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Abstract
Purpose Categorize data to investigate the surgeon volume outcome relationship in thyroidectomies. Determine the evidence
base for recommending a minimum number of thyroidectomies performed per year to maintain surgical competency.
Methods Data on thyroid operations in the United Kingdom Registry of Endocrine and Thyroid Surgery (UKRETS) from 01/09/
2010 to 31/08/2016 was analysed. The primary outcome measure was permanent hypoparathyroidism (PH). Recurrent laryngeal
nerve palsy (RLN) and post-operative haematoma were also examined. Exclusion criteria included patient age > 85 or < 18 years,
and surgeons contributing <10 operations. Data analysis was performed using general additive models and mixed effect logistic
regression for PH and binary logistic regression for others.
Results For PH 10313 bilateral thyroid operations were analysed. The Annual rate (AR, p = 0.012) and nodal dissection
(P < 10−7) were significant factors. 25,038 thyroidectomies were analysed to investigate the effect of surgeon Volume on RLN
palsy and haematoma. Age, retrosternal goitre, routine laryngoscopy, re-operation, nodal Dissection, bilateral thyroidectomy,
RLN monitoring and surgeon volume were significantly associated with RLN palsy. Post-operative haematoma showed no
significant correlation to surgeon volume. Categorisation of AR showed that PH and RLN palsy rates declined in surgeons
performing >50 cases/year to a minimum of 3% and 2.6% respectively in highest volume AR group (>100 cases/year).
Conclusion Surgeon annual operative volume is a factor in determining outcome from thyroid surgery. Results are limited by a
high proportion of missing data, which could potentially bias the outcome, but tentatively suggests the minimum recommended
number of thyroid operations / year should be 50 cases.

Keywords Endocrine surgery . Surgeon volume . Thyroidectomy . Volume-outcome . Chronic hypocalcaemia, permanent
hypoparathyroidism, operative volume

Introduction

There is a wealth of published evidence linking surgeon vol-
ume and outcome, with high volume surgeons achieving

lower mortality, shorter hospital stay and fewer complications
across a number of surgical specialties. Explanations for this
effect include “practice makes perfect” and “selective referral”
theories [1]. This has influenced clinical practice, with more
specialization and high-risk procedures being increasingly un-
dertaken by high-volume surgeons [2].

Improved outcomes in high volume surgeons are also seen
in endocrine surgery, with fewer complications, decreased
length of stay (LOS) and reduced hospital charges [3].
Likewise in thyroid surgery a number of studies published
over the past 20 years have shown improvements in the thy-
roid surgery specific complications of hypocalcaemia, recur-
rent laryngeal nerve palsy (RLN) and post-operative
haematoma, as well as LOS and general post-operative com-
plications with increasing surgeon case-load [4–12]. Table 1.
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The source of data in all but two of these thyroid volume-
outcome studies is hospital administrative datasets [5, 9].
These datasets are derived from inpatient or discharge infor-
mation and are prone to subjectivity, variability and error
which limit their accuracy, and ultimately affect the quality
of the results [13]. Data in these databases is restricted to
inpatient activity, and complications are recorded retrospec-
tively, using international classifications of disease (ICD)
codes, assigned by non-clinical coders, often without precise
definition, but on the basis of whether these complications
have been recorded in the case notes, which leads to underes-
timation of complication rates [13].

For example the rate of post-operative transient
hypocalcaemia is 5.2% in a study from the United Kingdom,
using Hospital Episode Statistics (HES) [11]. Whereas the
United Kingdom Registry of Endocrine and Thyroid
Surgeons (UKRETS), which is compiled by clinicians reports
the incidence of temporary post-operative hypocalcaemia as
27% [14].

