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The Routine Use of Post-Operative Drains in Thyroid Surgery: An
Outdated Concept

Abstract
The use of surgical drains in patients undergoing thyroid surgery is standard surgical teaching. Life-threatening complications, arising from
post-operative haematomas, mandates their utilization. There is increasing evidence to suggest that this is an outdated practice. This paper
determines whether thyroid surgery can be safely performed without the routine use of drains. A retrospective review of patients undergoing
thyroid surgery, over a three year period was performed and post-operative complications documented. One hundred and four thyroidectomies were
performed. 63 (60.6%) patients had a partial thyroidectomy, 27 (25.9%) had a total thyroidectomy and 14 (13.5%) had a sub-total thyroidectomy.
Suction drains were not inserted in any patient. A cervical haematoma did not develop in any patient in this series and no patient required
re-operation. There is no evidence to suggest the routine use of surgical drains following uncomplicated thyroid surgery reduces the rate of
haematoma formation or re-operation rates and indeed is now unwarranted.

Introduction
The prevalence of thyroid swellings (goiter) varies between 4.2% and 51.3%, depending on age, sex and the presence of iodine deficiency

1,2
.

Indications for surgical intervention vary but include patients in whom there is a suspicion of malignancy; those who exhibit local pressure
symptoms (dyspnoea, dysphagia); refractory hyperthyroidism and finally, for cosmetic reasons

3
. The extent of thyroid surgery depends on the

surgical indication for intervention. Patients undergoing thyroid surgery are regarded as being at increased risk of post operative haematoma
formation and subsequent respiratory distress requiring re-operation. Therefore, most thyroid surgeons routinely use drains post-operatively

4
.

The development of a cervical haematoma, which necessitates re-exploration, occurs in approximately 1 â�� 1.5% of patients undergoing thyroid
surgery

5-7
.  In recent years, a number of arguments against the routine use of drains have been proposed. These include the blockage of drains

leading to the development of a collection despite their presence
6,8

; respiratory distress which can occur as a result of other surgical
complications

9
; pre-disposition to the development of infection, increased post-operative pain, prolonged hospital stay and increased

cost
8,10â��12

. The aim of this study was to determine whether the absence of drains post uncomplicated thyroidectomy increased the associated
complication rate. 

Methods
Data were obtained from a prospectively collated database. A retrospective review of all patients undergoing thyroid surgery (lobectomy, total
or subtotal thyroidectomy) by a single surgeon (MJK) between September 2004 and December 2007 was performed. Records of patients were reviewed
and biographical data, pre-operative medications, thyroid status, indication for surgical intervention, treatment and outcome were recorded.
Post-operative haematoma formation and re-operation rates were specifically sought.

Results
In the study period, a total of 104 thyroid operations were performed.  There were 87 (83.7%) females and 17 (16.3%) males. Their age ranged
between 14 to 81 years with a mean age of 44.7 years. Indications for surgery included refractory hyperthyroidism in 39 (37.5%), Hashimotoâ��s
disease in 22 (21.2%) a solitary nodule in 21 (20.1%) and carcinoma in 22 (21.2%). A partial thyroidectomy (lobectomy) was undertaken in 63
(60.6%) patients and a total thyroidectomy in 27 (25.9%) and a sub-total thyroidectomy in 14 (13.5%) patients. An associated lymph node
dissection was performed in 5 (4.8%) patients. Pre-operative Lugolâ��s Iodine was utilized in 8 (7.69%) patients. Suction drains were not
utilized in any patient within the series. 
At the time of wound closure, a Valsalva manoeuvre was performed to ensure that there were no occult bleeding points. Within this group of
patients no cervical haematoma developed and no patient required re-operation. No wound infections were reported. Two (1.9 %) patients
developed transient recurrent laryngeal nerve palsy. This resolved within six weeks. Thirty-eight patients (36.5%) developed hypocalcaemia, of
which only one patient is permanently dependent on calcium supplementation. Specific complications dependent on operation type are
demonstrated in Table 1. The average length of stay for patients undergoing thyroid surgery was 2.98 days (range 1 â�� 8 days), with the
majority of patients with a thyroid lobectomy being discharged on the second post-operative day and total and subtotal thyroidectomy patients
being discharged on the third post-operative day.

Discussion
The insertion of a drain following uncomplicated surgery for thyroid disease remains based on tradition and the associated â��peace of mindâ��
that it imparts to the operating surgeon. There is limited evidence in the literature to support their routine use

13
.  The purpose of inserting

a drain is two-fold; to identify post-operative haemorrhage early and to prevent haematoma or seroma formation. The importance of this lies in
the ability to prevent associated airway compromise. While this complication occurs infrequently, with a documented rate of 0 â�� 1.5%

5-7
, when

it does it requires immediate intervention and surgical re-exploration. We are aware that this study is limited by the fact that it is a
retrospective analysis. However, no patient from the series developed a cervical haematoma. Therefore, taken in conjunction with other
published literature it would seem that the routine use of drains in uncomplicated thyroid surgery is unjustified. It is important to
highlight however, the fact the no published studies have included patients who have undergone lateral neck dissections or those with
coagulation disorders.

Few studies have objectively measured the quantity of fluid in the thyroid bed following surgical intervention
8,14,15

.  Those that have did not
demonstrate a significant post-operative collection despite the presence or absence of a surgical drain. Where there was a drain inserted, the
presence of fluid within it was not mimicked by a significant fluid collection in the surgical bed. This suggests that either the drain itself
was causing inflammation leading to fluid formation, or that the negative suction was preventing the lymphatics sealing off and thereby
increasing seroma formation and drainage. A recent meta-analysis, published by the Cochrane Group, did not demonstrate any statistical
difference in the rates of re-operation or the development of respiratory distress between those patient who had a surgical drain inserted and
those who did not

13
.

The insertion of a drain is, in itself, associated with a number of specific complications. These include not only a separate surgical scar
but also increased discomfort at the drain site. While it has been postulated that the presence of a drain increases the risk of development
of nosocomial infection there is little definite evidence to support this

8,12,14
. In this series there were no documented wound infections in

the absence of a surgical drain. A significant disadvantage of the routine use of drains, in the current healthcare system, is that they have
been shown to be associated with prolonged hospital stay

16
. Each patient stayed for an extra day which in turn will obviously increased the

costs associated with thyroid surgery. In this study the average length of stay of patients was 2.98 days. Post-operative haematoma following
thyroidectomy can only be prevented by meticulous surgical technique and attention to haemostasis. The placement of a surgical drain does not
prevent this complication nor does it provide early warning of such an event. The absence of drains may facilitate earlier discharge of
patients, thereby reducing the surgical cost of the procedure. This study does not demonstrate any benefit for the routine placement of drains
following uncomplicated procedures for thyroid disease.
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