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ABSTRACT

Aim: This study aimed to evaluate the diagnostic accuracy of ultrasonographic (U/S) criteria for
the depiction of benign and malignant thyroid nodules by using tissue diagnosis as the reference
standard.
Materials & methods: U/S scans of patients with thyroid nodules having histopathology
diagnosis in some of Khartoum state hospitals from December 2010 to July 2012.
Results: The study included 92 patients presented with thyroid nodules that had have U/S
examination and underwent surgery with biopsy or FNAC. 74 patients (80.4%) were females,
and 18 patients (19.6%) were males. The age of the patients was ranging from 17 to 85 years. 50
of the patients (54.3%) were having benign thyroid nodules and 42 (45.7%) were having
malignant nodules. The study found that U/S features of benign thyroid nodules are:
predominantly cystic component (sensitivity 24.0%, specificity 95.2%, positive predictive value
85.7%, and negative predictive value 51.3%), round to ovoid shape (sensitivity 90.0%, specificity
54.8%, positive predictive value 70.3%, and negative predictive value 82.1%), well- defined
smooth margin (sensitivity 84.0%, specificity 69.0%, positive predictive value 76.4%, and
negative predictive value 78.4%), isoechogenicity (sensitivity 56.0%, specificity 90.5%, positive
predictive value 87.5%, and negative predictive value 63.3%), multinodularity (sensitivity 76.0%,
specificity 57.1%, positive predictive value 67.9%, and negative predictive value66.7%), Absence
of calcification (sensitivity78.0%, specificity 57.1%, positive predictive value 68.4%, and negative
predictive value 68.6%) and perinodular vascularization (sensitivity 38.0%, specificity 90.5%,
positive predictive value 82.6%, and negative predictive value 55.1%), while U/S features of
malignant nodules are:taller thanwide shape (sensitivity 33.3%, specificity 94.0%, positive
predictive value 82.4%, and negative predictive value 62.7%), irregular shape (sensitivity 21.4%,
specificity 96.0%, positive predictive value 81.8%, and negative predictive value 59.3%),
speculated margin (sensitivity 52.4%, specificity 94.0%, positive predictive value 88.0%, and
negative predictive value 70.1%), Hypoechogenicity (sensitivity 85.7%, specificity 64.0%, positive
predictive value66.7%, and negative predictive value84.2%), solitary nodule
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(sensitivity 57.1%, specificity 76.0%, positive predictive value 66.7%, and negative predictive
value 67.9%), Presence of microcalcification (sensitivity 42.9%, specificity 96.0%, positive
predictive value 90.0%, and negative predictive value 66.7%), intranodular vascularization
(sensitivity 66.7%, specificity 78.0%, positive predictive value 71.8%, and negative predictive
value 73.6%) and Presence of regional enlarged lymph nodes (sensitivity 33.3%, specificity
96.0%, positive predictive value 87.5%, and negative predictive value 63.2%).

Conclusion: U/S features (shape, margins, echogenicity, presence of calcification, type of
vascularization, multinodularity & presence of regional lymphadenopathy) were found to be
helpful in discrimination of malignant from benign nodules specially when more than one
feature are present.
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ﻣﻠﺧص اﻷطروﺣﺔ
اﻟﮭدف :ﺗﮭدف اﻷطروﺣﺔ إﻟﻰ ﺗﻘﯾﯾم أھﻣﯾﺔ ﻣﺣددة ﻟﻣﻣﯾزات اﻟﻣوﺟﺎت ﻓوق اﻟﺻوﺗﯾﺔ ﻟﻠﺗﻣﯾﯾز ﺑﯾن ﻋﻘﯾدات اﻟﻐدة
اﻟدرﻗﯾﺔ اﻟﺣﻣﯾدة واﻟﺧﺑﯾﺛﺔ ،ﺑﺎﺳﺗﺧدام ﺗﺷﺧﯾص اﻷﻧﺳﺟﺔ ﻛﻣﻌﯾﺎر ﻣرﺟﻌﻲ.
اﻟﻤﺮﺿﻰ وطﺮﯾﻘﺔ اﻟﺒﺤﺚ :ﺗﻢ دراﺳﺔ ﺗﻘﺎرﯾﺮ اﻟﻤﻮﺟﺎت ﻓﻮق اﻟﺼﻮﺗﯿﺔ ﻟﻤﺮﺿﻰ ﯾﻌﺎﻧﻮن ﻣﻦ اﻟﻌﻘﯿﺪات اﻟﺪرﻗﯿﺔ ﻓﻲ
ﺑﻌﺾ ﻣﺴﺘﺸﻔﯿﺎت وﻻﯾﺔ اﻟﺨﺮطﻮم ﻓﻲ اﻟﻔﺘﺮة ﻣﻦ دﯾﺴﻤﺒﺮ  2010إﻟﻰ ﯾﻮﻟﯿﻮ  .2012ﺛﻢ ﻣﻘﺎرﻧﺔ ﺻﻔﺎت اﻟﻤﻮﺟﺎت
ﻓﻮق اﻟﺼﻮﺗﯿﺔ اﻟﻤﺤﺪدة ﻟﻠﻌﻘﯿﺪات ﻣﻊ اﻟﻨﺘﺎﺋﺞ اﻟﻤﻌﻤﻠﯿﺔ ﻟﻸﻧﺴﺠﺔ .ﺛﻢ ﺣﺴﺎب اﻟﻘﯿﻢ ذات اﻟﺪﻻﻟﺔ اﻻﺣﺼﺎﺋﯿﺔ ﻟﺼﻔﺎت
اﻟﻤﻮﺟﺎت ﻓﻮق اﻟﺼﻮﺗﯿﺔ ﻟﻠﻌﻘﯿﺪات.
اﻟﻨﺘﺎﺋﺞ :ﺷﻤﻠﺖ اﻟﺪراﺳﺔ  92ﻣﺮﯾﻀﺎ ﺑﻌﻘﯿﺪات اﻟﻐﺪة اﻟﺪرﻗﯿﺔ  74ﻣﻨﮭﻢ ﻛﺎﻧﻮا ﻧﺴﺎ ًء و 18ﻣﻨﮭﻢ رﺟﺎل وﻛﺎﻧﺖ اﻋﻤﺎر
اﻟﻤﺮﺿﻰ ﺗﺘﺮاوح ﺑﯿﻦ  85-17ﻋﺎﻣﺎ .ﺗﻢ اﻟﻌﺜﻮر ﻋﻠﻰ ﻣﻼﻣﺢ ﻧﺴﯿﺠﯿﺔ ﺣﻤﯿﺪة ﻟﻸورام ﻓﻲ  50ﺣﺎﻟﺔ )(٪54,3
وﻣﻼﻣﺢ ﻧﺴﯿﺠﯿﺔ ﺧﺒﯿﺚ ﻓﻲ  42ﺣﺎﻟﺔ ) .(٪45,7ووﺟﺪ ان ﻣﻌﻈﻢ ﻣﻤﯿﺰات اﻟﻤﻮﺟﺎت ﻓﻮق اﻟﺼﻮﺗﯿﺔ ﻟﻠﺘﻨﺒﺆ ﺑﺘﺸﺨﯿﺺ
ﻋﻘﯿﺪات اﻟﻐﺪة اﻟﺪرﻗﯿﺔ اﻟﺤﻤﯿﺪة ﻛﺎﻟﺘﺎﻟﻲ :اﻟﺘﻜﻮﯾﻦ اﻟﻜﯿﺴﻲ )ﺣﺴﺎﺳﯿﺔ  ,%24ﺧﺼﻮﺻﯿﺔ  ,%95,2ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ
اﯾﺠﺎﺑﯿﺔ  %85,7و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  ,(%51,3ﺑﯿﻀﺎوﯾﺔ وﻣﺴﺘﺪﯾﺮة اﻟﺸﻜﻞ )ﺣﺴﺎﺳﯿﺔ  ,%90ﺧﺼﻮﺻﯿﺔ
 ,%54,8ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %70,3و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  ,(%82,1ذات ھﺎﻣﺶ ﺧﺎرﺟﻲ ﻣﺤﺪد ﺑﺸﻜﻞ ﺟﯿﺪ
)ﺣﺴﺎﺳﯿﺔ  ,%84ﺧﺼﻮﺻﯿﺔ  ,%69ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %76,4و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  ,(%78,4ﺻﺪوﯾﺔ
ﻣﺘﺠﺎﻧﺴﺔ )ﺣﺴﺎﺳﯿﺔ  ,%56ﺧﺼﻮﺻﯿﺔ  ,%90,5ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %87,5و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ ,(%63,3
اﻟﻌﻘﯿﺪات اﻟﻤﺘﻌﺪدة )ﺣﺴﺎﺳﯿﺔ  ,%76ﺧﺼﻮﺻﯿﺔ  ,%57,1ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %67,9و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ
 ,(%66,7ﻋﺪم وﺟﻮد ﺗﻜﻠﺲ )ﺣﺴﺎﺳﯿﺔ  ,%78ﺧﺼﻮﺻﯿﺔ  ,%57,1ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %68,4و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ
ﺳﻠﺒﯿﺔ  ,(%68,6وﺟﻮد اوﻋﯿﺔ دﻣﻮﯾﺔ ﺣﻮل اﻟﻌﻘﯿﺪات )ﺣﺴﺎﺳﯿﺔ  ,%38ﺧﺼﻮﺻﯿﺔ  ,%90,5ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ
 %82,6و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  ,(%55,1ووﺟﺪ ان ﻣﻌﻈﻢ ﻣﻤﯿﺰات اﻟﻤﻮﺟﺎت ﻓﻮق اﻟﺼﻮﺗﯿﺔ ﻟﻠﺘﻨﺒﺆ ﺑﺘﺸﺨﯿﺺ
ﻋﻘﯿﺪات اﻟﻐﺪة اﻟﺪرﻗﯿﺔ اﻟﺨﺒﯿﺜﺔ ﻛﺎﻟﺘﺎﻟﻲ :أﺑﻌﺎد أﻋﻤﻖ ﻣﻦ أﻋﺮض )ﺣﺴﺎﺳﯿﺔ  ,%33,3ﺧﺼﻮﺻﯿﺔ  ,%94ﻗﯿﻤﺔ
ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %82,4و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  ,(%62,7ﻏﯿﺮ ﻣﻨﺘﻈﻢ اﻟﺸﻜﻞ )ﺣﺴﺎﺳﯿﺔ  ,%21,4ﺧﺼﻮﺻﯿﺔ
 ,%96ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %81,8و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  ,(%59,3ذات ﺣﻮاف ﻣﺴﻨﻨﺔ و ﻧﺘﻮءات ﺧﺎرﺟﯿﺔ
)ﺣﺴﺎﺳﯿﺔ  ,%52,4ﺧﺼﻮﺻﯿﺔ  ,%94ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %88و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  ,(%70,1ﻧﻘﺼﺎن
اﻟﺼﺪوﯾﺔ )ﺣﺴﺎﺳﯿﺔ  ,%85,7ﺧﺼﻮﺻﯿﺔ  ,%64ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %66,7و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ ,(%84,2
وﺟﻮد ﻋﻘﯿﺪة واﺣﺪة )ﺣﺴﺎﺳﯿﺔ  ,%57,1ﺧﺼﻮﺻﯿﺔ  ,%76ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %66,7و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ
 ,(%67,9وﺟﻮد ﺣﺒﯿﺒﺎت ﺗﻜﻠﺲ ﺻﻐﯿﺮة )ﺣﺴﺎﺳﯿﺔ  ,%42,9ﺧﺼﻮﺻﯿﺔ  ,%96ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %90و
ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  ,(%66,7وﺟﻮد أوﻋﯿﺔ دﻣﻮﯾﺔ داﺧﻞ اﻟﻌﻘﯿﺪة )ﺣﺴﺎﺳﯿﺔ  ,%66,7ﺧﺼﻮﺻﯿﺔ  ,%78ﻗﯿﻤﺔ
ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %71,8و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ  (%73,6و وﺟﻮد ﻋﻘﺪ ﻟﻤﻔﺎوﯾﺔ ﻋﻨﻘﯿﺔ ﻣﺘﻀﺨﻤﺔ )ﺣﺴﺎﺳﯿﺔ ,%33,3
ﺧﺼﻮﺻﯿﺔ  ,%96ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ اﯾﺠﺎﺑﯿﺔ  %87,5و ﻗﯿﻤﺔ ﺗﻨﺒﺆﯾﺔ ﺳﻠﺒﯿﺔ .(%63,2
اﻟﺨﺎﺗﻤﺔ :وﺟﺪ أن ﺑﻌﺾ ﺻﻔﺎت اﻟﻤﻮﺟﺎت ﻓﻮق اﻟﺼﻮﺗﯿﺔ ﻟﻌﻘﯿﺪات اﻟﻐﺪة اﻟﺪرﻗﯿﺔ ﻣﻔﯿﺪة ﻓﻲ ﺗﻤﯿﯿﺰ اﻟﻌﻘﯿﺪات اﻟﺨﺒﯿﺜﺔ
ﻣﻦ اﻟﻌﻘﯿﺪات اﻟﺤﻤﯿﺪة ﺧﺎﺻﺔ ﻋﻨﺪ وﺟﻮد أﻛﺜﺮ ﻣﻦ ﺻﻔﺔ واﺣﺪة.
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Introduction

