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Abstract 
 
Thyroid carcinoma encompasses a spectrum of 
malignancies with distinct clinical characteristics, 
management strategies, and prognoses. This narrative 
review article provides an in-depth examination of 
anaplastic thyroid carcinoma (ATC), papillary thyroid 
carcinoma (PTC), Hurthle cell carcinoma (HCC), and 
medullary thyroid carcinoma (MTC), offering insights into 
their epidemiology, diagnostic and treatment modalities. 

Anaplastic thyroid carcinoma is a highly aggressive and 
undifferentiated form of thyroid cancer, often associated 
with poor prognosis. Treatment strategies include combined 
resection and radiotherapy, but late-stage cases exhibit 
limited therapeutic options, emphasizing the need for novel 
therapeutic approaches. 

Papillary thyroid carcinoma, the most common thyroid 
cancer, generally carries a favorable prognosis. The article 
discusses surgical interventions like total thyroidectomy 
and lobectomy, along with minimally invasive techniques 
such as transoral endoscopic thyroidectomy vestibular 
approach (TOETVA) and robotic thyroidectomy. The 
importance of considering health-related quality of life in 
the treatment decision-making process is highlighted. 

 

Hurthle cell carcinoma, a rare and aggressive subtype, is 
explored with a focus on factors influencing prognosis. 
Surgical management, including thyroid lobectomy, 
completion thyroidectomy, and iodine-131 therapy, is 
discussed in detail. 

Medullary thyroid carcinoma is categorized into hereditary 
and sporadic forms, each requiring specific approaches. 
The review emphasizes the significance of genetic testing 
for patients at risk of multiple endocrine neoplasia 
syndrome (MEN2) and the need for early thyroidectomy in 
genetic RET mutation carriers. 

Expanding beyond conventional topics, the review 
integrates an in-depth analysis of pain management post-
thyroid surgeries. Recognizing the nuanced nature of pain 
in thyroid carcinoma patients, a multimodal approach is 
advocated, encompassing pharmacological interventions, 
such as NSAIDs and opioids, as well as non-
pharmacological methods. Emphasis is placed on 
individualized care, considering patient experiences and 
health-related quality of life.    

Furthermore, the article evaluates the extent of surgery, the 
role of radioiodine therapy, and the significance of follow-
up in treating differentiated thyroid carcinomas (DTC).  
 

 
Article Info 

Received Date: 13 August 2024, Accepted Date: 16 August 2024, Published Date: 21 August 2024 

*Corresponding author: Hossein Meskar, Fellowship pain medicine, Department of Anesthesiology, Faculty of Medicine, 
Mazandaran University of Medical Sciences, Sari, Iran. 

Citation:  R Poormousa, Hossein M, G Aezzi, Farshad h kiabi, A Abdollahi, Md javad bay. (2024). “Unraveling the Spectrum 
of Thyroid Carcinoma Surgery: From Aggressive Anaplastic to Curable Differentiated Forms and Advanced Pain and 
hormones disturbances Management Strategies and - A Comprehensive Narrative Review"”. International Journal of 
Medical Research and Medical Case Reports, 1(2); DOI: http;/08.2024/ijmrmcr/010. 

Copyright: © 2024 Hossein Meskar. This is an open-access article distributed under the terms of the Creative Commons 
Attribution 4. 0 international License, which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original author and source are credited. 

 



 

P a g e  2 | 8 

 

www.biotory.org  International Journal of Medical Research and Medical Case Reports 

 

Copy right © Hossein Meskar 

 
Surgical approaches for follicular thyroid carcinoma (FTC) 
and factors influencing the decision for total thyroidectomy 
versus lobectomy are elaborated upon. 

In summary, this narrative review provides a comprehensive 
overview of thyroid carcinoma subtypes, their 
epidemiology, surgical interventions, and postoperative 
management, offering valuable insights for clinicians and 
researchers in the field. 

Keywords: thyroid carcinoma; anaplastic thyroid carcinoma 
(ATC); papillary thyroid carcinoma (PTC); hurthle cell 
carcinoma (HCC); medullary thyroid carcinoma (MTC); pain 
management; multimodal approach. 

