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SUMMARY – Surgical management of papillary thyroid carcinoma (PTC) includes total thy-
roidectomy and lobectomy. After lobectomy, a reoperation called completion thyroidectomy is occa-
sionally required. Postoperative hypocalcemia is the most common complication associated with thy-
roid surgery. Our main goal was to determine if there is a significant difference between the incidence 
rate of postoperative hypocalcemia in patients who underwent total thyroidectomy for PTC com-
pared with patients who underwent completion thyroidectomy for PTC. Apart from that, we ana-
lyzed the following potential predictive factors for the occurrence of hypocalcemia: sex, age, size of 
tumor, side of tumor, maximum diameter of individual lobe, occult metastasis, and operating surgeon. 
The study involved 340 patients who underwent surgery for PTC at the Department of ENT and 
Head and Neck Surgery, Zagreb University Hospital Centre, between February 25, 2013 and January 
3, 2016. Postoperative hypocalcemia incidence rates were higher in the total thyroidectomy group 
than in the completion thyroidectomy group (37.8% and 29.0%, respectively). However, these differ-
ences were not statistically significant. Every analyzed potential predictive factor was proven not to 
have any correlation with postoperative hypocalcemia. This study demonstrated that there was no 
significant difference between postoperative hypocalcemia rates in patients who underwent comple-
tion thyroidectomy compared with patients who underwent total thyroidectomy for PTC.
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Introduction

Papillary thyroid carcinoma (PTC) is a type of 
well-differentiated thyroid carcinoma (wDTC), along 
with follicular and Hürthle cell carcinoma. However, 
PTC is much more common than the other two types 
of wDTC, accounting for 70% to 90% of all cases of 
thyroid malignant neoplasms1–4. The incidence of PTC 
was increasing rapidly until the beginning of the last 
decade, with a female to male ratio of 3:15. The bright 
side of this high incidence is that PTC is considered to 

be the least aggressive type of thyroid carcinomas5. 
Long-term prognosis is excellent, with survival rates 
for adults being 90% at 20-year follow-up6. Contem-
porary management of PTC consists of primary surgi-
cal treatment, postoperative radioiodine therapy, and 
TSH-suppressive hormonal therapy (based on initial 
risk stratification and response to therapy on follow 
up). The extent of the surgery depends on the size of 
the PTC and associated risk factors. It is recommend-
ed that all high-risk patients are treated with total thy-
roidectomy2,7–9. Some guidelines recommend total 
thyroidectomy in low-risk patients for PTC greater 
than 4 cm in diameter, whereas lobectomy is the rec-
ommended treatment for smaller PTC7,8. On the oth-
er hand, others advocate for a more radical approach 
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and recommend lobectomy only in low-risk patients 
with PTC smaller than 1 cm in diameter2,9. However, 
after lobectomy 5-10% of patients require a secondary 
procedure called completion thyroidectomy10,11. The 
indications for completion thyroidectomy after diag-
nosis of PTC should be the same as for total thyroid-
ectomy12,13. Completion thyroidectomy can be per-
formed within 7 days (very early completion thyroid-
ectomy), within 8 days to 3 months (early completion 
thyroidectomy), or after 3 months from the primary 
surgery (delayed completion thyroidectomy)14. 

Until 2016, total thyroidectomy was performed on 
every patient diagnosed with PTC at our department 
regardless of the size of the tumor, and completion 
thyroidectomy was performed on every patient with 
wDTC diagnosis after initial lobectomy. However, to-
day we perform lobectomy in low-risk patients with 
PTC smaller than 1 cm. Total and completion thy-
roidectomy carry a certain risk of permanent and tran-
sient complications. In general, the most common 
complication after thyroid surgery is hypocalcemia 
caused by transient or permanent hypoparathyroid-
ism15. Transient hypoparathyroidism incidences range 
from 19% to 47%, and permanent hypoparathyroidism 
incidences range from 0% to 30%15–21. 

After completion thyroidectomy, transient hypo-
parathyroidism incidences range from 5% to 15% and 
permanent hypoparathyroidism incidences range from 
2% to 5%22,23. Postoperative hypoparathyroidism usu-
ally occurs due to devascularization of parathyroid 
glands, their inadvertent removal or destruction, or 
due to formation of hematoma causing their disfunc-
tion24,25. There are several risk factors associated with 
the development and greater incidence of hypopara-
thyroidism after thyroid cancer surgery. Bilateral neck 
lymph node dissection, gross extrathyroidal extension, 
and the presence of the parathyroid gland in the 
pathologic specimen (i.e. inadvertent removal of para-
thyroid gland) are proven to be significant risk factors 
for transient and permanent hypoparathyroidism17,26. 
In this study, we decided to investigate the rate of 
postoperative hypocalcemia after completion thyroid-
ectomy for PTC and compare it with the rate of post-
operative hypocalcemia after total thyroidectomy for 
PTC. Based on previous studies, we expected that the 
rate for postoperative hypocalcemia will be lower after 
completion thyroidectomy23.