UKRETS is a national database which collects information
on elective and emergency thyroid, parathyroid, adrenal and
endocrine pancreas operations. It was started by members of
the British Association of Endocrine and Thyroid Surgeons
(BAETS) in 2004. The database contains preoperative, intra-
operative and post-operative clinical data, as well as pathology
and complications. A National Audit Report is published ev-
ery 3 years from the data in UKRETS, which is currently in its
5th edition [14]. The data entry fields for UKRETS are
outlined in the appendix to its report. UKRETS is mandatory
for surgeons in England but it also collects data for surgery in
England, Wales, Northern Ireland (NI) and Scotland. The data
is collected by BAETS members and is not validated.

Clinicians enter data into the database contemporaneously
or retrospectively for each surgical operation via an online
portal which is managed by Dendrite Clinical Systems
Limited on behalf of the BAETS. The database currently
holds data on more than 100,000 endocrine operations.
19,395 thyroid and parathyroid operations were recorded in
HES [15] in England over 12months fromApril 2016. 10,631
operations were recorded into UKRETS over the same time
period, which represents 55% (10,631/19395). But as
UKRETS includes data not only from England but also from
NI, Scotland and Wales, then the total proportion of thyroid
and parathyroid operations in UK added to UKRETS will be
less than 55%. However, data from England does form the
vast majority of UKRETS data.

Although the relationship between surgeon volume and
outcome is established, there is no accepted threshold to de-
fine a ‘high volume’ surgeon, nor method to determine its
value [1]. Consequently the volume outcome thyroid studies
each have different definitions of high volume surgery. The
minimum number of thyroidectomies performed per year to
maintain competency in the UK is currently 20 [16], thoughTa
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there isn’t a clear evidence base to support this particular
number of cases.

In this study UKRETS has been analysed to determine the
evidence base for recommending a minimum of 20 thyroidec-
tomies per year to maintain competency and a logical method
for categorizing data into groups to analyse the surgeon vol-
ume outcome. This has been investigated primarily through
the effect of surgeon’s annual thyroidectomy case-load on
permanent hypoparathyroidism (PH). RLN palsy and post-
operative bleeding have been also investigated.

Methods

The data in the UKRETS over 6 years from 1st September
2010 to 31st August 2016 was analysed. In 2009
hypocalcaemia definitions were amended and strict criteria
used to improve data entry, hence the time period starting in
2010 in this study.

From the available data in UKRETS on the three common
complications of thyroidectomy i.e. hypocalcaemia, RLN pal-
sy and post-operative haematoma; late hypocalcaemia or per-
manent hypoparathyroidism (PH) was considered to be the
best quality indicator of thyroidectomy for reasons outlined
in the discussion.

This study includes two separate analyses of UKRETS
undertaken on extracts of the database from 2017 and 2018.
Analysis of PH following thyroidectomy was examined in
more depth than RLN palsy or post-operative haematoma.

Analysis of permanent hypoparathyroidism

PH is defined in UKRETS as the need to take calcium and/or
vitamin D supplements to maintain normocalcaemia at
6 months following thyroidectomy. Cases with missing data
for this outcome were excluded from the analysis. Predictive
factors for PH included surgeons’ annual operation rate (AR),
patients’ age, gender, identity of surgeon (to examine effect of
clustering), and nodal dissection. These factors had been iden-
tified to be associated with PH from multivariate logistic re-
gression analysis published in the 2012 National Audit report
[17]. Table 2.

Surgeon annual operation rate was calculated by dividing
the number of thyroid operations performed by the length of
time the surgeon contributed cases. The effect of Graves’ dis-
ease on the probability of PH was not analysed, as it wasn’t
significantly associated with PH in the 2012 analysis [17].
Both thyroid cancer and nodal dissection although shown to
influence the probability of PH, are also independently corre-
lated, and as nodal dissections are undertaken exclusively for
thyroid cancer, it was illogical to include both in the analysis,
and nodal dissection alone was analysed.