Introduction: 

Anaplastic thyroid carcinoma (ATC) is an extremely 
aggressive and undifferentiated form of thyroid cancer, 
ranking as one of the most lethal diseases globally, 
accounting for 40% of all thyroid cancer-related deaths. In 
contrast, papillary thyroid carcinoma (PTC) is generally a 
highly treatable tumor, although some patients may 
experience recurrences, warranting treatment through 
surgical procedures and 131 Iodine therapy. The unique 
Hurthle cell, also known as oxyphilic cell, is distinguishable 
by its abundance of mitochondria, rendering it a vivid and 
acidophilic entity when observed under a microscope. HCC 
does not have a poorer prognosis than ordinary Follicular 
Thyroid Carcinoma. Medullary thyroid carcinoma (MTC) 
represents a rare and exceptionally aggressive thyroid 
tumor, proving more challenging to cure compared to 
papillary thyroid carcinoma. MTC originates from 
parafollicular cells, which derive from the neural crest and 
are known to secrete calcitonin and various other peptides. 
Grouped under the umbrella term of "differentiated thyroid 
carcinoma (DTC)" are papillary thyroid carcinoma (PTC) 
and follicular thyroid carcinoma (FTC).(1-7) 

Patients who develop bone metastases from thyroid 
cancers typically experience a more favorable prognosis, 
with 10-year survival rates falling within the range of 13% to 
21%, in contrast to some other primary carcinomas that 
more commonly spread to the bones .(8) 

In the case of thyroid carcinoma , the surgeon must remove 
all neoplastic tissue in the neck, including the thyroid gland, 
affected lymph nodes, and/or soft tissue (9). There are 
three main types of thyroid surgery:  

- total thyroidectomy (the removal of the entire thyroid 
gland) 

- lobectomy or hemithyroidectomy (the removal of half of 
the thyroid gland) 

- subtotal thyroidectomy (the surgical removal of the entire 
gland except for a small portion on the less affected side)  

That portion not removed in subtotal thyroidectomy is near 
the parathyroid glands and the recurrent laryngeal nerve. 
Therefore, this procedure helps prevent injury to these 
structures. However, in some poor-prognosis patients, total 
thyroidectomy may be preferable because it lowers the risk 
of recurrence and facilitates the patient's follow-up (10, 11)  

 
(12). According to the guidelines of the American Thyroid 
Association, thyroidectomy should be performed for 
patients with a diameter >2 cm (without lymph node 
dissection).  According to the National Comprehensive 
Cancer Network (NCCN) guidelines, total thyroidectomy 
(without lymph node dissection) should be performed in 
people over 45 or under 15 years old. The Chinese guidelines 
are different from the previous two guidelines and 
recommend thyroid surgery along with central lymph node 
dissection for all patients to avoid laryngeal nerve and 
parathyroid involvement.  (13) 

Anaplastic thyroid carcinoma (ATC): 

Epidemiologically, ATC is higher in endemic goiter regions. 
The Frequency in females has a higher rate than in males, 
and the range of patients’ ages is between 60 to 70 years. 
Actually, papillary thyroid carcinoma (and follicular) can 
transform into an anaplastic tumor by long time duration 
and T53 gene inactivation. In the microscopic view 
increasing in mitosis, an infiltrative growth pattern, and 
vascular invasion can be seen.(1) 

In a documented case study, an uncommon occurrence of 
nasal tip metastasis in anaplastic thyroid carcinoma is 
reported, featuring a particularly intriguing mode of spread. 
The unique mechanism involved the local self-implantation 
of malignant cells, a phenomenon that had not been 
previously documented in the medical literature.(14) 

Treatment: 

One year and two years survival rates are 48% & 26% for 
the patients. Combined Resection (thyroidectomy + cervical 
lymph node resection if the tumor involves it) with 
radiotherapy may be useful to increase survival in stage IVA 
& IVB, but IVC stage due to distant metastasis have a poor 
prognosis, so there is no obvious difference between 
surgical or non-surgical methods in this stage).(1) 

According to the Wächter et all the median survival in stage 
IVA/IVB with multimodal therapy (thyroidectomy (TTX) 
+Lymphadenectomy (LAD) +External beam radiation 
(EBRT)) is higher than surgical therapy (6-79 months > 1-8 
months in debulking/tracheostomy).(15) 

Papillary thyroid carcinoma (PTC): 