Patients and methods

This was a retrospective study involving 340 pa-
tients who underwent surgery for PTC at the Depart-
ment of ENT and Head and Neck Surgery, Zagreb 
University Hospital Centre, between February 25, 
2013 and January 3, 2016. Patients who had any pre-
operative status that could affect postoperative hypo-
calcemia such as renal insufficiency, elevated PTH as a 
compensation, or vitamin D deficiency were excluded 
from this study. Patients were divided into two groups. 
The first group included patients who underwent total 
thyroidectomy, while the second group included pa-
tients who underwent completion thyroidectomy. In 
this study, we performed total thyroidectomy on pa-
tients with PTC, no matter the size. Furthermore, 
completion thyroidectomy was performed on patients 
who already underwent lobectomy but were later reop-
erated due to proven PTC at first surgery or because of 
previously proven fine needle aspiration biopsy for 
PTC, follicular/Hürthle tumor, nodes, or goiter in the 
non-operated lobe. Some patients in both groups were 
diagnosed with papillary cancer before surgery, while 
others were diagnosed after surgery. Patients who un-
derwent paratracheal dissection because of the previ-
ously proven metastases were excluded from the study. 
The levels of ionized calcium were measured for all 
patients the morning after surgery and then every day 
during hospitalization. Ionized calcium values below 1 
mmol/L were considered as hypocalcemia as in the 
study conducted by Paek et al.26 Patients were operated 
on by 6 different surgeons. We investigated the rate of 
postoperative hypocalcemia, transient and permanent, 
after completion thyroidectomy and compared it with 
the rate of postoperative hypocalcemia, transient and 
permanent, after total thyroidectomy. The criteria for 
permanent hypocalcemia was the need for calcium re-
placement six months after surgery. Parameters ana-
lyzed as potential predictive factors for the occurrence 
of hypocalcemia in both groups were: sex, age, size of 
tumor, side of tumor, maximum diameter of individual 
lobe, occult metastasis, and operating surgeon. We 
used Harmonic ACE (Ethicon Endo-Surgery Inc.) in 
all procedures to reduce operative time27. SAS version 
9.4 software (Cary, NC: SAS Institute Inc.) was used 
for statistical analysis. The chi-square test, Student’s t-
test, and one-way analysis of variance were used to 
compare the data and the incidence of hypocalcemia. 
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Furthermore, binary logistic regression was used to 
verify the risk factors for hypocalcemia. P values less 
than 0.05 were considered statistically significant.

Results

Patient descriptive statistics and demographics are 
shown in Table 1. The majority of the patients were 
women (84%). Mean age at time of surgery was 50.1 
years, ranging from 14 to 81. If categorized by age, al-
most 60% of patients were below 55 years of age. Fol-
lowing TNM classification, a large proportion of pa-
tients (45%) had a T1a tumor which was followed by 
T3 (22%), T1b (19%), T2 (12%), and T4 (2%). Mean 
maximum diameter of the bigger lobe was 4.61 cm, 
ranging from 2.00 to 9.00 cm. Mean postoperative cal-
cium level was 1.1 mmol/L, ranging from 0.64 to 1.32 
mmol/L. According to the obtained calcium levels and 
regardless of the reoperation, 122 (36%) patients expe-
rienced postoperative hypocalcemia, out of which 43 
(12.7%) developed permanent hypocalcemia while the 
rest recovered. If completion thyroidectomy was per-
formed, the mean time between surgeries was 26.50 
months. However, it is important to note that the 
range was from one to 600 months, and the median (2 
months) represents the data far better. Occult metasta-
sis was found in 26 (8%) patients. Results of the uni-
variate analysis of patient characteristics and total and 
completion thyroidectomy are presented in Table 2. 
The analyzed characteristics were sex, age, age group, 
T-status, maximum diameter of the bigger lobe (cm), 
side of tumor, post-operative calcium levels (unit), oc-
currence of hypocalcemia, occurrence of occult metas-
tasis, and operating surgeon. Characteristics for which 
significant differences were found between patients 
with total and completion thyroidectomy were T-sta-
tus (p= 0.010), maximum diameter of the bigger lobe 
(p= 0.009), and postoperative calcium levels (p= 
0.0165). Differences in hypocalcemic status were close 
to significance but they did not pass the threshold (p= 
0.0557). T1a, T3, and T4 proportions were found to be 
higher in the total thyroidectomy group, while T1b 
and T2 proportions were found to be higher in the 
completion thyroidectomy group. Differences in mean 
values between postoperative calcium levels were 
found to be significant and were higher in the comple-
tion thyroidectomy group. Although hypocalcemic 