Thyroid nodules are common, perhaps existing in almost half the population, as determined using
ultrasonography (US). Only 4-7% of thyroid nodules detected with (US) are palpable in the adult
population, with women affected more frequently than men.

Although the thyroid is the most common endocrine organ to undergo malignant degeneration,
thyroid carcinoma accounts for only 1% of diagnosed neoplasms each year. [1,2] Thyroid cancer is
rare; the annual detection rate of clinically significant thyroid cancer in the general population is
only 0.004%. Only 5-10% of thyroid cancers are clinically palpable. [3,4]
Among asymptomatic patients, 7-21% have palpable nodules found on routine clinical
examination. (US) can be used to identify many more nonpalpable nodules, and it can depict
thyroid cysts as small as 2 mm and solid nodules as small as 3 mm. [5,6]
Sonograms in 40% of the general adult population demonstrate single or multiple nodules. In an
autopsy series, 49% of patients who had had clinically normal thyroid glands were found to have
one or more grossly visible nodules, where as the incidence of malignancy in the same autopsy
series was 2-4%. [7,8]
At examination, the challenge is to differentiate the few clinically significant nodules from the
many benign ones. Thyroid nodules are usually clearly identified by using US. No single US
criterion is reliable for differentiating all benign thyroid nodules from malignant ones, but many
US features may aid in predicting the benign or malignant nature of a given nodule. [9,10,11,12,13]
Usually, US is the first modality used to investigate a palpable thyroid nodule and in searching for a
primary lesion in a patient with systemic metastases. US may be the only examination required in
cases of hemorrhagic cyst and multinodular goiter. Doppler US is an extension of US and provides
valuable information regarding the vascularity of nodules. Most intervention in the thyroid, such as
fine-needle aspiration (FNA) and guided thyroid ablation, are performed under US guidance.
Currently, scintigraphy is reserved for characterizing functioning nodules and for staging follicular
and papillary carcinomas. Lymphoma of the thyroid is the only gallium-67–avid thyroid nodule.
Plain radiographs are used to detect retrosternal thyroid extension, thyroid calcification, bony or
mediastinal lymph nodes, and lung metastases.
Computed tomography (CT) scanning is an effective method for detecting regional and distant
metastasis from thyroid cancer.
At the present time, magnetic resonance imaging (MRI) has a limited role in characterizing thyroid
nodules, although it appears to be effective in the diagnosis of cervical lymph node metastasis.
Percutaneous needle aspiration remains the key procedure in the diagnosis of thyroid lymphoma;
however, thyroid lymphoma's differentiation from thyroiditis occasionally can be difficult. US
helps in diagnosing thyroid lymphoma most accurately, and CT helps in staging the disease most
accurately. However, MRI also can be useful in staging the lymphoma. A tissue-specific diagnosis
of a lymphoma can be achieved by using US-guided FNA. [14, 15]
1

Objectives

1- To evaluate (prospectively & retrospectively) the diagnostic accuracy of
ultrasonographic (U/S) criteria for the depiction of benign and
malignant thyroid nodules by using tissue diagnosis as the reference
standard.
2- To determine whether thyroid nodules that diagnosed as probably
benign at U/S can be used in clinical decision-making.

2

Literature review

Embryological consideration:
The thyroid gland is the first of the body's endocrine glands to develop, approximately at the 3–4
weeks of gestation. The gland originates as a proliferation of endodermal epithelial cells on the
median surface of the developing pharyngeal floor. The site of this initial development lies
between two key structures, the tuberculum impar and the copula, and is known as the foramen
cecum. The thyroid initially develops caudal to the tuberculumimpar, which is also known as the
median tongue bud. This embryonic swelling arises from the first pharyngeal arch and occurs
midline on the floor of the developing pharynx, eventually helping form the tongue as the 2 lateral
lingual swellings overgrow it.

The foramen cecum begins rostral to the copula, also known as the hypobranchial eminence. This
median embryologic swelling consists of mesoderm that arises from the second pharyngeal pouch
(although the third and fourth pouches are also involved). The thyroid gland, therefore, originates
from between the first and second pouches.

The initial thyroid precursor, the thyroid primordium, starts as a simple midline thickening and
develops to form the thyroid diverticulum. This structure is initially hollow, although it later
solidifies and becomes bilobed. The 2 lobes are located on either side of the midline and are
connected via an isthmus.