Mostly, PTC is seen as a single nodule; however, with 
invasion to the lymphatic paratracheal chain, it can spread 
within the thyroid gland and causes multifocal tumor 
formation. If there were no evidence of recurrence or distant 
metastasis, survival would be at a high rate. If the nodule 
diameter is at a maximum rate <1 cm2, called papillary 
thyroid microcarcinoma, that has a good prognosis with a 
long survival (10-year survival>90%).(2, 16)  

Treatment: 

The common treatment for PTMC is procedures like total 
thyroidectomy (TT) and unilateral lobectomy (LT). Because 
of its long survival, physicians should consider the other 
parameter named “health-related quality of life (HRQoL). 
Briefly, LT has more benefits than TT for patients. (TT 
makes more problems like restriction on daily activities,  
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more scars in some patients, and lower scores in 
mental/physical health). (16) 

Open thyroidectomy (OT) is a standard procedure to treat 
thyroid carcinoma, but the complication of postoperative 
neck scar can decrease young women’s self-confidence. In 
other hand, surgeons can use a scarless procedure called 
transoral endoscopic thyroidectomy vestibular approach 
(TOETVA) that makes easy access and a short distance to 
the thyroid gland. In TOETVA, Surgeon can’t remove a 
thyroid nodule with a diameter higher than 3 cm (with 
extending central incision can be 3.5 cm). There’s a higher 
risk of infection and probability of mental nerve injury in this 
procedure. Generally, TOETVA has benefits for selective 
patients with low-risk or papillary thyroid microcarcinoma. 
(17) 

Another procedure that can avoid specious neck scars is a 
robotic thyroidectomy. For OT, the surgeon uses a 4-6 cm 
transverse incision to access the thyroid. Still, bilateral 
axillary-breast approach robotic thyroidectomy (BABA RT) 
requires two 8 mm axillary incisions + two pre-areolar 
incisions 8 & 12 mm on the left & right. This procedure 
facilitates visualization of the parathyroid gland and 
recurrent laryngeal nerve. Mostly, BABA RT is used for the 
treatment of tumors with a diameter<2 cm or a diameter 
between 2-4 cm without lymph node metastasis. (18) 

Although differentiated PTC grows slowly, depending on the 
genomic evolution, the tumor has the ability to metastasize 
to distant lymph nodes. Based on the Wu Z  et all" in which 
2108 PTC cases underwent surgery, the average metastasis 
was 57.23%, and this metastasis is correlated with the 
diameter of the tumor (in diameter > 2 cm, the probability 
of metastasis increases by 77.53% ). In this article, 2 
operation models of Surgery have been performed on the 
patients: 1- Total thyroidectomy + central lymph node 
dissection and 2- Total thyroid dissection + central and 
cervical lymph node dissection. Performing preventive 
lateral neck lymph node dissection increases the risk of 
shoulder syndrome, but it is recommended for PTC with a 
diameter > 1 cm to prevent metastasis. (13) 

Cervical nodal metastasis is a frequent occurrence in 
papillary thyroid cancer. The presence of such metastases 
is linked to higher recurrence rates and the potential for 
reduced survival. Detecting these central and lateral neck 
nodal metastases before surgery through clinical 
examination and cervical ultrasound is crucial for 
determining the most appropriate initial surgical approach.  

The terms "level VI neck dissection" and "central neck 
dissection" are often used interchangeably to describe the 
surgical removal of all lymph nodes in the region extending 
from the hyoid bone to the sternal notch between the 
carotid arteries. However, it's important to note that central 
neck dissection should also encompass the superior 
mediastinal lymph nodes in compartment VII.  

For patients with preoperatively or intraoperatively 
detected nodal involvement, therapeutic central neck 
dissection is recommended due to its positive impact on 
recurrence rates and survival. However, the topic of 
prophylactic central neck dissection for patients without  

 
detectable nodal disease remains contentious. There is no 
definitive evidence supporting improved recurrence rates or 
survival with this approach, and it carries the possibility of 
higher complication rates compared to total thyroidectomy 
alone.  