Table 1. Patient characteristics demographics

Variable Total number  
of patients (n=340)

Sex F 284 (83.5%)
M 56 (16.5%)

Age Mean ± SD  
(range)

50.06 ± 14.63  
(14-81)

Age groups below 55 203 (59.7%)
above 55 137 (40.3%)

T T1a 152 (44.7%)
T1b 65 (19.1%)
T2 42 (12.3%)
T3 75 (22.1%)
T4 6 (1.8%)

Maximum 
diameter of bigger 
lobe (cm)

Mean ± SD  
(range)

4.61± 1.26
(2.00-9.00)

Side of tumor Left 158 (46.5%)
Right 182 (53.5%)

Post-op calcium 
levels

Mean ± SD  
(range)

1.05 ± 0.10
(0.64-1.32)

Occurrence of 
hypocalcemia yes

temporary 79 (23.2%)
permanent 43 (12.7%)

no 218 (64.1%)
Reoperation yes 76 (22.3%)

no 264 (77.7%)
Time between two 
operation (month)

Mean ± SD
(range)
median

26,5 ± 90,41
(1 – 600)
2

Occult metastasis yes 26 (7.7%)
no 314 (92.3%)

Surgeon 1 85 (25.0%)
2 52 (15.3%)
3 53 (15.6%)
4 16 (4.7%)
5 103 (30.3%)
6 31 (9.1%)

status did not pass the significance threshold, it is im-
portant to note that the proportion of temporary hy-
pocalcemia was higher for total thyroidectomy (26.1 vs 
13.2%), while the permanent hypocalcemia proportion 
was higher for completion thyroidectomy (15.8 vs 11.7 
%). Results of multivariate logistic regression analysis 
of risk factors associated with the occurrence of post-
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operative hypocalcemia are presented in Table 3. We 
tested a model presuming that sex, age, age group, T-
status, maximum diameter of the bigger lobe, side of 
the tumor, reoperation, occurrence of occult metasta-

sis, and operating surgeon can predict if hypocalcemia 
will occur or not. The model ended up being not sig-
nificant (p= 0.3486). However, it is worth noting that 
the odds of hypocalcemia were somewhat higher for 

Table 2. Univariate analysis of patient characteristics for total and completion thyroidectomy

Variable Total thyroidectomy 
(N=264)

Completion 
thyroidectomy (N=76) p value

Sex 0.2918
F 217 (82.2%) 67 (88.2%)
M 47 (17.8%) 9 (11.8%)

Age 0.2242
Mean ± SD (range) 50.58 ± 14.74 (14-81) 48.23 ± 14.21 (20-79)

Age groups 0.3336
below 55 154 (58.3%) 49 (64.5%)
above 55 110 (41.7%) 27 (35.5%)

T 0.0100
T1a 125 (47.4%) 27 (35.5%)
T1b 43 (16.3%) 22 (29.0%)
T2 28 (10.6%) 14 (18.4%)
T3 62 (23.5%) 13 (17.1%)
T4 6 (2.2%) 0 (0.0%)

Maximum diameter of bigger lobe (cm) 0.0086
Mean ± SD (range) 4.51± 1.26 (2.00-9.00) 4.95± 1.24 (3.00-9.00)

Side of tumor 0.9339
Left 123 (46.6%) 35 (46.1%)
Right 141 (53.4%) 41 (53.9%)

Post-op calcium levels 0.0165

Mean ± SD (range) 1.04 ± 0.10
(0.64-1.23)

1.07 ± 0.09
(0.82-1.32)

Hypocalcemia 0.0557

yes temporary 69 (26.1%) 10 (13.2%)
permanent 31 (11.7%) 12 (15.8%)

no no 164 (62.2%) 54 (71.0%)
Occult metastasis 0.0837

yes 240 (91.0%) 74 (97.4%)
no 24 (9.0%) 2 (2.6%)

