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CAUSES OF GOITER IN THE ASIR REGION:
A HISTOPATHOLOGICAL ANALYSIS OF 361 CASES
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The incidence and pattern of thyroid diseases in Saudi
Arabia are not well known due to the lack of a national
registry. Few studies were reported describing the pattern
from non-mountainous regions of Saudi Arabia.'* Asiris a
high altitude territory and the pattern of thyroid diseases
might be different. Indeed, we were struck by the
unexpectedly high prevalence of malignancy in patients
who underwent thyroidectomy for presumably benign
goiter. We therefore decided to conduct this review
in order to evaluate the pattern of surgically treated
thyroid disease in the Asir area and compare it with other
studies.

Patients and Methods

Asir Central Hospital (ACH) is a referral hospital for
the Asir Region of Saudi Arabia. The Department of
Pathology at ACH is the main central laboratory, which
receives specimens from 17 peripheral hospitals in the area.
Over a period of six-and-one-half years, from January 1987
through June 1993, 361 thyroid specimens were received.
The histopathological reports together with the age, sex,
and nationality of the patients were reviewed. Statistical
analysis was conducted using the SPSS/PC+ software
package. Chi-square and Student's t-test were used at the
5% level of significance.

Results

Among the 361 cases studied, 255 (70.6%) were Saudi
nationals. The causes of goiter in surgically treated patients
is shown in Table 1. The ages ranged from seven to 120
years (mean = 35.9+13.8 years). Female patients
constituted 81.7% of this series and the female to male ratio
was 4.5:1. Multinodular goiter and adenoma (solitary
nodule) constituted 68.3% of the cases, the latter being
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more common in young females (P<0.05). Toxic goiter
was seen in 7.7% of patients and all of them either failed to
respond or had recurrence after cessation of medical
treatment. Autoimmune thyroiditis was seen in 23 (6.4%)
patients, 16 of whom had Hashimoto thyroiditis (all except
one were females) and the remaining seven patients had
lymphocytic thyroiditis (two were males). In this series,
there were three male patients (two Saudis and one
Sudanese) who were diagnosed as dyshormonogenesis
on the basis of high serum thyroid stimulating hormone
(TSH) and diffuse hyperplasia on histopathological
examination.

Thyroid malignancy was found in 47 (13%) patients and
the papillary carcinoma was the most common (65.9%)
followed by thyroid lymphoma (21.3%); these findings are
compared with other studies in Table 2. Four patients
(40%) with lymphoma had an associated Hashimoto
thyroiditis. The female to male ratio in patients with
lymphoma was 4:1, the age range was 45 to 120 years
(mean = 68.3 + 22.3 years) and all were non-Hodgkin
lymphoma.

The incidence of both benign and malignant thyroid
diseases was not significantly different between Saudi and
non-Saudi patients nor between males and females
(P>0.05). The incidence of thyroid malignancy was found
to be significantly higher in patients above 40 years of age.
while more benign lesions are seen in those below 40 years
in both sexes (P<0.05). A comparison of different patterns

TABLE 1. Causes of goiter in surgically treated patients in Asir region.
Histopathology Number of Cases N (%)
Multinodular goiter 158 (43.7%)
Adenoma (solitary nodule) 89 (24.6%)
Thyroid malignancy 47 (13.0%)
Toxic goiter 28 (7.7%)
Autoimmune thyroiditis 23 (6.4%)
Cyst in thyroid 10 (2.8%)
Dyshormonogenesis (0.8%)
de Quervain's 2 (0.6%)
Riedel's thyroiditis 1 0.3%)
Total 361 (100%)




BRIEF REPORT: GOITER

TaBLE 2. Comparison of the distribution of thyroid malignancies in different studies.
Johansen &
Current Study  Mofti etal. [4]  Woodhouse [20]  Al-Tameen et al. [12] Al-Hureibictal. [10]  El-Hamel et al. [11]

Histopathology N (%) Riyadh Riyadh Riyadh Yemen Libya
Papillary carcinoma 31 (65.9%) 30 (66.6%) 192 (84%) 51 (63%) 28 (47.49%) 28 (46.0%)
Lymphoma 10 (21.3%) 0O - 1 (1.2%) - -
Medullary carcinoma 2 (4.2%) 2 (4%) 11 (5%) 3 (3.7%) 3 (5%) 2 (3.3%)
Follicular carcinoma 2 (4.2%) 10 (22%) 12 (5%) 24 (29.6%) 17 (29%) 27 (45%)
Anaplastic carcinoma 2 (4.2%) 3 (7%) 13 (6%) 2 (2.5%) 11 (19%) 3 (5%)