Reoperative central nodal dissection can be a complex 
procedure associated with increased complication rates. 
Nonetheless, in experienced medical centers, it can yield 
favorable outcomes.(19) 

Hurthle cell carcinoma (HCC): 

Hurthle cell carcinoma (HCC) is a rare disease with 
metastasis and poor prognosis. According to most studies, 
HCC is a subtype of follicular carcinoma. The factors of poor 
prognosis are age over 45 years, Surveillance, 
Epidemiology, and End Results , distant( SEER) stage, and 
late T stage (among stages T1-T4, T4 has the worst 
prognosis and the least survival). Surgery is the most 
effective treatment for HCC. (3, 20) 

Treatment: 

Without any evidence of metastasis, a prior history of neck 
irradiation, extrathyroidal tumor spread, or involving the 
contralateral lobe of the thyroid; the surgeon performs 
thyroid lobectomy and isthmusectomy because only 15-30% 
of patients have carcinoma. Iodine-131 can remove the 
remains of the thyroid lobe, which increases the chance of 
developing anaplastic cancer and prevent reoperation.  In 
patients with minimal invasiveness, especially in the elderly 
and with tumor size >4 cm, we prefer to perform total 
thyroidectomy. (21) 

During surgery, large central and lateral lymph nodes of the 
neck should be removed for frozen section examination. 
Suppose the metastasis of central neck nodes is confirmed. 
In that case, a central neck dissection should be performed. 
in this procedure, the surgeon removes paratracheal, 
perithyroidal, and Delphian lymph nodes from the level of 
the thyroid cartilage to the sternal notch. (21) 

Medullary thyroid carcinoma (MTC) 

MTC can be categorized into two main types: hereditary 
and non-hereditary (sporadic). Hereditary MTC, which 
accounts for 25% of MTC cases, can be further classified 
into two subtypes: familial MTC and part of the multiple 
endocrine neoplasia syndrome type 2 (MEN2), with two 
distinct forms known as MEN2A or MEN2B. The general 
treatment approach for MTC patients centers around 
surgical intervention. Total thyroidectomy and central neck 
dissection are the preferred treatments for nearly all MTC 
patients. Modified radical neck dissection is recommended 
for patients with lateral lymph node metastases. In cases 
where individuals are at risk of MEN2 syndromes, genetic 
testing should be conducted during early childhood. If the 
test yields a positive result, total thyroidectomy is typically 
recommended. Total thyroidectomy is also advised for all 
children with RET mutations. (4) 
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Familial MTC Sporadic MTC 

- The root cause of hereditary 
MTC is activating point 
mutations in the RET proto-
oncogene. 
- The initial indication of the 
disease typically presents as 
C-cell hyperplasia. 
-Behaves similarly to MEN 2A, 
and it's hard to differentiate 
from MEN2A. 
-Typically occurs in children. 
- Genetic testing should be 
conducted during early 
childhood. 

- Most MTCs(about 
80%) 
- Sporadic MTC 
doesn't initially 
manifest as C-cell 
hyperplasia. 
- Typically appears as 
a unilateral tumor. 
- Typically appears 
tumor in patients 
aged between their 
third and fifth 
decades. 

 
Table 1. (22).familial and sporadic MTC 

MEN2A MEN2B 

- more common than MEN 
2B 
- Is characterized by the 
development of bilateral 
MTC before the age of 10 . 
- Usually is characterized 
by the development of 
bilateral MTC . 
-Is recommended to 
perform prophylactic 
thyroidectomy before the 
age of 5 for MEN 2A 
patients 

- Is more aggressive than 
MEN2A with follicular 
thyroid carcinoma (FTC) 
manifesting in the first 
year of a child's life. 
- These children are 
advised to undergo total 
thyroidectomy within the 
first six months of life, 
preferably within the first 
month. 
- usually manifests before 
the age of 20 typically 
bilateral 
- early prophylactic or 
curative thyroidectomy is 
intended 

 
Table 2.(22). Types of MEN2 

Treatment: 

Chemotherapy and External-beam radiation therapy are 
ineffective in the treatment of FTCs. Genetic RET mutation 
carriers are at risk of hereditary FTC throughout their entire 
life. Bilateral lateral neck dissection may be done selectively 
for patients with tumors greater than 1 cm or when the 
positive nodal status is diagnosed preoperatively using 
imaging modalities.  Total prophylactic thyroidectomy 
should be performed in at-risk patients before the primary 
tumor development. But neck dissection is not necessary for 
them. About half of the patients with MTC will experience 
recurrence after the initial surgery. The risk of recurrence in 
MTC patients with negative nodal status is very low. But, in 
those with positive nodal involvement, the risk of recurrence 
is pretty high.(23) 