Unilateral cases were excluded from PH analysis as this is
unusual following first-time unilateral thyroid surgery [14,
17]. Patients who died within 6 months of surgery or who
were lost to follow-up were also excluded. Patients aged >85
and < 18 years - who compromised the minority - were ex-
cluded, as there was some concern regarding the quality of
data in UKRETS at the extremes of age, these represent a
different subset e.g. paediatric group. A single statistical mod-
el accommodating such wide age range was considered un-
wise. Surgeons who had reported <10 cases in total to
UKRETS over the study period were excluded, as these were
likely to have started contributing to the database towards the
end, or stopped entering data near the start of the study period,
and so would have an inappropriate AR.

RLN palsy & post-operative haematoma

Predictive factors examined in UKRETS for analysis of RLN
palsy and re-operation for post-operative bleeding included
goitre type, re-operation, operative extent (unilateral versus
bilateral surgery, node dissection), use of nerve monitor, pa-
thology, patient age, gender, thyroid status at presentation, use
of routine laryngoscopy and energy devices in addition to
monopolar / bipolar diathermy. Cases with missing data in
any of these data entry fields were excluded for analysis of
RLN palsy / haematoma.

The same exclusion criteria with regard to patient age and
surgeons recording <10 cases in total were applied. RLN palsy
was defined as the occurrence of an abnormal vocal cord at
post-operative laryngoscopy. Re-operation for bleeding is a
binary value data entry field in UKRETS. Routine laryngos-
copywas defined as any patient undergoing both pre and post-
laryngoscopy.

Statistical modelling

Logistic regression was used to determine how the experience
of the surgeon, represented by the surgeon’s AR, affected the
chance of the patient suffering from PH, re-operation for
haematoma or RLN palsy. Analysis of PH was undertaken
using R software on a 2017 extract from UKRETS. The

Table 2 Multivariate logistic regression analysis of predictive factors
for late hypocalcaemia/PH following bilateral thyroid surgery according
to the 4th National audit report UKRETS [17]

OR (95% CI) P value

Age 0.995 (0.990–1.001) 0.081

Gender 0.81 (0.651–1.009) 0.060

Graves’ Disease 1.031 (0.842–1.262) 0.770

Thyroid cancer 1.462 (1.095–1.952) 0.010

Node Dissection 1.758 (1.294–2.390) 0.0003
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analysis of RLN palsy and re-operation for haematoma was
done using SPSS software from a 2018 extract.

To assess the assumption that PH declined with surgeon
AR, this variable was categorized, so that a different risk
was ascribed to each category. Generalized Additive Models
(GAMs), which models the effect of a variable with a smooth
rather than straight line, was chosen to as an interim analysis
to examine this, and the GAMs curve generated was then used
to inform the choice of categorisation of AR.

In the in depth analysis of PH, the outcome of each opera-
tion performed wasn’t assumed to be independent, and a cor-
rection for dependence of outcome among cases from the
same surgeon was therefore carried out. Mixed effect logistic
regression (GLMMs), which models the effect between sur-
geons explicitly, was chosen for this analysis.

Results

Analysis of permanent hypoparathyroidism

38,422 thyroid operations were recorded in 2017 extract from
UKRETS by 253 surgeons. 25,548 patients underwent unilat-
eral thyroidectomy; 49 were lost to follow-up or died within
6 months; 304 patients had a recorded age < 18 or > 85 years;
and 36 cases were performed by surgeons contributing <10
cases overall. After excluding these cases there were 12,485
bilateral thyroidectomies, performed by 218 surgeons.
Missing data on PH was found in 2172 (17.4%) of these
12,485 cases, leaving 10,313 to analyse (Fig. 1).

Surgeons performed between 4.7 and 154.8 thyroidecto-
mies per year. Patient gender did not affect the probability of
PH (p = 0.14). Patient age (p = 0.022), surgeon volume (p =
10−3) and nodal dissection (p = 10−12) significantly affected
PH in the GAMs analysis, without accounting for dependence
of cases. Figures 2 shows the results of GAMs to model the
effects of surgeon AR against the probability of PH (repre-
sented in on the vertical axis as a logistic scale).