Surgeon 0.3694
1 60 (22.7%) 25 (32.9%)
2 42 (15.9%) 10 (13.2%)
3 40 (15.2%) 13 (17.1%)
4 14 (5.3%) 2 (2.6%)
5 85 (32.2%) 18 (23.7%)
6 23 (8.7%) 8 (10.5%)
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Table 3. Multivariate logistic regression analysis of risk factors associated with postoperative 
hypocalcemia

Variables 95% Confidence interval
Odds ratio Lower Upper p value

Sex (F) 1.0828 0.5790 2.0250 0.8033
Age* 1.0078 0.9795 1.0368 0.5937
Age group (above 55) 0.9421 0.4154 2.1368 0.8865
T (T1a) T1b 0.9191 0.4817 1.7539 0.7982

T2 1.4281 0.6449 3.1635 0.3799
T3 0.8667 0.4773 1.5740 0.6385
T4 0.1853 0.0302 1.1376 0.0687

Maximum diameter of bigger lobe* 1.1973 0.9904 1.4473 0.0628
Side of tumor (Left) Right 0.7519 0.4700 1.2030 0.2344
Occult metastasis (yes) 0.5485 0.2103 1.4308 0.2196
Completion thyroidectomy 0.6760 0.3736 1.2229 0.1954
Surgeon (1) 2 0.5807 0.2693 1.2524 0.1658

3 0.6476 0.3014 1.3918 0.2657
4 0.7018 0.2191 2.2481 0.5511
5 0.5268 0.2745 1.0113 0.0541
6 1.0052 0.3923 2.5757 0.9914

* per unit of change in regressor

Table 4. Multivariate logistic regression analysis of risk factors associated with permanent 
hypocalcemia (n/a – not estimable)

Variables 95% Confidence interval
Odds ratio Lower Upper p value

Sex (F) 0.3599 0.0961 1.3476 0.1293
Age* 0.9811 0.9265 1.0389 0.5142
Age group (above 55) 0.8876 0.1842 4.2775 0.8818
T (T1a) T1b 0.4144 0.1178 1.4575 0.1698

T2 0.5957 0.1169 3.0362 0.5330
T3 2.1489 0.5694 8.1104 0.2590
T4 n/a n/a n/a n/a

Maximum diameter of bigger lobe* 0.8418 0.5466 1.2964 0.4344
Side of tumor (Left) Right 0.7742 0.3022 1.9834 0.5936
Occult metastasis (yes) n/a n/a n/a n/a
Completion thyroidectomy 2.6133 0.8173 8.3554 0.1053
Surgeon (1) 2 1.0835 0.2518 5.5259 0.8340

3 0.5592 0.1699 2.5991 0.5570
4 1.9280 0.1449 20.580 0.6657
5 2.2243 0.6453 7.5517 0.2070
6 2.5562 0.4168 20.641 0.2797

(n/a – estimate not possible)
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female patients and increased with age (per unit of 
change in regressor) and maximum diameter of the 
bigger lobe. T1a status of the tumor was also associat-
ed with lower odds, except when compared with T2 
status when there was a bigger chance of onset of hy-
pocalcemia. If the tumor was located on the left side, 
the chances were lower. These results are speculative 
and cannot be considered as predictors because they 
did not reach statistical significance. Multivariate lo-
gistic regression analysis was also used for determining 
risk factors for permanent hypocalcemia in 122 hypo-
calcemic cases, and the results are presented in Table 4. 
The model was the same as the one described above 
and was significant (p= 0.0028). However, none of the 
factors alone passed the threshold in Wald test. Esti-
mated odds ratios were also not significant.

Discussion

Postoperative hypocalcemia is of great concern for 
all surgeons performing thyroidectomy. It is the most 
common postoperative complication associated with 
thyroid surgery. It is mostly caused by transient hypo-
parathyroidism and less frequently by permanent hy-
poparathyroidism (hypocalcemia lasting longer than 6 
months) that can develop after total thyroidectomy, 
lobectomy, or completion thyroidectomy28. Surgical 
management of PTC is still a subject of controversy. 
As already mentioned in the introduction, there is still 
no uniform opinion on when total thyroidectomy ver-
sus lobectomy is recommend for treating PTC2,7–9,29. 
Over the duration of this study, we performed total 
thyroidectomy on patients with PTC regardless of the 
size of the tumor. Completion thyroidectomy was per-
formed on patients who already underwent lobectomy 
but were later reoperated. Primary indication for com-
pletion thyroidectomy for some patients was not PTC, 
but one of the following: follicular carcinoma, Hurtle 
cell tumor, nodes, or goiter. However, histopathologi-
cal analysis demonstrated that they all had PTC in 
their sample. The main goal of this study was to deter-
mine if there was a significant difference between the 
incidence of postoperative hypocalcemia in patients 
who underwent total thyroidectomy for PTC com-
pared with patients who underwent completion thy-
roidectomy for PTC. The study demonstrated that 
there was no statistically significant difference in the 
incidence rates of postoperative hypocalcemia between 