The initial descent of the thyroid gland occurs anterior to the pharyngeal gut. At this point, the
thyroid is still connected to the tongue via the thyroglossal duct. The tubular duct later solidifies
and subsequently obliterates entirely (during gestational weeks 7-10). Nonetheless, in some
individuals, remnantsof this duct may persist.
The foramen cecum represents the opening of the thyroglossal duct into the tongue; its remains
may be observed as a small blind pit in the midline between the anterior two thirds and the
posterior third of the tongue.
A pyramidal lobe of the thyroid may be observed in as many as 50% of patients. This lobe
represents a persistence of the inferior end of the thyroglossal duct that has failed to obliterate.
As such, the pyramidal lobe itself may be attached to the hyoid bone, similar to a thyroglossal duct
cyst, or may be incorporated into a thyroglossal duct cyst.
Further descent of the thyroid gland carries it anteriorto the hyoid bone and, subsequently,
anterior to the laryngeal cartilages. As the thyroid gland descends, it forms its mature shape, with
a median isthmus connecting two lateral lobes. The thyroid completes its descent in the seventh
gestational week, coming to rest in its final location immediately anterior to the trachea.
Parafollicular cells are also known as C cells. These cells are a special subset of cells within the
thyroid gland that secrete calcitonin, a hormone necessary for the regulation of calcium.
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The parafollicular cells arise from the ultimobranchial body. This body represents the last structure
derived from the branchial pouches, hence its name. The ultimobranchial body arises from the
fifth pharyngeal pouch, which is alternately described as the ventral portion of the fourth
pharyngeal pouch. (Whether fifth pharyngeal pouches actually exist is debatable.)
Migrating cells from the neural crest region infiltrate the ultimobranchial body. This structure is
then incorporated into the thyroid gland, as the ultimobranchial body fuses with the thyroid gland
and disseminates its cells into it. The C cells of the thyroid, therefore, are of neural crest origin.

Fig1: Development of the thyroid gland
Thyroid Embryology Clinical Correlations:
If the thyroglossal duct does not atrophy, then the remnant can manifest clinically as a thyroglossal
duct cyst. While half of these generally midlinecystic masses are located at or just below the level of
the hyoid bone, they may be located and can track anywhere from the thyroid cartilage up the base
of the tongue. If the cyst ruptures, it may go on to form a thyroglossal duct sinus or a thyroglossal
duct fistula that exits through the overlying skin. Because the hyoid bone develops in an anterior
direction and may surround the thyroglossal duct, the surgeon should resect the central portion on
the hyoid bone along with the cyst (the Sistrunk procedure), unless the thyroglossal duct tract can
clearly be observed coursing away from the bone [16].
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An aberrant or ectopic thyroid gland may occur anywhere along the path of initial descent of the
thyroid, although it is most common at the base of the tongue, just posterior to the foramen
cecum. In this location, an aberrant or ectopic thyroid gland is known as a lingual thyroid and
represents a failure of the thyroid to descend. This failure to descend contrasts with the
incomplete descent of the thyroid, in which case the resulting final resting point of the gland may
be high in the neck or just below the hyoid bone [17].
Accessory thyroid tissue can also occur, arising from remnants of the thyroglossal duct. While the
accessory thyroid tissue may be functional, it is generally insufficient for normal function if the
main thyroid gland is entirely removed. This accessory tissue may appear anywhere along the path
of the thyroglossal duct tract.
Anatomy of the thyroid gland:
Overview
The thyroid is a highly vascular, brownish-red gland located anteriorly in the lower neck, extending
from the level of the fifth cervical vertebra down to the first thoracic. The gland varies from an H
to a U shape and is formed by two elongated lateral lobes with superior and inferior poles
connected by a median isthmus, with an average height of 12-15 mm, overlying the second to
fourth tracheal rings. The isthmus is encountered during routine tracheotomy and must be
retracted (superiorly or inferiorly) or divided. Occasionally, the isthmus is absent, and the gland
exists as two distinct lobes. [18,19]
Each lobe is 50-60 mm long, with the superior poles diverging laterally at the level of the oblique
lines on the laminae of the thyroid cartilage. The lower poles diverge laterally at the level of the
fifth tracheal cartilage. Although thyroid weight varies, it averages 25-30 g in adults (it is slightly
heavier in women). The gland enlarges during menstruation and pregnancy.
A conical pyramidal lobe often ascends from the isthmus or the adjacent part of either lobe (more
often the left) toward the hyoid bone, to which it may be attached by a fibrous or fibromuscular
band, the levator of the thyroid gland. Remnants of the thyroglossal duct may persist as accessory
nodules or cysts of thyroid tissue between the isthmus and the foramen caecum of the tongue
base. Usually, two pairs of parathyroid glands lie in proximity to the thyroid gland.
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Fig2: Thyroid gland anterior and lateral views

Innervation of the thyroid
Principal innervation of the thyroid gland derives from the autonomic nervous system.
Parasympathetic fibers come from the vagus nerves, and sympathetic fibers are distributed from
the superior, middle, and inferior ganglia of the sympathetic trunk. These small nerves enter the
gland along with the blood vessels. Autonomic nervous regulation of the glandular secretion is not
clearly understood, but most of the effect is postulated to be on blood vessels, hence the
perfusion rates of the glands.
Structure
Under the middle layer of deep cervical fascia, the thyroid has an inner true capsule, which is thin
and adheres closely to the gland. Extensions of this capsule within the substance of the gland form
numerous septae, which divide it into lobes and lobules. The lobules are composed of follicles, the
structural units of the gland, which consist of a layer of simple epithelium enclosing a colloid-filled
cavity.
This colloid contains an iodinated glycoprotein, iodothyroglobulin, aprecursor of thyroid
hormones. Follicles vary in size, depending upon the degree of distention, and they are
surrounded by dense plexuses of fenestrated capillaries, lymphatic vessels, and sympathetic
nerves.
Epithelial cells are of two types: principal cells (ie, follicular) and parafollicular cells (ie, C, clear,
light cells). Principal cells are responsible for formation of the colloid (iodothyroglobulin), whereas
parafollicular cells produce the hormone calcitonin, a protein central to calcium homeostasis.
Parafollicular cells lie adjacent to the follicles within the basal lamina.
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Fascia and Ligament
The thyroid gland is ensheathed bythevisceral fascia, adivision ofthe middle layer of deep cervical
fascia, which attaches it firmly to the laryngoskeleton. The anterior suspensory ligament extends
from the superior-medial aspect of each thyroid lobe to the cricoid and thyroid cartilage. The
posteromedialaspect of the gland is attached to the side of the cricoid cartilage, first and second
tracheal ring, by the posterior suspensory ligament (ie, Berryligament). This firm attachment of the
gland to the laryngoskeleton is responsible for movement of the thyroid gland and related
structures during swallowing.
On its way to the larynx, the recurrent laryngeal nerve usually passes deep to the Berry ligament
or between the main ligament and its lateral leaf. Deep to the ligament, but lateral to the nerve, is
a posteromedial portion of the thyroid lobe, which may be overlooked during thyroidectomy.
StrapMuscles
The lateral surface of the thyroid is covered by the sternothyroid muscle, and its attachment to the
oblique line of the thyroid cartilage prevents the superior pole from extending superiorly under
the thyrohyoid muscle. More anteriorly are the sternohyoid and superior belly of the omohyoid
muscle, overlapped inferiorly by the anterior border of the sternocleidomastoid muscle. The
sternohyoid and sternothyroid muscles are joined in the midline by an avascular fascia that must
be incised to retract the strap muscle laterally in order to access the thyroid gland during
thyroidectomy. If strap muscles are to be transected for better exposure, do so high in the neck,
because the motor nerve supply from the ansa cervicalis enters these muscles inferiorly.

Fig3: Thyroid gland
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Vascular Anatomy and Laryngeal Innervation
The arterial supply to the thyroid gland comes from the superior and inferior thyroid arteries and,
occasionally, from the thyroideaima. These arteries have abundant collateral anastomoses with
each other, ipsilaterally and contralaterally. The thyroid imais a single vessel that, when present,
originates from the aortic arch or the innominate artery and enters the thyroid gland at the
inferior border of the isthmus.

Superior thyroid artery and superior laryngeal nerve
The superior thyroid artery is the first anterior branch of the external carotid artery. In rare cases,
it may arise from the common carotid artery just before its bifurcation. The superior thyroid artery
descends laterally to the larynx under the cover of the omohyoid and sternohyoid muscles. The
artery runs superficially on the anterior border of the lateral lobe, sending a branch deep into the
gland before curving toward the isthmus, where it anastomoses with the contralateral artery.
Cephalad to the superior pole, the external branch of the superior laryngeal nerve runs with the
superior thyroid artery before turning medially to supply the cricothyroid muscle. High ligation of
the superior thyroid artery during thyroidectomy places this nerve at risk of inadvertent injury,
which would produce dysphonia by altering pitch regulation. The cricothyroid artery, a potentially
bothersome branch of the superior thyroid artery, runs cephalad to the upper pole and runs
toward the midline on the cricothyroid ligament. This vessel can be lacerated during emergent
cricothyroidotomy [20].

Inferior thyroid artery and recurrent laryngeal nerve
The inferior thyroid artery arises from the thyrocervical trunk, a branch of the subclavian artery. It
ascends vertically and then curves medially to enter the tracheoesophageal groove in a plane
posterior to the carotid sheath. Most of its branches penetrate the posterior aspect of the lateral
lobe.
The inferior thyroid artery has a variable branching pattern and is closely associated with the
recurrent laryngeal nerve. The latter also ascends in the tracheoesophageal groove and enters the
larynx between the inferior cornu of the thyroid cartilage and the arch of the cricoid. The
recurrent laryngeal nerve can be found after it emerges from the superior thoracic outlet, in a
triangle bounded laterally by the common carotid artery, medially by the trachea, and superiorly
by the thyroid lobe.
The relationship between the nerve and the inferior thyroid artery is highly variable, as
demonstrated by the classic work of Reed, who in 1943 described 28 variations in this relationship.
The nerve can be found deep to the inferior thyroid artery (40%), superficially (20%), or between
branches of the artery (35%) [21]. Significantly, the relationship between nerve and artery on one
side of the neck is similar to that found on the other side in only 17% of the population.
Furthermore, at the level of the inferior thyroid artery, branches of the recurrent laryngeal nerve
that are extralaryngeal may be present (5%). Preservation of all of those branches is important
during thyroidectomy.
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Another hint to the location of the recurrent laryngeal nerve is the Zuckerkandl tubercle, an
extension of the thyroid, which is close to the Berry ligament [22]. On rare occasions, the recurrent
laryngeal nerve may pass directly from the vagus to the larynx, close to the superior thyroid
vessels.This formation is nearly always observed on the right side and is associated with a
retroesophageal subclavian artery. However, the formation can occuron the left side in cases of
transposition of the great vessels.