Surgeons ARwas classed into groups: < 25 cases/year, 25–
50 cases/year, 50–75 cases/year, 75–100 cases/year and > 100
cases/year, as these categories reflect the shape of the curve in
Fig. 2 and are also readily interpretable as representing a fre-
quency of performing a thyroidectomy incrementally from
less than fortnightly to more than twice a week. The numbers
of BAETS surgeons falling into these annual rate categories is
shown in Fig. 3.

Analysis of patients’ age and surgeon AR with mixed effect
logistic regression (to take into account clustering of cases),
following categorisation of these variables, and with central
nodal dissection as a binary variable, showed that patient age
lost significance (p = 0.12) for predicting the probability of PH,
but the effect of surgeon AR on the probability of PH retained
significance (p = 0.012) and is shown in Table 3 with median,

lower and upper quartile ranges. The lowest (<25 cases/year)
volume surgeons group have a lower incidence of PH (6%)
than the intermediate (25–50 cases/year) volume group

Fig. 2 Generalized Additive Model fits for probability of permanent
hypoparathyroidism (logistic scale vertical axis) against surgeon annual
volume – smoothed contributions (solid line) and 95% confidence
intervals (dashed line)

38422 Total

12874

25548 unilateral opera�ons

12825

12521

49 Lost to follow up/died

304 Age <18 or >85

12485

36 Surgeon <10 cases

10313

2172 missing data on PH

Fig. 1 Number of thyroidectomy operations analysed for probability of
PH following application of exclusion criteria

424 Langenbecks Arch Surg (2019) 404:421–430



(6.6%). The risk of PH declines thereafter reaching a minimum
of 3% in the highest (>100 cases/year) volume group.

The effect of nodal dissection on probability of PH is also
maintained (p < 10−8). Findings are similar to the no nodal
dissection group (though with a higher incidence of PH, as
expected), with an increase in the probability of PH from the
lowest annual rate group (15.1%) to the intermediate annual
rate group (16.6%), and a decline thereafter to a risk of PH of
8% in the highest surgeon volume category.

Data on PH was missing overall in 8139 (21.2%) of the
38,422 operations recorded in UKRETS. Analysis was done
to determine whether the probability of this data being missing
depended in a systematic way on the surgeon AR and if so
could potentially bias the outcome of this study. A marginal
effect of AR on the probability of absent PH data was found
(p = 0.039), though the rate of absent data across groups was
quite uniform, except in the 75–100 cases/year group (Table 4).

Analysis of RLN palsy and post-operative haematoma

The 2018 UKRETS identified a total of 39,659 thyroidecto-
mies, indicating that an additional 1237 operations had been

added retrospectively to the database since the 2017 extract.
757 cases were undertaken in patients aged <18 and > 85 years;
139 cases were performed by surgeons who contributed <10
cases overall; and 13,725 cases had missing data in the predic-
tive factors examined. After applying these exclusion criteria
25,038 operations were included in the analysis (Fig. 4).

RLN palsy occurred in 963 / 25,038 (3.8%) cases overall in
the time period examined. 25,038 thyroidectomies included
15,438 unilateral procedures and the remaining bilateral.
There were 963 RLN palsies, so the RLN palsy rate according
to “nerves at risk” was 963/34638 = 2.8%.

Pearson’s correlation co-efficient was calculated for the
predictive factors examined (patient gender, thyroid status at
presentation, goitre type, routine laryngoscopy, reoperation,
surgeon volume, extent of surgery, use of RLN monitor, use
of additional energy device in addition to monopolar / bipolar
diathermy and thyroid cancer). All these predictive factors
except the use of additional energy devices in addition to
monopolar and bipolar diathermy were significantly correlat-
ed (p < 0.01) with RLN palsy.