the two groups. The group that underwent total thy-
roidectomy had 37.8% of patients with postoperative 
hypocalcemia while the group that underwent com-
pletion thyroidectomy had 29.0%. There have been 
only a few studies on this subject. As in our study, Li et 
al. demonstrated that there was no significant differ-
ence between hypocalcemia rates in completion the 
thyroidectomy and total thyroidectomy groups30. In 
contrast, Merchavy et al. demonstrated that there was 
a significantly lower risk of postoperative hypocalce-
mia after completion thyroidectomy31. The incidence 
of hypocalcemia after total thyroidectomy was found 
to be lower in some other studies, varying from 12% to 
31% 17,23,25,31,32. However, some meta-analyses show 
that it can vary from 30% to 60%33. Likewise, the inci-
dence of hypocalcemia after completion thyroidecto-
my is also lower in most other studies we investigated, 
varying from 1% to 18%23,30,31. These differences may 
be due to different ways of defining hypocalcemia. In 
addition, we found that transient hypocalcemia was 
more prevalent after total thyroidectomy than the in 
completion thyroidectomy group (26.1% and 13.2%, 
respectively), while permanent hypocalcemia was more 
frequent in the completion thyroidectomy group than 
in the total thyroidectomy group (15.8% and 11.7%, 
respectively). However, those differences were not sta-
tistically significant. Li et al. did not report the results 
in agreement with ours. In their study, both transient 
and permanent hypocalcemia were more represented 
in the total thyroidectomy group30. In the study con-
ducted by Merhchavy et al., there were no cases of per-
manent hypocalcemia, but transient hypocalcemia was 
more frequent in the total thyroidectomy group31. 
Based on our research and other studies, we can con-
clude that transient hypocalcemia is more common 
after total thyroidectomy. The rates of permanent hy-
pocalcemia in both total the thyroidectomy and com-
pletion thyroidectomy groups (11.8%, 15.8%, respec-
tively) were notably higher in this study when com-
pared with other studies where those rates vary from 
0.0% to 2.8%17,25,30,31. Even though there was no sig-
nificant difference between rates of hypocalcemia in 
the total thyroidectomy and the completion thyroidec-
tomy group, postoperative calcium levels were slightly 
lower in the total thyroidectomy group. This study 
demonstrated that tumor size was not in correlation 
with hypocalcemia rates, which is in concordance with 
studies by Cho et al. and Lee et al.34,35 However, we 
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determined significant differences in hypocalcemia 
rates after total thyroidectomy and completion thy-
roidectomy in patients with the same T stage (TNM 
classification). Additionally, we analyzed if the dimen-
sion of the biggest thyroid lobe was related to postop-
erative hypocalcemia, but there was no statistically 
significant correlation. However, the incidence of hy-
pocalcemia was somewhat higher and increased with 
the diameter of the bigger lobe. Mejia et al. demon-
strated a positive correlation between preoperative 
thyroid gland size and hypocalcemia36. The surgeons in 
this study differed in experience and in annual surgical 
volume. As reported in previous studies, we expected 
that there would be a significant difference between 
hypocalcemia rates between patients operated by dif-
ferent surgeons37,38. However, we found that postoper-
ative hypocalcemia rates in our institution did not de-
pend on the surgeon who performed the total thyroid-
ectomy or completion thyroidectomy procedure. This 
study showed that sex was not an independent risk 
factor for post-thyroidectomy hypocalcemia, which is 
in contrast with studies by Rogerio et al. and Poch et 
al. They proved that female sex was more susceptible to 
postoperative hypocalcemia after total thyroidectomy 
33,39. However, Nair et al. also did not find that female 
sex affects hypocalcemia rates40. Age was another fac-
tor that this study found not to correlate with post-
thyroidectomy hypocalcemia rates. In the literature, 
there are contrasting opinions about the correlation 
between the development of post-thyroidectomy hy-
pocalcemia and patient age. Some have found that hy-
pocalcemia is associated with younger age, whereas 
some have found an association with advanced age41. 
As in our study, Edafe et al. also reported no signifi-
cant correlation between age and hypocalcemia after 
thyroidectomy42. Existence of occult metastasis was 
also not correlated with post-thyroidectomy hypocal-
cemia. There are no other studies that investigated this 
correlation. Similarly, our study found that the hypo-
calcemia rates after total thyroidectomy are not in cor-
relation with the side of thyroid gland infiltrated with 
PTC. There are no published studies concerning the 
aforementioned factor. In our study, 22 patients had 
hypocalcemia after completion thyroidectomy, 10 of 
whom had temporary and 12 of whom had permanent 
hypocalcemia. We analyzed whether the time of reop-
eration was correlated with developing temporary or 
permanent hypocalcemia, but we found no significant 