Total 47 (100%) 45 (100%) 228 (100%) 81 (100%) 59 (100%) 60 (100%)
TaBLE 3. Comparison of the pattern of thyroid diseases in different studies.
Country Author(s) No. of Patients ~ MNG* Adenoma Toxic Goiter Auto-immunc Malignant
Saudi Arabia - Riyadh Kona® & Al-Mohareb 172 38.4% 12.2% 9.9% 9.3% 25.0%
Saudi Arabia - Riyadh Mofti et al.* 158 31.0% 30.0% 5.0% 3.0% 29.0%
Saudi Arabia - Riyadh Al-Tameem® 380 28.1% 27.3% 14.7% 6.6% 21.3%
Saudi Arabia - Jeddah Nasr! - 60.0% 8.7% 10.2% - 14.5%
Yemen Hureibi et al'’ 282 33.7% 49.0% 1.0% - 3.9%
Ethiopia Mengistu’! 373 22.3% 23.6% 43.7% 1.2% 0.3%
Libya Elhamel et al.! 618 44.5% 32.5% 9.5% 3.7% 9.7%
Saudi Arabia - Asir Current study 361 43.7% 24.6% 17% 6.4% 13.0%

*=multinodular goiter.

of surgically treated thyroid diseases reported from some
countries and regions of the Kingdom is shown in Table 3.

Discussion

The Histopathology Laboratory in ACH receives
specimens from 17 peripheral hospitals in the region and
this, we think, would perhaps reasonably represent the
pattern of surgically treated thyroid diseases of the Asir
area.

The reported incidence of malignancy in surgically
treated thyroid swellings varies widely from one
geographical area to the other.!” It is higher in our study
(13%) than that reported from the USA (5.8%), South
Africa (5.4%), Yemen (3.9%), and Libya (9.7%).7-9-11
Three studies from Riyadh reported a strikingly high
incidence ranging from 21% to 29%,%* while Nasr' from
Jeddah reported a similar incidence (14.5%). However, a
high percentage of thyroid lymphoma (21.3%) was found in
our study when compared to other studies; an incidence of
1.2% to 3.5% was reported from Riyadh'213 and a similar
percentage (<5%) was reported from the Lahey Clinic
experience.' Non-Hodgkin lymphoma of the lymphoid
tissue was reported by Khan et al. to be the third most
frequent cancer in the Asir Region for unknown reasons. !>
Our findings agree with the international figures regarding
the association of thyroid lymphoma with Hashimoto
thyroiditis (40% in our study) and its predominance in
females in the older age group.!¢

The cause of thyroid carcinoma is not known but there
are some known predisposing factors. Head and neck

irradiation in childhood is a known predisposing factor, !’
mainly for papillary type, but none of our patients had
irradiation history. There is also experimental evidence
suggesting an association between prolonged high levels of
TSH and thyroid follicular adenoma and carcinoma.'”
Moreover, iodine-deficient areas are known to have a high
frequency of follicular carcinoma.'” Being a mountainous
area, the Asir region may be thought to be an iodine-
deficient area; however, only 4.2% of patients in the current
study had follicular carcinoma. Belfiore et al.'¥ had also
shown that the frequency of thyroid cancer as a whole is
lower in patients living in iodine-deficient areas. To our
knowledge, the iodine content of water and food in the Asir
area has not been evaluated before and we think that such a
study is highly recommended. The interesting difference
between the different reports from Saudi Arabia could be
explained by the difference in referral patterns between
different institutions. Tertiary care hospitals will probably
have a high incidence of malignancy because some patients
with benign disease will be taken care of at their regional
hospitals. The difference in indications for surgery as well
as the expertise of fine needle aspiration biopsy between
different hospitals are some other factors to explain this
difference.

In conclusion, we would like to emphasize, on the basis
of the high rate of thyroid malignancy reported in our
study and other studies from different regions of the
Kingdom,'-* that conservative management of goiter should
be undertaken very cautiously and that fine needle
aspiration biopsy and close follow-up are mandatory should
such an approach be decided upon. Surgical treatment
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should not be delayed if there is any doubt about the
diagnosis.
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