In binary logistic regression analysis: age, retrosternal goitre,
routine laryngoscopy, re-operation, bilateral thyroidectomy and
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Fig. 3 Distribution of British
Association of Endocrine and
Thyroid Surgeons across
categories of number of endocrine
surgical operations performed per
year

Table 3 Probability (median, upper and lower quartile risks) of
permanent hypoparathyroidism following bilateral thyroidectomy with
or without lymph node dissection after categorisation of surgeon

volume annual rate and taking into account clustering of cases with
mixed effect logistic regression analysis

Quartile Risk 0–25 cases/year 25–50 cases/year 50–75 cases/year 75–100 cases/year >100 cases/year

No node dissection

Lower 4.0% 4.4% 3.0% 2.8% 2.0%

Median 6.0% 6.6% 4.5% 4.1% 3.0%

Upper 8.9% 9.8% 6.7% 6.2% 4.6%

Node dissection

Lower 10.4% 11.5% 8.0% 7.3% 5.4%

Median 15.1% 16.6% 11.7% 10.8% 8.0%

Upper 21.4% 23.3% 16.8% 15.6% 11.8%
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node dissection were significantly associated (p < 0.01) with an
increased risk of RLN palsy. Surgeon volume and RLN mon-
itor were significantly associated (p < 0.01) with a reduced risk
of RLN palsy.Male gender and hyperthyroidism at presentation
were not significantly associated with RLN palsy (Table 5).

The probability of RLN palsy in the surgeon AR catego-
ries, determined by GAMs analysis of PH, shows that the
RLN palsy rate fell with increasing surgeon AR from a medi-
an of 4.4% in the group performing <50 cases/year, to 2.9% in
surgeons undertaking 50–100 cases/year and 2.6% in the
>100 cases/year group (Table 6). When surgeons are split into
25 cases/year categories there was an increase in the median
RLN palsy rate between surgeons undertaking <25 to 25–50
and 50–75 to 75–100 cases/year, but a linear decline in RLN
palsy when categorizing by 50 cases/year (Table 7).

Reoperation for post-operative haematoma occurred over-
all in 276/25038 (1.1%). Analysis of risk factors for re-
operation for post-operative bleeding in 25,038 thyroidecto-
mies showed that male gender, patient age, hyperthyroidism at
presentation, retrosternal goitre and bilateral thyroidectomy
were significant correlated with re-operation for post-
operative bleeding, but surgeon volume, re-operative surgery,
node dissection, use of additional energy sources in addition
to diathermy, and thyroid cancer were not significantly

correlated with this outcome. This analysis was not taken fur-
ther given the absence of correlation between surgeon volume
and risk of re-operation for bleeding.

Discussion

This study set out to establish a method for categorizing sur-
geon outcome groups to study the association between sur-
geon volume and outcome with the hope of establishing a
better evidence base for recommending a minimum number
of thyroidectomies per year to maintain competency. It is clear
from the analysis of UKRETS that there is an association
between surgeon volume and outcome, and the best outcomes
are occurring in surgeons performing >100 cases/year.
Outcomes improved with increasing surgeon volume when
data were categorized into groups of 50 cases / year. PH and
RLN palsy did not decline until >50 cases/year were under-
taken, suggesting 50 thyroidectomies should be the recom-
mended minimum to maintain competence.

There are limitations to the outcome measures in UKRETS
dataset investigated. PH is an important complication of thy-
roidectomy and is associated with hypocalcaemic symptoms,
seizures, renal calcification, impaired quality of life and in-
creased mortality [18, 19]. It is caused by surgical damage to
the parathyroid glands during thyroidectomy, either via inad-
vertent removal, damage to vascular supply or direct trauma to
the glands. It is therefore a good quality indicator of thyroid
surgery. The analysis of PH was restricted to bilateral surgery
as this is associated with an increased risk of hypocalcaemia,
which was not always the case in previous studies.

