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ABSTRACT
Background: Thyroid being an endocrine gland is involved in a diverse problems ranging from benign to a more concerned malignancy1. A benign looking thyroid swelling in a regular surgical clinic has to be evaluated and managed accordingly1. Thyroid diseases are commoner in females than in males2.
Aim: To identify the frequency of thyroid malignancy among patients with goiters in a private setting.
Method: This is a 2-year analytical descriptive retrospective study. All patients who underwent thyroidectomy in the center within the last two years who were16years and above were recruited. Data were collected from hospital record and patients’ details; age, sex, presenting complaints,investigations,diagnosis and treatment method were gotten.Results of their diagnosis and treatment were analyzed using Chi square for categorical values and T test for continuous variables.
Results: During the period of 2 years January 2022 to January 2024, 22 thyroidectomies were performed in the private hospital. Eighteen(18)(81.8%) were females, four(4)(18.2%) were males. Of all the thyroidectomies, three(3)(13.6%) were malignant (follicular thyroid cancer) while nineteen(19)(86.4%)were benign. Fifteen (68.2%) patients had total thyroidectomy, 5(22.7%) patients  had hemithyroidectomy and 2(9.1%) patients had completion thyroidectomy.
Conclusion: The frequency of thyroid malignancy in our practice is low. Follicular thyroid cancer is the commonest differentiated thyroid cancer in the region. Thyroidectomy is safe and feasible in a low resource private center with  expertise.
Limitations: small sample size
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Introduction
Thyroid being an endocrine gland is involved in a diverse problems ranging from benign to a more concerned malignancy.(1) A benign looking thyroid swelling in a regular surgical clinic has to be evaluated and managed accordingly.(1) Thyroid diseases are commoner in females than males.(2) Thyroid cancer is the most common endocrine cancers. Its incidence has continuously increased in the last three decades all over the world including Africa though with little data.(3,4,5) The increasing incidence is evidenced by the annual percentage change from 25% in 1990/1997 to 6.6% from 1997/2009 in USA for both genders.(3) The mortality from thyroid cancer is relatively low and had remained almost the same showing only slight increase.(5) Currently, it is unclear whether the noted increase in thyroid cancer is real or from overdiagnosis.(5) Thyroid cancer has different distribution on gender, age, race and environmental conditions.(5) In spite of increased progress in a better understanding of the thyroid cancer molecular biology, defining risk profile is difficult.The only clearly known is that differentiated cancers arise from the follicular cells of the thyroid gland and follicular cancer represents an increased portion of thyroid cancers in regions where dietary intake of iodine is low.(5,6) Familial occurrence of thyroid cancer is estimated at 5% for papillary thyroid cancer (PTC) and follicular thyroid cancer (FTC) and 15-30% for medullary thyroid cancer (MTC). (7) Mutations and Translocations in the genes coding the mitogen-activated protein kinase (MAPK) cellular signaling pathway have been implicated in the genetic basis of most thyroid cancers.(8)In a review of trends of differentiated thyroid cancers from some West Africa tertiary centers, the results indicated that in the 1980s, there was a predominance of follicular cancer over papillary cancer (35.8% vs 27.3%). (9) However, in the same report from the 1990 to 2004, there was a documented increase in papillary thyroid cancer over the follicular thyroid cancer (35.7% vs 24.8%). This may be a reflective of the changing iodine status of the continent as a result of widespread iodinization programs and a progressive increase in radiation exposure in the continent.(4,9) Thyroid cancers are fairly well studied in the African continent and results of review of biopsy specimens indicate that follicular cancers are sometimes the commonly encountered thyroid neoplasms in some geographical locations.(4) This distribution of follicular cancer may be largely dependent on the iodine status of the area of study.Over the last decades, there has been worldwide increase in the incidence of Papillary thyroid cancer and this was attributed to early detection and advanced imaging technology with risk of overdetection.(10) Anaplastic thyroid cancers (ATC) are a histologically heterogeneous group of extremely aggressive undifferentiated tumors arising from the follicular epithelium which accounts for 2–5% of all thyroid cancers.(11) ATC cells do not retain any of the biological features of the original follicular cells such as uptake of iodine and synthesis of thyroglobulin.(11) The prevalence of anaplastic thyroid neoplasms ranges from 4% to 21.4%. It is important to note that high prevalence rates of anaplastic cancers occurred in same regions with high prevalence rates of follicular cancers. Medullary carcinoma of the thyroid (MTC), a distinct thyroid carcinoma originating in the para follicular C cells of the thyroid gland was the least documented malignancy.(4) In Africa and worldwide, there are recent documented changing trend of increased prevalence rates of papillary thyroid cancer more than other types of thyroid cancers. The reason for the increase is controversial; attributed to the increased diagnostic intensity, lifestyle and environmental changes.(4,10) Based on data, thyroid cancer is the fifth most common cancer in women.(12)
During evaluation a thyroid function panel, high-resolution diagnostic thyroid ultrasound and fine-needle aspiration cytology[FNAC] are the most appropriate initial patient assessment. The FNAC result is usually reported by the Bethesda Criteria for reporting Thyroid Cytology, which stratifies the biopsy results and recommends the next line of treatment.(13) Treatment for differentiated thyroid cancer remains mainly surgical resection, followed by radioiodine ablation when indicated and suppression with thyroid hormone.(14,15) Systemic radiation and chemotherapy in advanced cases refractory to conventional treatment and in recurrence. To minimize the risk of complications, specifically recurrent laryngeal nerve injury and hypoparathyroidism, surgery is recommended, performed by experienced, ‘high-volume’ thyroid surgeons.(16) In the developing countries, the little data and the very limited technical platform, especially in Africa concerning thyroid cancer has necessitated this study. We aim to assess the frequency of thyroid cancer  among patients with goiters in private setting and to analyze the epidemiological, clinical, and ultrasound risk factors.
Method: 
This is a 2-year analytical descriptive retrospective study. All patients who underwent thyroidectomy in the center within the last two years who were16years and above were recruited. Data were collected from hospital record and patients’ details; age, sex, presenting complaints, investigations, diagnosis and treatment method were gotten.Results of their diagnosis and treatment were analyzed using Chi square for categorical values and T test for continuous variables. 