In the study Lallier M et.al, 13 patients with a family history 
of MEN 2 syndromes were treated with total thyroidectomy 
and central neck dissection. The study aimed to determine 
the appropriate age for prophylactic thyroidectomy in gene  

 
carriers of MEN 2 syndromes. They suggested that total 
thyroidectomy should be performed before age five and 
before the manifestation of C-cell hyperplasia or MTC. They 
concluded that total thyroidectomy should be the choice for 
initial treatment in genetic RET mutation carriers with a 
family history of MEN 2A.(24) 

Even though clinical bone metastasis is an infrequent 
phenomenon in patients with medullary carcinoma, it's 
essential to acknowledge that it can still happen. Therefore, 
when assessing individuals with metastatic bone lesions, 
healthcare providers should include medullary carcinoma in 
their list of potential differential diagnoses.(25) 

Differentiated thyroid carcinoma 

FTC and PTC  in comparison to other cancers, these two are 
highly curable. Still, the risk of recurrence or death from DTC 
is high in some patients. Therefore, the extent of initial 
treatment and follow-up should be individualized for every 
patient based on prognostic indicators (9). 

Differentiated thyroid carcinoma has a 10-year overall 
survival rate of 90% and a cause-specific survival rate of 
96% (26). 

PTC is more common (80-90% of DTCs) and less aggressive 
than FTC. Lymph node metastases are more common in 
PTC. At the same time, hematogenous dissemination and 
distant metastases are more common in FTC (27-29). 
Patients with FTC are usually older than PTC patients at the 
time of diagnosis. (12) 

The common treatment strategy in patients with DTC is 
complete or partial thyroidectomy followed by radioiodine 
(RI) therapy used for residual and/or metastatic sites. (26) 
there is controversy in the literature about the extent of 
initial surgery (12, 26). 

Accordin g to Barney BM et all , an unlimited number of 
23,605 patients with DTC between 1983 and 2002 have been 
studied using the Surveillance, Epidemiology, and End 
Results (SEER) database. They found that although total 
thyroidectomy offers a slightly better survival rate than 
lobectomy and near-total thyroidectomy, the difference is 
not significant, and one should consider the risk of 
complications of performing a total thyroidectomy 
(recurrent laryngeal nerve injury and post-operative 
hypoparathyroidism) before the conducting the operation. 
However, On the other hand, total thyroidectomy offers a 
lower probability of cancer recurrence. Therefore, it is 
suggested that treatment should be individualized for every 
patient based on the potential risks and advantages of 
these surgical strategies for the patient. (26) 

The combination of percutaneous osteoplasty, which is a 
minimally invasive procedure, with radioiodine therapy 
appears to be a highly effective approach for alleviating 
pain, maintaining bone stability, and enhancing the overall 
quality of life for patients with differentiated thyroid cancer 
(DTC) who have bone metastases. It's crucial to emphasize 
that radioiodine therapy is an essential component of the 
treatment plan following percutaneous osteoplasty to 
achieve optimal outcomes.(30) 
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Sella turcica and petrous bone metastases originating from 
differentiated thyroid carcinoma are indeed rare  
occurrences, with only a limited number of documented 
cases reported so far.(31)  

Follicular Thyroid Carcinoma 

Two types are minimally invasive (MI-FTC); tumors with ≤3   
 

 
foci of vascular invasion; and widely invasive (WI-FTC); 
tumors with >3 principles of vascular invasion (12, 28). 

Some well-known prognostic indicators for FTC: are distant 
metastasis, age (>45 or >60), tumor size (>4 cm), nodal 
involvement of the tumor, angioinvasion, and capsular 
invasion  (26, 29). 

 

Figure 1. Follicular thyroid carcinoma 

Follicular thyroid carcinoma (FTC) is the second most 
common thyroid gland cancer. (27) patients with FTC 
usually have a good prognosis except when a distant 
metastasis is associated. The most common sites of distant 
metastasis are the lung and bone. Treatments available for 
distant metastases are radioactive iodine (RI) therapy, 
surgery, and external beam radiation therapy (EBRT). for 
patients with DTC and distant metastasis, the initial 
treatment can be Total thyroidectomy followed by RI 
therapy (29). 

Lobectomy (hemithyroidectomy) may be done in some 
patients with MI-FTC sized less than 1 cm without vascular 
invasion. Also, in some cases where there is a 
contraindication for total or subtotal thyroidectomy, 
lobectomy is intended (9, 27, 28). 