The true incidence of RLN palsy following thyroidectomy
is not known unless post-operative laryngoscopy is per-
formed. This isn’t always the case in British thyroid surgical
practice. Analysis of RLN palsy in investigating volume out-
come is limited for this reason. The incidence of reoperation
for haematoma following thyroidectomy is low (1.1%) and
this also makes it an unsuitable outcome measure when ex-
amining a volume-outcome relationship. Nevertheless RLN
palsy and postoperative haematoma were included in this
analysis as they are important complications of thyroid
surgery.

Parathyroid glands may recover function with time follow-
ing surgical damage. 63/80 (78%) with hypoparathyroidism at
one month following thyroidectomy recovered parathyroid
function by one year in a study by Sitges-Serra et al. [20]. It
is not known what proportion of those patients with PH at
6 months follow-up in the current study went on to recover
parathyroid function, as parathyroid function at 1 year is not
recorded in UKRETS, though it is likely the majority did not.

This study found no association between patient gender or
age and PH after adjusting for clustering of outcome of cases

39659 Total

38902

757 cases: Age <18 or >85

38763

139 cases: Surgeon <10 cases

25038

13725 missing data

Fig. 4 Number of thyroidectomy operations analysed for probability of
RLN palsy & post-operative bleeding following application of exclusion
criteria

Table 4 Median, upper and lower quartiles values for the probability of
permanent hypoparathyroidism data being missing in UKRETS over
study period 1st September 2010 to 31st August 2016 across annual
surgical rate category groups

Annual rate (cases/year) Lower quartile Median Upper quartile

0–25 15.0% 17.0% 19.1%

25–50 15.4% 17.4% 19.5%

50–75 14.1% 15.9% 18.0%

75–100 18.8% 21.1% 23.7%

>100 14.9% 16.8% 18.9%

426 Langenbecks Arch Surg (2019) 404:421–430



from the same surgeon. Nor is there a convincing mechanism
to explain an association between patient age / gender and PH.

Nodal dissection was found to be associated with PH as has
been reported previously [21]. Patients undergoing a formal
nodal dissection for thyroid cancer were analysed in the “nod-
al dissection” group in the current study. Of these >85%
underwent a dissection of the central compartment lymph
nodes so potentially compromising the parathyroid glands. It
is unlikely that restricting the analysis to patients
only undergoing central compartment dissection would have
influenced the findings.

The incidence of PH reported in this study of 3% in the
very high volume surgeons (>100 cases/year) is comparable to
results from other high-volume centres [22, 23]. The higher
incidence of PH in lower surgical volume groups is probably
mirrored globally, as there is a publication bias favouring good
outcomes from high volume centres. It is worth noting that
UKRETS does not record data on the severity of PH, just
whether vitamin D or calcium supplements are being taken
to maintain normocalcaemia.

There is some cause for concern in this study, with approx-
imately one in ten and one quarter of patients suffering PH in
the highest quartile of intermediate volume surgeons (25–50
cases/year) after bilateral thyroidectomy without and with
nodal dissection respectively (Table 3). The peak incidence
of PH was seen in the intermediate (25–50 cases/year) volume
group. It is interesting to note that the only other study from
the UK based on HES data also found a peak in incidence of
medical complications, vocal cord paralysis and death / life-
threatening complications among surgeons performing 20–29
thyroidectomies / year compared to 10–19 per year or higher
volume groups [13]. The cause for this is not known, though it
is possible that other risk factors for PH such as goitre size or
type (retrosternal versus cervical goitre) may have influenced
the outcome.

Reported RLN palsy rates following thyroidectomy
vary between 1.5–11% [11, 24–28], though recovery
may occur in some cases and so the incidence of perma-
nent RLN palsy is lower. There are a number of risk
factors associated with RLN palsy including central neck
dissection, advanced malignancy, age, male gender, co-
morbidities, and type of operation [11, 27].

