. of patients
	%
	males
	females

	10-20

21-30

31-40

41-50

51-60

61-70

71-80
	1

4

11

8

5

3

1
	3.3%

12.1%

33.3%

24.2%

15.1%

9%

3.3%
	0

1

2

2

1

1

1
	1

3

9

6

4

2

0

	Total No.
	33
	100%
	8 (24.2%)
	25 (75.7%)


Table 2 Patients with regards to their symptoms.

	No
	Presenting symptoms
	No. of patients
	%

	1
	Neck mass
	33
	100%

	2
	Dysphagia
	11
	33.3%

	3
	Dyspnoea 
	16
	48%

	4
	Hoarseness
	5
	15.1%

	5
	Thyrotoxic
	1
	3.3%

	6
	Hypothyroid
	5
	15.1%

	7
	Neck Pain
	4
	12%


          Table 3 Findings in physical examination
	  No
	Sign
	No.
	% out of 33 patients

	1
	Goiter

Multinodular

Diffuse
	24

19

5
	72%

57.6%

15.1%

	2
	Nodules

Right

Left
	9

6

3
	27%

18.1%

9.1%

	3
	Cervical lymph nodees
	5
	15.1%

	4
	Vocal cord palsy
	3
	9.1%



Figure 3 Distribution of sings with no. of patients
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Figure 4 Finding of thyroid function test

Table 4 Finding in FNAC samples
	Diagnoses
	No. of patients


	        %



	Papillary CA
	           4
	      50%

	Follicular cells
	      1
	12.5%

	Lymphocytic infiltration
	      1
	12.5%

	Suspicious
	      2
	 25%

	Total
	           8
	     100%


Table 5 Type of operation performed
	No
	Type of operation
	No. of patients
	%

	1
	Near total thyroidectomy
	11
	33.3%

	2
	Lobectomy
	9
	27.2%

	3
	Total thyroidectomy
	6
	18.1%

	4
	Subtotal thyroidectomy
	4
	12.1%

	5
	Tracheostomy
	5
	15.1%

	6
	Neck dissection
	3
	9%

	7
	Debulking
	2
	6.6%


Table 6 Type of thyroid malignancy
	No
	Type of 

Malignancy
	Patients No. 
	Mean age
	Male
	Female 

	1
	Papillary
	20 (60.6%)
	38.1 y
	6
	14

	2
	Follicular
	6 (18.1%)
	45.2 y
	1
	5

	3
	Hurthel cell
	2 (6%)
	50.2 y
	
	2

	4
	Anaplastic
	2 (6%)
	69.2 y
	
	2

	5
	Medullary
	1 (3%)
	41 y
	1
	

	6
	Lymphoma
	1 (3%)
	50 y
	
	1

	7
	Secondary ca
	1 (3%)
	75 y
	
	1

	Total
	
	33
	
	8
	25


Table 7 Incidence of thyroid carcinoma in different studies
	Barnuoti
	4.6%
	1967

	Al-Saleem
	10%
	1973

	Al-Hadithy
	5.7%
	1986

	Al-Katib AA
	16.6%
	2002

	Tlefih
	8.4%
	2006

	Our study
	8.8%
	2008


Table 8 Incidence of Types Thyroid Carcinoma
	
	Papillary
	Follicular
	Anaplastic
	Medullary

	Al-Katib
	60%
	25%
	10%
	3.7%

	Al-Hindawi
	75%
	16.6%
	8%
	3.5%

	Mazafirri
	75%
	10%
	5%
	3.2%

	Current study
	60%
	18.1%
	3.3%
	3%
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