In the course of postoperative follow-up, if distant 
metastasis is identified in a patient who has previously 
undergone hemithyroidectomy, it becomes necessary to 
perform a second operation known as completion 
thyroidectomy, which involves the removal of the 
contralateral lobe in cases where a hemithyroidectomy has 
already been performed. Additionally, radioactive iodine 
(RI) therapy may be required. (29, 32). 

Some recommend total thyroidectomy for all patients with 
WI-FTC because it facilitates thyroglobulin testing and RI 
scanning/treatment during the follow-up and lowers the 
risk of recurrence. (12) 

Lymph node metastases are rare (2-6%), and there's 
consensus in the literature that prophylactic lymph node 
dissection is not necessary for patients with FTC  (12, 27, 33). 
Lymphadenectomy should be performed for therapeutic 
intent in patients with positive nodal status diagnosed 
preoperatively or intraoperatively by frozen section 
analysis (28). 

Staubitz JI and colleagues reviewed the treatment 
strategies for FTCs published by international expert 
societies ,German Association of Endocrine Surgeons 
(CAEK) 2013, European Society of Endocrine Surgeons 
(ESES) 2014, British Thyroid Association (BTA) 2014, and 
American Thyroid Association (ATA) 2015, based on this 
study total or near-total thyroidectomy is recommended for 
all patients with FTC except for some low-risk patients with 
minimally invasive FTC (capsular invasion only) in the 
absence of some well-known risk factors (33). 

In a study comparing the effectiveness of total 
thyroidectomy versus lobectomy for the treatment of 
follicular thyroid microcarcinoma, they found that in the 
case of follicular thyroid microcarcinoma (≤1 cm), total 
thyroidectomy does not offer any survival advantage in 
comparison to lobectomy. However, the physician must rule 
out the presence of local or distant metastasis before the 
operation. Total thyroidectomy is intended in the presence 
of local/distant metastasis (34).   

After treating a case with DTC, the patient is always at risk 
of recurrence. Therefore, follow-up is needed throughout 
the patient's life (9). most cases of death related to cancer 
in FTC patients is when a recurrence of the disease happens. 
Surgery and 113 iodine therapy can be used to treat 
recurrences. The extent of the initial surgery in patients with 
a high risk of recurrence should be total thyroidectomy. 
After the surgery they should routinely be treated with 113 
iodine (9, 12). 

A small recurrence can be treated with 113 iodine alone. 
After three times of failures using 113 iodine therapy, surgery 
is recommended for the patient (35). 

The incidence of metastatic deposits in the skull bones 
arising from follicular thyroid carcinoma is a rare 
phenomenon. Even more exceptional is the occurrence 
where metastatic disease in the skull manifests as the initial  
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symptom without any apparent thyroid abnormalities. In a 
documented case study, a 60-year-old female patient 
exhibited a mass in the frontal region of her skull. Following 
this presentation, a fine needle aspiration cytology was 
performed, revealing the presence of an adenocarcinoma 
with a recurring follicular pattern.(36) 

Follicular thyroid carcinomas exhibit a higher tendency for 
spreading to distant sites compared to both papillary and 
anaplastic thyroid carcinomas. (8) 

Pain Management in Thyroid Carcinoma: 

Effective pain management is crucial in optimizing the 
postoperative care of thyroid carcinoma patients. Surgical 
interventions, such as total thyroidectomy, lobectomy, and 
subtotal thyroidectomy, are integral components of the 
therapeutic strategy. While these procedures aim to remove 
neoplastic tissue, the associated pain requires meticulous 
consideration.(37) 

Patients undergoing thyroid surgery may experience 
varying degrees of postoperative pain, necessitating a 
comprehensive pain management plan. A multimodal 
approach, incorporating pharmacological and non-
pharmacological interventions, should be tailored to 
individual patient needs. Non-opioid analgesics, such as 
nonsteroidal anti-inflammatory drugs (NSAIDs), can play a 
pivotal role in mitigating pain while minimizing opioid-
related side effects.(38) 

Furthermore, assessing the impact of pain on the health-
related quality of life (HRQoL) is imperative. The 
consideration of HRQoL in treatment decision-making 
underscores the holistic approach required in managing 
thyroid carcinoma patients. 