Table 5 Binary logistic regression analysis of risk factors for RLN palsy following thyroid surgery

Predictive factor Odds ratio
RLN palsy

95%Confidence
Interval (lower)

95%Confidence
Interval (higher)

Significance
(p value)

Male gender 1.026 0.876 1.202 ns

Hyperthyroid 0.914 0.723 1.155 ns

RLN monitor 0.662 0.576 0.761 0.000

Surgeon volume 0.916 0.894 0.937 0.000

Age 1.014 1.009 1.018 0.000

Retrosternal goitre 1.627 1.386 1.909 0.000

Bilateral thyroidectomy 1.898 1.633 2.206 0.000

Reoperation 2.038 1.678 2.475 0.000

Node dissection 2.367 1.991 2.813 0.000

Routine Laryngoscopy 9.816 8.066 11.95 0.000

Table 6 Probability of RLN palsy (median, upper and lower quartile
risks) following thyroidectomy. Total cases and those undergoing routine
laryngoscopy after categorisation of surgeon annual volume rate into
groups of 50 cases

Quartile Risk <50 cases/year 50–100 cases/year >100 cases/year

Total (n = 25038)

Lower 0.7% 0.7% 2.0%

Median 4.4% 2.9% 2.6%

Upper 8.1% 5.9% 3.5%

Routine Laryngoscopy (n = 11491)

Lower 3.5% 3.2% 2.2%

Median 6.25% 5.9% 3.4%

Upper 10.2% 6.7% 3.5%

Table 7 Probability of RLN palsy (median, upper and lower quartile
risks) following thyroidectomy. Total cases and those undergoing routine
laryngoscopy after categorisation of surgeon annual volume rate into
groups of 25 cases

Cases/Year <25 25-50 50-75 75-100 >100

Total (n = 25038)

Lower 0% 0.9% 0.7% 3.0% 2.0%

Median 4.3% 4.4% 2.4% 4.2% 2.6%

Upper 7.5% 8.1% 4.5% 6.7% 3.5%

Routine Laryngoscopy (n = 11491)

Lower 3.2% 3.8% 2.9% 4.2% 2.2%

Median 6.25% 5.9% 5.1% 6.2% 3.4%

Upper 9.4% 10.9% 6.3% 7.7% 3.5%
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High-volume surgeons have a reduced incidence of RLN
palsy and one study has reported that volumes >30 are protec-
tive [11]. In this study we’ve identified a number of factors
associated with RLN palsy, of which use of routine (pre and
post-operative) laryngoscopy appears to have the greatest in-
fluence with an odds ratio of 9.8 for the occurrence of this
complication. This suggests that the incidence of RLN palsy
would be higher if all cases underwent routine laryngoscopy.

There is undoubtedly an inherent bias in UKRETS data
when using RLN palsy as an outcome measure to investigate
a surgeon volume association, as BAETS surgeons fall largely
into 2 groups - those who perform laryngoscopy selectively or
non-selectively. The true incidence of RLN palsy is not known
without post-op laryngoscopy, so the cases performed by “se-
lective laryngoscopy” surgeons, who did not undergo post-
operative laryngoscopy, may have included some cases with
RLN palsy, that were analysed in the “no RLN palsy group”.
For this reason the probability of RLN palsy in patients not
undergoing routine laryngoscopy in this study will be
underestimated.

The pattern of declining incidence of RLN palsy with in-
creasing surgeon volume was seen, albeit with a higher inci-
dence of RLN palsy, in those cases that had undergone routine
(i.e. pre- and post-op) laryngoscopy – see Table 6. This group
included high risk cases for RLN palsy from the “selective
laryngoscopy” surgeons, as well as all cases performed by
“non-selective laryngoscopy” surgeons. The incidence of
RLN palsy in patients undergoing routine laryngoscopy in this
study is likely to be an overestimate of the overall incidence of
RLN palsy following thyroidectomy.

The probability of RLN palsy in patients undergoing
retrosternal goitre, bilateral thyroidectomy, re-operation and
nodal dissection all significantly increased the risk of RLN
palsy with an odds ratio more than 1.5. It is interesting to note
that use of RLN monitoring reduced the odds ratio of RLN
palsy by one third in this study.

