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Thyroid nodules

o A thyroid nodule is a discrete lesion within the thyroid gland that is radiologically distinct
from the surrounding thyroid parenchyma.

o Nonpalpable nodules have the same risk of malignancy as do sonographically
confirmed palpable nodules of the same size.

o Generally, only nodules >1 cm should be evaluated, since they have a greater
potential to be clinically significant cancers.

o Occasionally, there may be nodules <1 cm that require further evaluation because of
clinical symptoms or associated lymphadenopathy.

o In general, the guiding clinical strategy acknowledges that most thyroid nodules are
low risk, and many thyroid cancers pose minimal risk to human health and can be
effectively treated.



Pertinent Historical factors

o history of childhood head and neck radiation therapy
o total body radiation for bone marrow fransplantation

o

familial thyroid carcinoma in a first degree relative

male sex

(0]

o

extremes of age (<20 or >60)

(0]

rapid nodule growth
hoarseness

O



Concerning Physical Exam Features

o Vocal cord paralysis
o Cervical lymphadenopathy

o Fixation of nodule to surrounding tissues



Initial lab/imaging evaluation

Thyroid nodule

Measure TSH
Low TSH Normal or elevated TSH
Radionuclide (123l) Thyroid scan Thyroid US
Hyperfunctioning nodule Iso/nonfunctioning nodule

Side note: higher serum TSH level

. is associated with increased risk
No cytological eval necessary

= Thyroid US of malignancy in a thyroid
Workup for hyperthyroidism nodule, as well as more

advanced stage thyroid cancer




ATA nodule sonographic patterns and risk of malignancy
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TABLE 6. SONOGRAPHIC PATTERNS, ESTIMATED RISK oF MaAaLIGNANCY, AND FINE-NEEDLE ASPIRATION
GuUIDANCE FOR THYROID NODULES

Estimated risk FNA size cutaff
Sonographic pattem US fearures of malignancy, % (largest dimension )

High suspicion Solid hypoechoic nodule or solid hypoechoic =70-90* Recommend FNA at =1 cm
component of a partially cystic nodule
with one or more of the following features:
irregular margins (infiltrative, microlobu-
lated), microcalcifications, taller than wide
shape, rim calcifications with small extru-
sive soft tissue component, evidence
of ETE
Intermediate suspicion Hypoechoic solid nodule with smooth mar- 10-20 Recommend FNA at =1 cm
gins without microcalcifications, ETE,
or taller than wide shape
Low suspicion [soechoic or hyperechoic solid nodule, or 5-10 Recommend FNA at =21.5¢cm
partially cystic nodule with eccentric solid
areas, without microcalcification, irregular
margin or ETE, or taller than wide shape.

Very low suspicion Spongiform or partially cystic nodules with- <3 Consider FNA at 22cm
out any of the sonographic features de- Observation without FNA
scribed in low, intermediate, or high 15 also a reasonable option
suspicion patterns

Benign Purely cystic nodules (no solid component) < No bic:psy‘h

US-guided FNA is recommended for cervical lymph nodes that are sonographically suspicious for thyroid cancer (see Table 7).

“The estimate is derived from high volume centers, the overall risk of malignancy may be lower given the interobserver variability in
sonography.

" Aspiration of the cyst may be considered for symptomatic or cosmetic drainage.

ETE, extrathyroidal extension.



Nodules that do no meet FNA criteria

Should be monitored every:
o 6-12 months for lesion <Tcm with suspicious features
o 12-24 months for nodules with low to intermediate suspicious features

o >24 months for very low risk nodules



TapLE B. THE BETHESDA SYSTEM FOR REPORTING
THYROID CYTOPATHOLOGY: DIAGNOSTIC CATEGORIES
AND RISk OoF MaLIGNANCY"

Estimartedipredicred risk Actual risk of malignancy
of malignancy by the in nodules surgically e:.u-'.ed

Diagnostic category Bethesda system, %° % median ( .r‘mr;-‘;e,l
Nondiagnostic or unsatisfactory -4 20 (9-32)
Benign -3 2.5 (1-10)
Atypia of undetermined significance 515 14 (6—48)

or follicular lesion of undetermined

significance
Follicular neoplasm or suspicious for 15-30 25 (14-34)

a follicular neoplasm
Suspicious for malignancy &0-T75 70 (33-97)
Malignant 97-99 99 (94-100)

;"a'-. reported in The Bethesda System by Cibas and Al (1076).

"Based on the meta- analysis of eight studies reported by Bongiovanni er al. (103). The risk was calculated based on the portion of nodules
in each diagnostic category that underwent surgical excision and likely is not representative of the entire population, particularly of
nondiagnostic and benign diagnostic categones.
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Mondiagnostic Papillary Suspicious for
l thyroid cancer malignancy
Repeat Thyroidectomy Thyroidectomy

{using ultrasound

guidance)

Benign
(eg, adenomatoid nodule,
macrofollicular pattern,
colleid cyst, Hashimoto's
thyroiditis)

Y

undetermined

Repeat ultrascund in 12 to 24
months to assess stability.
If growth by >20% im two or
three dimensions, or the
appearance of new suspicious
ultrasound characteristics,
consider repeat FMA.
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If serum TSH
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a radionuclide
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Surgery based on clinical
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Nonfunctioning

If molecular testing is done and is suspicious for malignancy,
options are to proceed to lobectomy or total thyroideckomy




Suspected Thyroid Nodule

TSH Normal or Elevated (R2C)

Thyroid/Neck
Sonography (Ré, 21)
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Pattern Pattern Pattern

FNAz1cm FNAz15cm
(R8A, B) (R8C)

Cytology
Bethesdasystem
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No Surgery Consult
(R11,23) endocrine

No nodule or
nodule not meeting
FNA size cutoff

Benign
Pattern

FNA
not required
(R8E, 8F, 23)

Malignant
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