Fig4: Distribution of thyroid arteries with associated laryngeal nerve, anterior view.

Fig5: Distribution of thyroid arteries with associated laryngeal nerve, posterior view.
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Venous Drainage and Lymphatics
Three pairs of veins provide venous drainage for the thyroid gland. The superior thyroid vein
ascends along the superior thyroid artery and becomes a tributary of the internal jugular vein. The
middle thyroid vein follows a direct course laterally to the internal jugular vein. The inferior
thyroid veins follow different paths on each side. The right passes anterior to the innominate
artery to the right brachiocephalic vein or anterior to the trachea to the left brachiocephalic vein.
On the left side, drainage is to the left brachiocephalic vein. Occasionally, both inferior veins form
a common trunk called thethyroid ima vein, which empties into the left brachiocephalic vein.

Fig6: Distribution of thyroid veins.

Lymphatic drainage of the thyroid gland is extensive and flows multidirectionally. Immediate
lymphatic drainage courses to the periglandular nodes; to the prelaryngeal (Delphian),
pretracheal, and paratracheal nodes along the recurrent laryngeal nerve; and then to mediastinal
lymph nodes. Regional metastases of thyroid carcinoma can also be found laterally, higherin the
neck along the internal jugular vein. This can be explained by tumor invasion of the pretracheal
and paratracheal nodes causing an obstruction of normal lymph flow.
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Evaluation of Thyroid Nodules:
Overview
Nodular disorders of the thyroid gland are relatively common among adults. Most thyroid nodules
are benign hyperplastic lesions, but 5-20% of thyroid nodules are true neoplasms. One of the
major goals in the evaluation of the solitary thyroid nodule is the differentiation of hyperplasia
from true neoplasms. Furthermore, the histological criteria used to distinguish benign from
malignant neoplasms can be subtle. Evaluation of thyroid nodules requires the collaboration of the
primary care physician, endocrinologist, pathologist, radiologist, and head and neck surgeon to
provide comprehensive and appropriate management of this clinical entity.

The prevalence of thyroid nodules within a given population depends on a variety of factors that
include age, sex, diet, iodine deficiency, and therapeutic and environmental radiation exposure.
Thyroid nodules are found in approximately 1.5% of children and adolescents. They are more
common in females, and this predisposition exists throughout all age groups. In fact, palpable
nodular disease is 6 times more common in adolescent females compared to males of the same
age.
Thyroid nodules are more common in women than in men. Prevalence increases with age, with
spontaneous nodules occurring at a rate of 0.08% per year beginning early in life and extending
into the eighth decade. Thyroid nodules are found in 5% of persons aged an average of 60 years.
Ultrasound features of thyroid nodules
The vast majority of thyroid nodules are benign, and the role of a radiologistin assessment of the
thyroid gland is to differentiate a malignant thyroid nodulefromthe more commonlyseen benign
ones. It is therefore important to evaluate the sonographic features of thyroid nodules as these
aid in their characterization.
1- Echogenicity:
The incidence of malignancy is 4% when a solid thyroid nodule is hyperechoic. If the lesion
is hypoechoic the incidence of malignancy rises to 26% [23]. However, hypoechogenicity
alone is inaccurate in predicting malignancy, and if used as a sole predictive sign, it has a
relatively poor specificity (49%) and positive predictive value (40%) [24]

.
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Fig7: Longitudinal grey scale sonogram shows a solid, hypoechoic thyroidnodule (arrows)
with ill-defined margins anteriorly. Histology: papillary carcinoma.

2- Shape:
Malignant nodules tend take the shape of taller than wide or irregular shape while benign
nodules tend to be ovoid or round.

3- Margins:

A malignant thyroid nodule tends to have ill-defined margins or speculated margins on
ultrasound (Fig 7). A peripheral halo of decreased echogenicity is seen around hypoechoic
and isoechoic nodules and is caused byeither the capsule of the nodule or compressed
thyroid tissue and vessels [25].

4- Calcification:
Fine punctate calcification due to calcified psammoma bodies withinthe nodule is seen in
papillary carcinoma in 25%–40% of cases [26]. If used as the sole predictive sign of
malignancy, microcalcification is the most reliable one [24]. Coarse, dysmorphic or
curvilinear calcifications commonly indicate benignity.

Fig8: Longitudinal grey scale sonogram shows characteristic punctate calcification (arrowheads)
within an ill-defined solid hypoechoic thyroid nodule (arrows) which is highly suggestive of
papillary carcinoma.
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Fig9: Longitudinal grey scale sonogram shows coarse calcifications (arrows) with dense
shadowing within a thyroid nodule suggestive of benign calcification.

5- Comet-tail sign:
The presence of a comet tail sign in a thyroid nodule indicates the presence of colloid
within a benign colloid nodule [27] and is a strong predictor of benignity.

Fig 10: Transverse grey scale sonogram shows the presence of comet-tail artifacts
(arrowheads) within a predominantly cystic thyroid nodule (arrows). Features are of a
benign colloid nodule.

6- Solid/cystic:
It is generally believed that thyroid nodules with large cystic components are usually
benign nodules that have undergone cystic degeneration or haemorrhage. However,
papillary carcinoma occasionally demonstrates a cystic component and may mimic a
benign nodule, though the presence of punctate calcification within the solid component
helps in its identification.
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Fig 11: Longitudinal grey scale sonogram shows a well-defined heterogeneous thyroid
nodule (arrows) with a large cystic component (arrowheads) and septation
(openarrows). Features are compatible with a benign hyperplastic nodule.

Fig12: Transverse grey scale sonogram shows a cystic component (openarrows) within a papillary
carcinoma (arrows) of the thyroid. The presence of punctate calcification (arrowheads)
identifiesits malignant nature.

7- Multinodularity:
It is a myth that multinodularity implies benignity, as approximately 10%–20% of papillary
carcinomas may be multicentric [25,28]. In those with true solitary nodules confirmed at
surgery the risk of cancer is the same as in those with multinodular goiters [29]. Therefore,
against a background of multinodular changes, extra caution should be taken not to miss a
suspicious nodule.
8- Colour flow patterns:
In general, there are three patterns of vascular distribution within a thyroid nodule [30]:
•
•
•

TypeI: complete absence of flow signal within the nodule
TypeII: exclusive perinodular flow signals
TypeIII: intramodular flow with multiple vascular poles chaotically
arranged, with or without significant perinodular vessels.
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Type III pattern is generally associated with malignancy. Types I and II are more commonly seen in
benign hyperplastic nodules [30,31]. Unfortunately, if used as the sole predictor of malignancy [32],
colour flow characteristics are not accurate, and have to be used in combination with other features
seen on grey scale ultrasound.

Fig13: Color flow-Doppler sonographic patterns. A: absence of blood flow (TypeI). B:
perinodular blood flow (TypeII). C: slight intramodular blood flow (TypeIII). D: marked
intranodular blood flow (Type III).

It is well recognized that the predictive ability of ultrasound for malignancy is effective only when
multiple signs are present in the same nodule. Although their predictive value increases in
summation, it is at the cost of sensitivity.

Benign Thyroid Nodules
Thyroid adenomas
Thyroid adenomas are benign neoplasms, which are usually classified as follicular or papillary.
Follicular adenomas are the most common type of adenomas and arise from the follicular
epithelium within the thyroid gland. They are typically homogeneous, solitary, and encapsulated
tumors that are histologically distinct from adjacent thyroid tissue. Follicular adenomas are further
classified according to their cellular architecture and relative amounts of cellularityand colloid into
fetal (microfollicular), colloid (macrofollicular), embryonal (atypical), and Hürthle(oxyphil) cell
types. Colloid adenomas do not have any potential for microinvasion, while the fetal, embryonal,
and Hürthle cell adenomas all have the potential for microinvasion. Papillary adenomas are the
least common type of thyroid adenoma.
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Fig14: Follicular adenoma in 30 yrs old woman
Hyper plastic nodules
Hyperplastic nodules can be differentiated from colloid goiters by the presence of excessive
cellularity, acinar formation, marginal vacuoles, papillary formation, and the amount of colloid
present in the specimen. Neoplasms have a higher degree of papillary formation, intranuclear
inclusions and nuclear grooves, and fewer marginal vacuoles. Congenital thyroid nodules include
congenital hemangioma, thyroglossal duct anomalies, and familial disorders, such as multiple
endocrine neoplasia (MEN) syndromes and congenital goitrous hypothyroidism.