Although increasing surgeon volume was significantly as-
sociated with reduced RLN palsy, it is difficult to interpret the
clinical significance of this, given the limitations outlined
above. As with PH the relationship between surgeon volume
and RLN palsy is not linear when data was categorized into
groups of 25 cases/year, though when data were categorized
into groups of 50 cases / year the incidence of RLN palsy fell
with increasing surgeon AR.

The incidence of re-operation for post-operative bleeding
was low and so unsuitable for the analysis of surgeon volume
outcome, despite the high number of operations analysed.
Post-operative haematoma may also be a more random event,
less related to surgical experience than PH or RLN palsy. It
was noted that the probability of post-operative haematoma
was 1.3% in surgeons performing <50 cases / year, 1.0% in
50–100 cases / year and 0.9% in the >100 cases /year group.
But in the absence of any significant association between

surgeon AR and haematoma it is difficult to draw further
conclusions from this.

The main aim of this study was to describe a method for
categorizing data for the analysis of volume outcome and
examine the evidence base for recommending a minimum
number of 20 thyroidectomies per year to maintain competen-
cy in the UK. Only one study in the literature has addressed
this particular issue, finding a surgeon volume threshold of 25
cases / year was associated with better outcomes [12]. It is
arguable if the findings of this study from North America
apply to UK thyroid practice, as the data came largely from
low volume surgeons – 51% of whom did an average of one
case/year. In comparison the data in UKRETS has a higher
proportion of intermediate 25–50 cases/year (37%) and high
volume > 50 cases/year (27%) performing thyroid surgery,
perhaps reflecting membership of a specialist organization
dedicated to thyroid and endocrine surgery.

In this study we used a method to categorize variables that
is reproducible and results in distinct, interpretable surgical
volume groups. GAMs first described by Hastie and
Tibshirami [29] were used to categorize the surgeon volume
groups. GAMs is a method for investigating a smooth non-
linear relationship between dependent and predictive vari-
ables. The advantage is that this may capture patterns missed
by classic linear modelling, and the smooth non-linear curve is
readily interpretable for the purposes of categorizing data.
Mixed effects logistic regression was then used in analysis
of PH as it allows for dependence of outcome among cases
operated on by the same surgeon to be taken into account.

Registry data compiled by the clinicians, and therefore
more likely to be clinically accurate than hospital administra-
tion data, was used in this study. This is subject to limitations
too, highlighted by the high incidence of missing data at long-
term follow up. To what extent this influenced the findings of
the study are not known, as no consistent pattern was observed
in missing data rates across volume groups. It does limit the
reliability of and the confidence in which conclusions about
UK thyroid practice can be drawn from the results.

Registry data is also subject to human data entry error
which could affect results. A number of errors were found in
UKRETS for LOS and at extremes of patient age which pre-
cluded the use of LOS as an outcome measure in this study. In
addition, the effect of culminated surgical experience on out-
come independent of volume of surgery performed during this
study was not accounted for, although there is evidence that
this affects outcomes from thyroid surgery [30].

Conclusions

The results of this study confirm findings of previous studies
that show better outcomes from thyroid surgery in high vol-
ume surgeons. Both PH and RLN palsy following
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thyroidectomy were associated with surgeon volume and de-
clined in incidence in surgeons performing >50 cases/year.
The results are limited by the high missing data rate in the
database, but do tentatively suggest that the threshold for min-
imum number of thyroidectomies needed to maintain profi-
ciency should be 50 cases / year. Though the best outcomes
occurred, in fact, in surgeons undertaking >100 cases/year.

Results of this study have been presented and discussed at
the BAETS annual meeting. Any recommendation for a min-
imum number of cases has to take into to account the feasibil-
ity of delivering this service as the majority (73%) of BAETS
members who contributed to this database in this study per-
formed <50 cases / year and increasing specialization in thy-
roid surgery would inevitably result in patients travelling fur-
ther distances to access surgical care.
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