correlation. On the one hand, it is possible that time 
from first lobectomy and time for recovery of the para-
thyroid on that side of the neck could affect whether 
the patient will develop temporary or permanent hy-
pocalcemia. On the other hand, that could be affected 
only by how the second lobectomy is performed. Ob-
viously, it could also be affected by both of these fac-
tors. However, our analysis does not show evidence for 
any of that, perhaps because operations were per-
formed by different surgeons. Finally, we must men-
tion vitamin D, an important factor for postoperative 
hypocalcemia after thyroid surgery. Some studies have 
demonstrated that deficient levels of preoperative vita-
min D are a significant risk factor for transient postop-
erative hypoparathyroidism after thyroid surgery. 
Therefore, they propose preoperative supplementation 
of vitamin D in order to minimize the risk of hypocal-
cemia43–45. 

Conclusion

This study proved that there is no significant differ-
ence between postoperative hypocalcemia rates in pa-
tients who underwent completion thyroidectomy 
compared with patients who underwent total thyroid-
ectomy for PTC. In other words, this study demon-
strates that completion thyroidectomy is as safe as to-
tal thyroidectomy for management of PTC with re-
gard to postoperative hypocalcemia. Size of PTC, 
preoperative dimension of the biggest thyroid lobe, 
surgeon experience, annual surgical volume, gender, 
age, occult metastasis were not proved as significant 
risk factors for postoperative hypocalcemia. 
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Sažetak

HIPOKALCIJEMIJA NAKON “COMPLETION” TIREOIDEKTOMIJE  
ZBOG PAPILARNOG KARCINOMA ŠTITNJAČE

B. Bumber, V. Potroško, O. Vugrinec, M. Ferenčaković i K. Gršić

Kirurška terapija papilarnog karcinoma štitnjače obuhvaća totalnu tireoidektomiju i lobektomiju. Katkad je nakon lobek-
tomije potrebno napraviti reoperaciju koja se naziva „completion“ tireoidektomija. Postoperativna hipokalcijemija najčešća je 
komplikacija povezana s kirurgijom štitnjače. Cilj našeg rada bio je utvrditi postoji li značajna razlika u učestalosti postope-
rativne hipokalcijemije kod pacijenata koji su bili podvrgnuti totalnoj tireoidektomiji zbog papilarnog karcinoma štitnjače i 
pacijenata kod kojih je rađena „completion“ tireoidektomija zbog papilarnog karcinoma štitnjače. Osim toga analizirali smo 
sljedeće potencijalne prediktivne faktore za pojavu hipokalcijemije: spol, dob, veličina tumora, strana tumora, maksimalni 
promjer pojedinačnog režnja, okultne metastaze i kirurg. U istraživanje je bilo uključeno 340 pacijenata operiranih zbog 
papilarnog karcinoma štitnjače na Klinici za bolesti uha, grla i nosa i kirurgiju glave i vrata, KBC Zagreb, u razdoblju od 25. 
veljače 2013. do 3. siječnja 2016. Učestalost hipokalcijemije nakon totalne tirodektomije bila je veća, 37, 8% u usporedbi s 
29% nakon „completion“ tireoidektomije. Unatoč tome, ta razlika nije bila statistički značajna. Nijedan od analiziranih fak-
tora nije doveden u korelaciju s postoperativnom hipokalcijemijom. Naše je istraživanje pokazalo da ne postoji značajna 
razlika u učestalosti postoperativne hipokalcijemije između pacijenata podvrgnutih „completion“ tireoidektomiji i pacijenata 
podvrgnutih totalnoj tireoidektomiji zbog papilarnog karcinoma štitnjače.

Ključne riječi: papilarni karcinom štitnjače, totalna tireoidektomija,“completion“ tireoidektomija, hipokalcijemija