Fig15: hyperplastic nodule in 52 yrs old man

Thyroid cysts
Thyroid cysts represent 15-25% of all thyroid nodules and are usually diagnosed by the aspiration
of fluid from a solitary thyroid nodule. These entities are often caused by cystic degeneration of
normal thyroid tissue, hemorrhage or trauma, occult follicular adenoma or carcinoma,
multinodular goiter, or branchial anomalies that involve the thyroid gland. Simple epithelium-lined
cysts, hemorrhagic colloid nodules, or necrotic papillary thyroid cancers can be found in resection
specimens. In one particular study, 68% of cystic thyroid lesions selected for surgical therapy were
benign, while 32% were thyroid carcinomas. To improve the diagnostic accuracy of aspiration
biopsy, some authors advocate biochemical analysis of cyst fluid.
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Fig16: thyroid cyst

Thyroiditis
Diagnosis of thyroiditis includes five disorders. Hashimoto thyroiditisis an autoimmune disease;
principal manifestations are goiter and hypothyroidism. Subacute granulomatous thyroiditis is
probably viral in origin, and patients usually present with a tender goiter. Subacute lymphocytic
thyroiditis is of unknown pathogenesis, but the postpartum form may be autoimmune. Its principal
manifestations are goiter and spontaneously reversible hyperthyroidism.
Acute suppurative thyroiditis results frombacterial or fungal infection causing abscess. Riedel
struma, a disease of unknown cause, manifests with a goiter and thoracic inlet obstruction. The
presence of clinical or metabolic hyperthyroidism in combination with painful nodular thyroid
disease strongly suggests thyroiditis as a potential diagnosis. Local abscess is usually infectious, but
it may develop from necrotic undifferentiated thyroid carcinoma. Infectious etiologies include
bacterial, viral, fungal, and parasitic sources, or it could be the result of piriform sinus fistula [33,34].

Fig17: Diffusely enlarged heterogeneous hypoechoic thyroid in Pt with Hashimoto's thyroiditis.
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Malignant Thyroid Nodules
Papillary carcinoma
Papillary carcinoma accounts for 60%–70% of all thyroid malignancies [35], with a peak incidence in
the third and fourth decades. Females are more commonly affected than males. The tumour
commonly spreads along the rich lymphatic system within and adjacent to the thyroid gland
accounting for the multifocal nature of the tumour within the thyroid gland and its spread to
regional lymph nodes. Venous invasion occurs in 7% of papillary carcinomas and distant
metastases to bone and lung are seen in 5%–7% [36].

Ultrasound features of papillary carcinoma include:
•
•
•
•
•

Predominantly solid (70%) and hypoechoic (77%–90%) [26,31].
Presence of punctate microcalcification (25%–90%) [26,31], correspond to
psammomas bodies on microscopy.
Ill-defined margins [37,38].
Chaotic intramodular vascularity on colour flow imaging [31].
Adjacent characteristic lymph nodes [39]: cystic necrosis in 25%,
microcalcification in 50%, located in the pre-/paratracheal regions and
along the cervical chains.

Fig18: Transverse grey scale sonogram shows a solid, ill-defined, hypoechoic nodule (arrows)
containing punctate calcification (arrowheads) in the right lobe of thyroid gland. Features are
typical of papillary carcinoma of thyroid.

Anaplastic carcinoma

Anaplastic carcinoma is one of the most aggressive head and neck cancers and has a grave
prognosis. It accounts for 15%–20% of all thyroid cancers [35]. The diagnosis is suspected clinically
with rapid growth in a long-standing thyroid nodule. Patients frequently present with signs and
symptoms of airway compression.
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Ultrasound features of anaplastic carcinoma include:
•
•
•
•
•
•

Hypoechoic tumour diffusely involving the entire lobe or gland.
Ill-defined margin.
Areas of necrosis in78% [26].
Nodal or distant metastases in 80% of patients [40,41]; the involved
lymph nodes show evidence of necrosis in 50% [26].
Multiple small intramodular vessels on colour flow imaging.
Extracapsular spread and vascular invasion in a third of patients [40,41].

Fig19: Transverse grey scale sonogram shows a large, solid, hypoechoic mass (arrows)
occupying the right lobe of thyroid gland. Note the presence of extra-thyroid spread
posteriorly (arrowheads). Histology: anaplastic carcinoma.

Medullary carcinoma
Medullary carcinoma is believed to arise from parafollicular C-cells that secrete thyrocalcitonin. It
represents 5% of all thyroid cancers [35]. In 10%– 20% of all cases there is a family history of
pheochromocytoma or hypercalcaemia. At presentation, 50% of cases have nodal metastases and
15%–25% have distant metastases to liver, lungs and bone [36]. Medullary carcinoma may be
associated with MEN syndrome, and these patients have a biologically more aggressive tumour
and may develop metastases earlier with a 55% 5-year survival rate [42,43]. Recurrence in the neck
and mediastinum is common in medullary carcinoma and is reflected biochemically withincreased
serum calcitonin levels.

Ultrasound features of medullary carcinoma include:

•
•

•

Solid hypoechoic nodule.
Echogenic foci in 80–90% of tumours due to amyloid deposition and
associated calcification [26,35]; similar deposits are also seen in 50–60%
of associated nodal metastases.
Chaotic intramodular vessels within the tumour on colour flow imaging.
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Fig 20: Transverse grey scale sonogram shows an ill-defined, solid, hypoechoic mass
(arrows) occupying the left lobe of the thyroid gland. Multiple echogenic foci (arrowheads)
casting dense posterior acoustic shadowing probably related to amyloid deposition and
associated calcification. Appearance is that of a medullary carcinoma.

Follicular lesions
A follicular thyroid lesion comprises follicular adenoma and follicular carcinoma which can only be
distinguished on histology of the surgical specimen by the presence/absence of vascular and
capsular invasion. Therefore, it is often not possible to differentiate a benign from a malignant
follicular lesion with FNAC or core biopsy. Some clinicians therefore preferto use the collective
term ‘follicular lesion’ for both a benign follicular adenoma and a malignant follicular carcinoma.
Although it is not possible to differentiate benign from malignant follicular lesion on FNAC/core
biopsy, some cytologists will try and classify these into microfollicular and macrofollicular types.
The latter is associated with a low risk of carcinoma, whereas in 20%–25% a microfollicular lesion
may be a follicular carcinoma [44].
A follicular carcinoma accounts for 2%–5% of all thyroid cancers [34] and is more prevalent (25%–
30%) in iodine deficient areas [45]. In most cases it develops from a pre-existing adenoma and has
propensity for haematogenous metastases to lungs, liver, bone and brain. Nodal metastases in the
neck are less commonly encountered.

Ultrasound features of follicular lesions include:

•
•
•
•

Hyperechoic/isoechoic in echotexture; hypoechoic lesions have a higher
risk of being malignant [46].
Predominantly solid and homogeneous in 70% [46].
Well-defined, haloed in 80% [46].
Benign lesions have a typeII vascularity, whereas malignant lesions
have a type III vascularity [34].
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Fig21: Longitudinal grey scale sonogram shows a nill-defined heterogeneous thyroid
nodule (arrows). The hypoechoic nature of the follicular lesion raises the suspicion
of follicular carcinoma which was confirmed on subsequent thyroidectomy.

Ultrasound, in most cases, cannot accurately distinguish a benign from malignant follicular lesion.
The suspicion of malignancy is raised if the nodule is ill-defined, hypoechoic, has a thick irregular
capsule and chaotic intranodular vascularity. The only reliable signs of malignancy on ultrasound
include frank vascular invasion to adjacent vessels (such as internal jugular vein and common
carotid artery) and extra capsular spread.
Thyroid metastases
Metastases to the thyroid gland is infrequent; the incidence in patients with known primary is 2%–
17% [47]. Metastases to the thyroid are due to haematogenous spread, most commonly from
primary melanoma, breast carcinoma, renal cell carcinoma, lung carcinoma and colonic carcinoma.

Ultrasound features of thyroid metastases include [47]:
•
•
•
•
•
•

Homogeneous, hypoechoic mass.
Well-defined margins.
Predominantly in the lower pole.
Heterogeneous echopattern when the gland is diffusely involved.
Multiple, hypoechoic solid, thyroid nodules.
Chaotic intramodular vascularity.

Fig22: Transverse grey scale sonogram in a patient with known breast carcinoma shows a welldefined, solid, homogeneous hypoechoic mass (arrows) occupying the right lobe of thyroid.
FNAC confirmed a metastatic carcinoma.
21

Lymphoma
Lymphoma accounts for 1–3% of all thyroid malignancies. An antecedent history of
Hashimoto’s thyroiditis is commonly present [26,35]. Thyroid involvement is more commonly
seen in non-Hodgkin’s lymphoma than in Hodgkin’s disease. The typical clinical presentation
is an elderly female witha rapidly enlarging neck mass. Thyroid involvement may be focal or
diffuse, extra thyroidspread and vascular invasion are seen in 50%–60% and 25%,
respectively [48,49].

Ultrasound features of lymphoma of thyroid gland include:
•
•
•
•

Focal thyroid involvement may be seen as a well-defined nodule
with pseudocystic appearance or heterogeneous appearance.
Diffuse involvement may result in heterogeneous echopattern or
simple enlargement of the gland with normal echopattern.
Associated round, hypoechoic, reticulated lymphomatous nodes in
the neck.
Background of previous Hashimoto’s thyroiditis in the
formof echogenic fibrous strands within the thyroid gland is often
seen.