The complexity of pain management in thyroid carcinoma 
patients necessitates a nuanced and specialized 
approach.(39) 

Multimodal Pain Management: 

A multimodal pain management strategy involves 
combining various interventions to target different pain 
pathways, providing more comprehensive relief with 
reduced reliance on opioids. Non-opioid analgesics, such as 
acetaminophen, can be incorporated into the regimen to 
address mild to moderate pain levels. The synergistic 
effects of combining different classes of medications, such 
as NSAIDs and acetaminophen, contribute to enhanced 
pain control.(40) 

Nonsteroidal Anti-Inflammatory Drugs (NSAIDs): 

NSAIDs play a pivotal role in mitigating pain associated with 
thyroid surgeries by inhibiting inflammatory pathways. The 
use of NSAIDs is particularly beneficial in reducing 
postoperative pain and inflammation, contributing to an 
overall improvement in patient comfort. 

However, cautious monitoring for potential side effects, 
such as gastrointestinal bleeding or impaired renal function, 
is essential.(41) 

Opioid Analgesics: 

 
In cases of more severe pain, opioid analgesics may be 
considered as part of the pain management plan.Opioids 
should be prescribed judiciously, with careful consideration 
of the potential for side effects, including respiratory 
depression, constipation, and the risk of addiction.Short-
term use and a gradual tapering-off approach are 
recommended to minimize the risk of dependence.(42) 

Local Anesthetics: 

Local anesthetic techniques, such as regional nerve blocks 
or wound infiltration, can be employed to provide targeted 
pain relief. These techniques offer the advantage of 
minimizing systemic side effects associated with oral 
medications while directly addressing pain at the surgical 
site. Continuous infusion of local anesthetics through 
catheters may be considered for sustained relief in the 
postoperative period.(39) 

Patient-Controlled Analgesia (PCA): 

PCA allows patients to self-administer predetermined doses 
of analgesics, typically opioids, within established safety 
limits. This method empowers patients to manage their pain 
effectively while avoiding the delays associated with 
traditional nurse-administered pain 
medications.(43)Physical Therapy and Non-
Pharmacological Interventions: Incorporating physical 
therapy and non-pharmacological interventions, such as 
relaxation techniques and guided imagery, into the pain 
management plan can complement pharmacological 
approaches. These modalities contribute to a holistic 
approach that addresses both the physical and 
psychological aspects of pain. 

Assessment of Health-Related Quality of Life (HRQoL): 

Beyond the immediate postoperative period, continuous 
assessment of HRQoL is essential to gauge the impact of 
pain on a patient's overall well-being.Tailoring the pain 
management plan based on individual patient experiences 
and preferences ensures a patient-centered approach.(44) 

Conclusion: 

This narrative review delves into the multifaceted landscape 
of thyroid carcinoma, ranging from the highly aggressive 
anaplastic type to the more manageable differentiated 
subtypes. Understanding the nuances of each carcinoma is 
crucial for effective diagnosis and treatment. 

For anaplastic thyroid carcinoma, the limited therapeutic 
options for late-stage cases highlight the need for 
innovative approaches to improve patient outcomes. In 
contrast, papillary thyroid carcinoma offers a generally 
positive prognosis, with evolving surgical techniques and 
health-related quality of life considerations guiding 
treatment decisions. Hurthle cell carcinoma is a rare and 
aggressive entity, emphasizing the importance of timely 
intervention and the role of surgery in achieving the best 
possible outcomes. 

Medullary thyroid carcinoma, both hereditary and sporadic, 
underlines the significance of genetic testing for early 
diagnosis and the recommendation of thyroidectomy for  
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mutation carriers. Additionally, the differentiated forms of 
thyroid carcinoma necessitate individualized treatment 
strategies, considering factors such as surgery extent, 
radioiodine therapy, and vigilant long-term follow-up. 

This comprehensive review provides valuable insights for 
clinicians and researchers, paving the way for a better 
understanding of thyroid carcinoma and improved patient 
care. The diverse array of thyroid cancers necessitates 
tailored approaches that encompass both traditional and 
emerging treatments to enhance patient outcomes and 
quality of life. 

An individualized and comprehensive pain management 
strategy is vital in the postoperative care of thyroid 
carcinoma patients. By employing a multimodal approach, 
carefully selecting medications, and considering non-
pharmacological interventions, healthcare providers can 
enhance pain control while minimizing potential side effects. 
Regular assessment of HRQoL further ensures a holistic and 
patient-centric approach to pain management in the 
context of thyroid carcinoma surgeries. 
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