Results:
During the period of 2 years January 2022 to January 2024, 22 thyroidectomies were performed in the private hospital. Eighteen(18)(81.8%) were females, four(4)(18.2%) were males. Of all the thyroidectomies, three(3)(13.6%) were malignant (follicular thyroid cancer) while nineteen(19)(86.4%)were benign. Among the thyroid cancers seen, 2(66.7%) were females while 1(33.3%) was a male and all were above 55years of age. Fifteen (68.2%) patients had total thyroidectomy, 5(22.7%) patients  had completion thyroidectomy,hemithyroidectomy and 2(9.1%). 
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Fig 1-Resected thyroid gland

Figure 2: Sex Distribution

Table 1: Age Distribution
	                                   Male                Female          Total                              

	Age  


	
16-25                                       1                        1                  2                                                                                                               
26-35                                       1                        3                  4
36-45                                       1                        8                  9
46-55                                       1                        3                  4
56-65                                                                 2                  2
66-75                                                                 1                  1
76-85 
86-95                                                                                                       

	Total                                    4                                                 18               22



Table 2: Pathological Distribution 
	Diagnosis
FTC
PTC
Multi-nodular goitre (MNG)
	Frequency 
    3                 
    0
   19
	Percentage(%)
  13.6
  0.0
  86.4




Discussion
In this study,women were predominant (81.8%) and the average age was 40.5 years, which corroborates data from the African and the world literature.(17,18,19)
This study shows an increased incidence  of  thyroid cancer when compared to similar studies done in the same area and other regions. (17,20,21) It also noted increased incidence of  follicular thyroid cancer (13.6%) in the region when compared to previous study done in the same region that reported (7.1%) follicular thyroid cancer in four years. (17) 
We revealed that there was no regional change in the type of thyroid cancer seen in the locality when compared to previous study in the region. (17)
We found out that thyroid cancer was commoner in females and that the age of onset tended to be younger, this corresponds to what is seen in other studies.(12,20) Patients with follicular carcinoma are typically older than those with papillary carcinoma, with average age of sixth decades and female-to-male ratio of 3 to1 which corresponds with the finding in the study.(22) The potential reason suggested for the global increase in incidence of follicular thyroid cancer which has been iodine intake,our study showed a thyroid cancer frequency of 20%. (23) 

CONCLSION
In developing countries, it appears necessary to introduce the use of more precise diagnostic tools for thyroid cancer and also, to reinforce the improvement of known, controllable risk factors such as iodine intake as this could have contributed to persistent of same type of thyroid cancer and an increased incident in the same region.
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