Fig23: Longitudinal grey scale sonogram shows a nill-defined, solid, hypoechoicnodule
(arrows) in the thyroid gland. Thin echogenic lines (arrowheads) in the adjacent thyroid
glandular parenchyma indicates background Hashimoto’s thyroiditis. Biopsy confirmed
non- Hodgkin lymphoma of the thyroid gland.
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Chapter two
Methodology

METHODOLOGY

Type of study:
Cohort prospective & retrospective study.
The study population:

All patients with thyroid nodules that had have thyroid U/S and surgery or biopsy or FNAC. With
different gender & age groups.

The duration of study:
December 2010 – July 2012.

The study area:
Khartoum state hospitals.
U/S Examination Technique:

All U/S examinations were performed with a 7MHz or above linear-array transducer. The scanning
protocol included both transverse and longitudinal real-time imaging of the thyroid nodules.
Radiologists performed or supervised the examinations.

The method of data collection:
From patient examination, radiologist report and the biopsy report.
Analysis of Data:

Statistical analysis was performed by using a software package (SPSS for Windows). Each of the US
characteristics was analyzed to determine its association with abenign versus amalignant tissue
diagnosis. For each reader, the relevant findings were compared with the tissue diagnosis
(reference standard) to determine sensitivity, specificity, negative predictive value, and positive
predictive
value.
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Chapter three

Results

Results

The study included 92 patients presented with thyroid nodules that had have U/S examination and
had undergone surgery with biopsy or FNAC. 74 patients (80.4%) were females, and 18 patients
(19.6%) were males. 2 patients of less than 20 years (2.2%), 12 patients between 20-30 years
(13.0%), 13 patients between 31-40 years (14.1%), 24 patients of more than 41-50 years (26.1%),
and 41 patients of more than 50 years (44.6%).
U/S Characteristics:
Nodule size of less than 10 mm is found in 30 patients (32.6%), and size of more than 10 mm is
found in 62 patients (67.4%). 17 of the nodules less than 10 mm were benign (56.7%), while 13
were found to be malignant (43.3%).33 of the nodules more than 10 mm were benign (53.2%),
while 29 werefound to be malignant (46.8%).
A predominantly solid content is found in 78 patients (84.8%), 38 of them were benign (48.7%),
while 40 were malignant (51.3%). A predominantly cystic nodule was found in 14 patients (15.2%),
12 of them were benign (85.7%), while just 2 were malignant (14.3%).
64 nodules were found having ovoid to round shape (69.6%), 45 of them were benign (70.3%),
while 19 were malignant (29.7%). 17 nodules were having taller than wide shape (18.5%), 14 of
them were malignant (82.4%), while 3 were benign (17.6%). And 11 nodules were of irregular shape
(12.0%), 9 of them were malignant (81.8%), while 2 were benign (18.2%).
55 of nodules were found to have well defined smooth margins (59.8%), 42 of them were benign
(76.4%), while 13 were malignant (23.6%). 25 nodules found to have speculated margins (27.2%),
22 of them were malignant (88.0%), while just 3 were benign (12.0%).12 nodules were found to
have ill- defined margins (13.0%), 7 of them were malignant (58.3%), while 5 were benign (41.7%).
54 nodules were found to be hypoechoic (58.7%), 36 of them were malignant (66.7%), while 18
were benign (33.3%). 32 nodules were found isoechoic (34.8%), 28 of them were benign (87.5%),
while 4 were malignant (12.5%). 6 nodules were hyperechoic (6.5%), 4 of them were benign
(66.7%), while 2 were malignant (33.3%).
20 nodules found to have micro calcification (21.7%), 18 of them were malignant (90.0%), while
just 2 were benign (10.0%). 11 nodules found to have macro calcification (12.0%), 7 of them were
benign (63.6%), while 4 were malignant (36.4%). 4 nodules were found to have rim calcification
(4.3%), 2 benign (50.0%), and 2 malignant (50.0%). 57 nodules showed no calcification (62.0%), 39
of them were benign (68.4%), and 18 weremalignant (31.6%).
39 of nodules showed intra nodular vascularization on color Doppler analysis (42.4%),28
ofthemwere malignant (71.8%), and 11 werebenign (28.2%). 23 nodules showed perinodular
vascularization (25.0%), 19 of them were benign (82.6%), and 4 were malignant (17.4%). 30
nodules showed novascularization on Doppler analysis (32.6%), 20 of them were benign (66.7%),
and 10 were malignant (33.3%).
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56 patients were found to have multinodular goiter (60.9%), 38 of them were benign goiters
(67.9%), and 18 were malignant ones (32.1%). 36 patients were found to have solitary nodules
(39.1%), 24 of them were malignant (66.7%), and 12 were benign (33.3%).
Both lobes were affected in 55 patients (59.8%), 42 of them were benign (76.4%), and 13 were
malignant (23.6%). While just one lobe affected in 37 patients (40.2%), 29 were malignant (78.4%),
and 8 were benign (21.6%).
Regional enlarged lymph nodes were found in 16 patients (17.4%), 14 of them were malignant
(87.5%), and 2 were benign (12.5%). While no lymph node enlargement seen in 76 patients
(82.6%), 48 were benign (63.2%), and 28 were malignant (36.8%).
Statistically significant (P < 0.05) findings of malignancy were a taller than wide shape, speculated
margins, hypoechogenicity, micro calcification, solitary nodules, presence of enlarged regional
lymph nodes, and intranodular vascularization on Doppler analysis.
Statistically significant (P < 0.05) findings of benign nodules were isoechogenicity, a round to ovoid
shape, a well-defined margin, a cystic content, an absent calcification, multinodularity, and
perinodular vascularity.
No statistical significant (P > 0.05) difference found for hyperechogenicity, ill-defined margins,
solid content, macro & rim calcification, absent vascularization on Doppler analysis, and comet-tail
sign.
Colloid nodule was found to be the more frequent benign nodule as 47 nodules out of 50 (94.0%)
were found colloid nodule in histopathology, where 2 nodules (4.0%) were inflammatory nodules,
and 1 nodule (2.0%) was thyroid cyst.
Follicular carcinoma was found more frequent malignant nodule as 18 nodules out of 42 (42.9%)
were found as follicular carcinoma, where 12 nodules (28.6%) w e r e papillary carcinoma, 7
nodules (16.7%) were anaplastic carcinoma, 2 nodules (4.8%) were undifferentiated carcinoma, 1
nodule (2.4%) medullary carcinoma, 1 nodule (2.4%) lymphoma, and 1 nodule (2.4%) metastasis.

25

Table (1): Age Groups of the study population:

Age

Benign

Malignant

Total

< 20years

2

0

2

20– 30years

10

2

12

31– 40years

11

2

13

41– 50years

18

6

24

>50years

9

32

41

Total

50

42

92

Fig (1): Age Groups of the study population:
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Table (2): Gender of the population:

Gender
Male
Female
Total

Benign
9
41
50

Malignant
9
33
42

Fig (2): Gender of the population:
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Total
18
74
92

Table (3): The relation between the nodule size & histopathology result:

Nodulesize
<10mm
>10mm
Total

Benign
17
33
50

Malignant
13
29
42

Total
30
62
92

Fig (3): The relation between the nodule size & histopathology result:
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Table (4): The relation between the nodule shape & histopathology result:

Noduleshape
Ovoidto round
Irregular
Tallerthanwide
Total

Benign
45
2
3
50

Malignant
19
9
14
42

Total
64
11
17
92

Fig (4): The relation between the nodule shape & histopathology result:
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Table (5): The relation between the nodule margins & histopathology result:

Nodulemargin
Welldefinedsmooth
Welldefinedspeculated
Illdefined
Total

Benign
42
3
5
50

Malignant
13
22
7
42

Total
55
25
12
92

Fig (5): The relation between the nodule margins & histopathology result:
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Table (6): The relation between nodule echogenicity & histopathology result:

Echogenicity
Hypoechoic
Isoechoic
Hyperechoic
Total

Benign
18
28
4
50

Malignant
36
4
2
42

Total
54
32
6
92

Fig (6): The relation between nodule echogenicity & histopathology result:
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Table (7): The relation between the nodule content & histopathology result:

content

Benign

Malignant

Total

Predominantlysolid

38

40

78

Predominantlycystic

12

2

14

Total

50

42

92

Fig (7): The relation between the nodule content & histopathology result:
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Table (8): The relation between type of calcification of the nodule & histopathology result:

Benign

Malignant

Total

Absent

39

18

57

Rimcalcification

2

2

4

Micro calcification

2

18

20

Macro calcification

7

4

11

Total

50

42

92

Type of
calcification

Fig (8): The relation between type of calcification of the nodule &
histopathology result:
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Table (9): The relation between nodule Doppler flow pattern & histopathology result:

Vascularity

Benign

Malignant

Total

Absent

20

10

30

Perinodular

19

4

23

Intranodular

11

28

39

Total

50

42

92

Fig (9): The relation between nodule Doppler flow pattern & histopathology
result:
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Table (10): The relation between Comet-tail sign & histopathology result:

Comet-tail sign

Benign

Malignant

Total

Yes

4

0

4

No

46

42

88

Total

50

42

92

Fig (10): The relation between Comet-tail sign & histopathology result:
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Table (11): The relation between multinodularity & histopathology result:

Multinodularity

Benign

Malignant

Total

Multinodular

38

18

56

Solitarynodule

12

24

36

Total

50

42

92

Fig (11): The relation between multinodularity & histopathology result:
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Table (12): The relation between presence of lymphadenopathy & histopathology results:

Regional
lymphadenopathy

Benign

Malignant

Total

YES

2

14

16

NO

48

28

76

Total

50

42

92

Fig (12): The relation between presence of lymphadenopathy &
histopathology results:
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Table (13): Types of benign thyroid nodules according to histopathology results:

Histopathology

Frequency

Percentage

Colloid nodule

47

94.0%

Inflammatory nodule

2

4.0%

Thyroidcyst

1

2.0%

Total

50

100.0%

Fig (14): Types of benign thyroid nodules according to histopathology results:
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Table (14): Types of malignant thyroid nodules according to histopathology results:

Histopathology

Frequency

Percentage

Follicular carcinoma

18

42.9%

Papillary carcinoma

12

28.6%

Anaplastic carcinoma

7

16.7%

Undifferentiated cell carcinoma

2

4.8%

Medullary carcinoma

1

2.4%

Lymphoma

1

2.4%

Metastasis

1

2.4%

Total

42

100.0%

Fig (14): Types of malignant thyroid nodules according to histopathology
results:
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DISCUSSION
The study included 92 patients, 50 of them were having benign thyroid nodules, and 42 were
having malignant nodules.

Traditionally, a predominantly solid component regarded as being suggestive of malignant nodule
rather than benign nodule. In this study, most of the benign nodules as well as the malignant
nodules were predominantly solid. Therefore, a predominantly solid component alone can't be a
useful criterion for the differentiation of malignant from benign nodules. The study showed that a
predominantly cystic component is a benign feature (sensitivity 24.0%, specificity 95.2%, positive
predictive value 85.7%, and negative predictive value 51.3%).

The study supports the suggestion that a taller than wide shape is a veryspecific for differentiating
malignant thyroid nodules from benign ones (sensitivity 33.3%, specificity 94.0%, positive
predictive value 82.4%, and negative predictive value 62.7%), the feature that reflects the fact that
malignant nodules grow across tissue planes, while benign nodules grow parallel to normal tissue
planes. Also, irregular shape was found as a malignant feature (sensitivity 21.4%, specificity 96.0%,
positive predictive value 81.8%, and negative predictive value 59.3%).

Also, the study supports that round to ovoid shape as a differentiating featureof benign nodules
from malignant ones despite that 45.2% of malignant nodules were found to have this feature
(sensitivity 90.0%, specificity 54.8%, positive predictive value 70.3%, and negative predictive value
82.1%).
The nodule margin was categorized into three subtypes: well-defined smooth, speculated, and illdefined. The findings showed that a speculated margin is suggestive of malignancy (sensitivity
52.4%, specificity 94.0%, positive predictive value 88.0%, and negative predictive value 70.1%),
while a well- defined smooth margin is a benign feature although 31.0% of malignant nodules
showed a well-defined margin (sensitivity 84.0%, specificity 69.0%, positive predictive value
76.4%, and negative predictive value 78.4%). An ill- defined margin was found in both benign and
malignant nodules and showed no statistical significance in differentiating them.

Hypoechogenicity was found as a malignant feature, despite that 36.0% of benign nodules were
hypoechoic (sensitivity 85.7%, specificity 64.0%, positive predictive value 66.7%, and negative
predictive value 84.2%), while isoechogenicity was found as a benign feature (sensitivity 56.0%,
specificity 90.5%, positive predictive value 87.5%, and negative predictivevalue 63.3%).
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Hyperechogenicity was found in both benign and malignant nodules and has no statistical
significance in differentiation between them.

Presence of microcalcification was found as a malignant feature (sensitivity 42.9%, specificity
96.0%, positive predictive value 90.0%, and negative predictive value 66.7%), while
macrocalcification was found in both benign and malignant nodules. Microcalcifications
correspond pathologically to calcified psammoma bodies that are typical of papillary cancer, while
macrocalcifications are related to fibrosis and degeneration. Absence of calcification was found as
a benign feature in this study (sensitivity 78.0%, specificity 57.1%, positive predictive value 68.4%,
and negative predictive value 68.6%), while the presence of rim calcification was of no statistical
significance in differentiation between benign and malignant nodules.

Also although multinodularity is found to be a benign feature (sensitivity 76.0%, specificity 57.1%,
positive predictive value 67.9%, and negative predictive value 66.7%) and solitary nodule is found
to be a malignant feature (sensitivity 57.1%, specificity 76.0%, positive predictive value 66.7%, and
negative predictive value 67.9%), 54.8% of malignant nodules were found as multinodular and
24.0% of benign nodules were solitary nodules, so multinodularity can't be used alone as a
differentiation feature between benign and malignant nodules.

The study showed that intranodular vascularization is a malignant feature (sensitivity 66.7%,
specificity 78.0%, positive predictive value 71.8%, and negative predictive value 73.6%), despite
the fact that 22.0% of benign nodules found to have the same feature, while perinodular
vascularization was found as a benign feature (sensitivity 38.0%, specificity 90.5%, positive
predictive value 82.6%, and negative predictive value 55.1%), and thatreflects the fact that growth
and progression of malignant tumors are dependent on the available blood supply.

Presence of regional enlarged lymph nodes was found to be of statistical significance of being
malignant nodule (sensitivity 33.3%, specificity 96.0%, positive predictive value 87.5%, and
negative predictive value 63.2%).
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Conclusion
The management of a thyroid nodule is multi-disciplinary and involves head and neck surgeons,
radiologists and pathologists.

U/S features (shape, margins, echogenicity, presence of calcification, type of vascularization,
multinodularity& presence of regional lymphadenopathy) were found to be helpful in
discrimination of malignant from benign nodules specially when more than one feature are
present.

A study in the same subject was done in South Korea by the Thyroid Study Group, Korean Society
of Neuro – and Head & Neck Radiology from January 2003 to June 2003 & published in RSNA
(Radiological Society of North America) in 2008 revealed results that strengthen the results of this
study. The study involved 8024 patients and the results showed that taller than wide shape,
speculated margins, marked hypoechogenicity and micro & macrocalcification are U/S features of
malignant thyroid nodules, where benign features are isoechogenicity & spongiform appearance.

Another study was published in 2006 in QJM (An International Journal of Medicine: Oxford
Journals), the studywas done in the Department of Medical and Surgical Sciences, Internal
Medicine and Endocrinology Unit, University of Brescia, Brescia, Italy. The study involved 5198
patients from January1991 to September 2004 and the result showed that microcalcifications, illdefined margins, solid hypoechoic appearance &intranodular vascular pattern are U/Sfeatures
thatfoundto be significantly more frequent in malignant than in benign nodules.

This study and the studies mentioned above showed that no single parameter satisfactorily
identifies a subset of patients to be electively investigated by FNAC, although several may be
useful in this regard. In this study as mentioned two or more parameters are needed to
discriminate malignant from benign thyroid nodule by U/S, and the more frequent malignant
patterns were found in combination of solid hypoechoic nodule with calcification (micro or
macrocalcification). Where the most frequent benign patterns were cystic nodule with or without
internal echoes (comet-tail).
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Recommendations
1- Further research on this subject should be encouraged to confirm the
role of sonography for differentiation between benign and malignant
thyroid nodules.
2- Ultrasound is an operator-dependent examination technique, and a
weakness of this investigation is the single-reader study design. So
more prospective studies are needed to investigate the general
applicability of ultrasonographic (US) features in differentiating
benign from malignant thyroid nodules.
3- Radiologists must be familiar with the various signs on ultrasound
that help to distinguish benign from malignant thyroid nodules and
the typical appearance of common thyroid cancer.
4- The evaluation of thyroid nodules by ultrasound should be regarded
in making of clinical decision specially in non-palpable nodules.
5- Ultrasound provides a safe tool for disease surveillance in patients
with thyroid cancer after treatment.

43

REFERENCES

1. McNeilC. Annual cancer statistics report raises key questions. JNatl

Cancer Inst. Nov 15, 2006;98(22):1598-9.

2. Wiersinga WM. Thyroid cancer in children and adolescents—

consequences in later life. J Pediatr Endocrinol Metab. 2001;14 Suppl
5:1289-96; discussion 1297-8.

3. Bruneton JN, Balu-Maestro C, Marcy PY, et al. Very high frequency

(13MHz) ultrasonographic examination of the normal neck: detection
of normal lymph nodes and thyroid nodules. J Ultrasound Med. Feb
1994;13(2):87-90.

4. Nabriski D, Ness-Abramof R, Brosh TO, etal. Clinical relevance of

non-palpable thyroid nodules as assessed by ultrasound-guided fine
needle aspiration biopsy. J Endocrinol Invest. Jan 2003;26(1):61-4.

5. Mandel SJ. Diagnostic use of ultrasonography in patients with nodular

thyroid disease. Endocr Pract. May-Jun 2004;10(3):246-52.

6. Miki H, Oshimo K, Inoue H, et al. Incidence of ultrasonographically-

detected thyroid nodules in healthy adults. Tokushima J Exp Med. Jun
1993;40(1-2):43-6.

7. Brander A, Viikinkoski P, Nickels J, et al. Thyroid gland: US screening

in middle-aged women with no previous thyroid disease. Radiology.
Nov 1989;173(2):507-10.

8. Cannon CR. Evaluation of the thyroid nodule. Am Fam Physician. May

1986;33(5):147-52.

9. AACE/AME Task Force on Thyroid Nodules. American Association of

Clinical Endocrinologists and Associazione Medici Endocrinologi
medical guidelines for clinical practice for the diagnosis and
management of thyroid nodules. Endocr Pract. Jan-Feb 2006;12(1):63102.

10. Cohen JI, Salter KD. Thyroid disorders: evaluation and management of

thyroid nodules. Oral Maxillofac Surg Clin North Am. Aug
2008;20(3):431-43.

44

11. Eszlinger M, Krohn K, Hauptmann S, Dralle H, Giordano TJ, Paschke R.

Perspectives for improved and more accurate classification of thyroid
epithelial tumors. J Clin Endocrinol Metab. Jul 1 2008;

12. Stang MT, Carty SE. Recent developments in predicting thyroid

malignancy. Curr Opin Oncol. Jan 2009;21(1):11-7.

13. Cortázar García R, Quirós López R, Acebal Blanco MM. [The role of

radiologists in the management of thyroid nodules.]. Radiologia. NovDec 2008;50(6):471-81.

14. Barroeta JE, Wang H, Shiina N. Is fine-needle aspiration (FNA) of

multiple thyroid nodules justified?. Endocr Pathol.2006;17(1):61-5.

15. Rosen JE, Stone MD. Contemporary diagnostic approach to the thyroid

nodule. J Surg Oncol. Dec 15 2006;94(8):649-61.

16. Organ GM, Organ CH Jr. Thyroid gland and surgery of the

thyroglossal duct: exercise in applied embryology. World J Surg. Aug
2000;24(8):886-90.
17. McCoul ED, de Vries EJ. Concurrent lingual thyroid and undescended
thyroglossal duct thyroid without orthotopic thyroid gland.
Laryngoscope. Oct 2009;119(10):1937-40.
18. Cummings CW, et al. Thyroid anatomy. In: Cummings CW, ed.
Otolaryngology - Head and Neck Surgery. 3rd ed. St. Louis, Mo:
Mosby; 1998:2445-49.
19. Thyroid gland. In: Williams PL, Bannister LH, et al. Gray's Anatomy.
38th ed. New York, NY: Churchill Livingstone; 1995:1891-6.
20. Naidoo D, Boon JM, Mieny CJ, et al. Relation of the external branch of
the superior laryngeal nerve to the superior pole of the thyroid gland: an
anatomical study. Clin Anat. Jul 2007;20(5):516-20.
21. Reed AF. Relations of inferior laryngeal nerve to inferior thyroid
artery. Anatomical Record. 1943;85:17.
22. Gravante G, Delogu D, Rizzello A, et al. The Zuckerkandl tubercle. Am
J Surg. Apr 2007;193(4):484-5.
23. Solbiati L, Giangrande A, De Pra L, et al. Percutaneous injection of
parathyroid tumours and ultrasound guidance: treatment for secondary
hyperparathyroidism. Radiology. 1985;155:607–10.
24. Takashima S, Fukuda H, Nomura N, et al. Thyroid nodules: reevaluation with ultrasound. J Clin Ultrasound. 1995;23:179–84.
25. McIvor NP, Freeman JL, Salem S. Ultrasonography of the thyroid and
parathyroid glands. ORL J Otorhinolaryngol Relat Spec. 1993;55:303–
8.

45

26. Yousem DM, Scheff AM. Thyroid and parathyroid. In: Som PM,

Curtin HD, editors. Head and Neck Imaging. third edn. St Louis:
Mosby; 1996. pp. 953–75.
27. Ahuja A, Chick W, King W, Metreweli C. Clinical significance of the
comet tail artifact in thyroid ultrasound. J Clin Ultrasound.
1996;24:129–33.
28. Woolner LB, Beahrs OH, Black BM, et al. Classification and prognosis
of thyroid cancer. Am J Surg. 1961;102:354–87.
29. McCall A, Jarosz H, Lawrence AM, Paloyan E. The incidence of
thyroid carcinoma in solitary cold nodules and in multinodular goiters.
Surgery. 1986;100:1128–31.
30. Lagalla R, Cariso G, Midiri M, Cardinale AE. Echo-Doppler couleru et
pathologie thyroidienne. J Echograph Med Ultrasons. 1992;13:44–7.
31. Solbiati L, Livraghi T, Ballarati E, Ierace T, Crespi L. Thyroid gland.
In: Solbiati L, Rizzatto G, editors. Ultrasound of Superficial Structures.
London: Churchill Livingstone; 1995. pp. 49–85.
32. Rago T, Vitti P, Chiovato L, et al. Role conventional ultrasonography
and colour flow Doppler sonography in predicting malignancy in ‘cold’
thyroid nodules. Eur J Endocrinol. 1998;138:41–6.
33. Can AS, Peker K. Comparison of palpation-versus ultrasound-guided
fine-needle aspiration biopsies in the evaluation of thyroid nodules.
BMC Res Notes. May 15 2008;1:12.
34. Goldfarb M, Gondek S, Solorzano C, Lew JI. Surgeon-performed
ultrasound can predict benignity in thyroid nodules. Surgery. Sep
2011;150(3):436-41.
35. Bruneton JN, Normand F. Thyroid gland. In: Bruneton JN, editor.
Ultrasonography of the Neck. Berlin: Springer-Verlag; 1987. pp. 22–50.
36. LiVolsi VA. Pathology of thyroid disease. In: Flak SA, editor. Thyroid

Disease: Endocrinology, Surgery, Nuclear Medicine and Radiotherapy.
Philadelphia: Lippincott-Raven; 1997. pp. 65–104.
37. Simeone JF, Daniels GH, Mueller PR, et al. High resolution real time
sonography of the thyroid. Radiology. 1982;145:431–5.
38. Noyek AM, Finkelstein DM, Kirsch JC. Diagnostic imaging of the
thyroid gland. In: Falk SA, editor. Thyroid Disease: Endocrinology,
Surgery, Nuclear Medicine, and Radiotherapy. New York: RavenPress;
1990. pp. 952–75.
39. Ahuja AT, Chow L, Chick W, et al. Metastatic cervical nodes in
papillary carcinoma of the thyroid: ultrasound and histological
correlation. Clin Radiol. 1995;50:229–31.
40. Takashima S, Morimoto S, Ikezoe J, et al. CT evaluation of anaplastic
thyroid carcinoma. Am J Roentgenol. 1990;154:61–3.

46

41. Compagno J. Diseases of the thyroid. In: Barnes L, editor. Surgical

Pathology of the Head and Neck. New York: Marcel Dekker; 1985. pp.
1435–86.
42. Kaufman FR, Roe TF, Isaacs H Jr, Weitzman JJ. Metastatic medullary
carcinoma in young children with mucosal neuroma syndrome.
Pediatrics. 1982;70:263–7.
43. Norton JA, Froome LC, Farrell RE, Wells SA Jr. Multiple endocrine
neoplasia type IIb: the most aggressive form of medullary carcinoma.
Surg Clin North Am. 1979;59:109–18.
44. Tambouret R, Szyfelbein WM, Pitman MB. Ultrasound-guided fineneedle aspiration biopsy of the thyroid. Cancer. 1999;87:299–305.
45. Williams ED, Doinach I, Bjarnason O, Michie W. Thyroid cancer in an
iodide rich area. Cancer. 1977;39:215–22.
46. Lin JD, Hsueh C, Chao TC, Weng HF, Huang BY. Thyroid follicular
neoplasms diagnosed by high-resolution ultrasonography with fine
needle aspiration cytology. Acta Cytol. 1997;41:687–91.
47. Ahuja AT, King W, Metreweli C. Role of ultrasonography in thyroid
metastases. Clin Radiol. 1994;49:627–9.
48. Anscombe AM, Wright DH. Primary malignant lymphoma of the
thyroid – a tumour of mucosa associated lymphoid tissue: review of
seventy-six cases. Histopathology. 1985;9:81–7.
49. Burke JS, Butler JJ, Fuller LM. Malignant lymphomas of the thyroid.
Cancer.1977;39:1587–602.

47

Appendix

Benign Vs Malignant THYROID NODULES: U/S differentiation Data sheet

Personaldata:
Patient No. (
Gender:

Age: (

)
Male (

)

Female (

) Yrs
Residence: …………….

)

U/S Findings:
1-

Size:

< 10mm (

2- Shape:

> 10mm (

)

Ovoid to round (
3- Margins:

)

Taller than wide (

Well defined smooth (
defined (
)

)

)

)
Irregular (

)

Well defined speculated (

)

4- Echogenicity:
Hypoechoic (
5- Content:

)

Isoechoic (

Predominantly solid (
6- Calcification:
Microcalcification (
Absent (
)

)

)

)

Hyperechoic (

)

Predominantly cystic (

Macrocalcification (

)

)

Rim (

)

7-Multinodularity:

Solitary nodule (
8- Colour flow pattern:
Absent (

9-

Comet-tail sign:
Yes
(

10-

)

)

Multinodular (

Perinodular (

)

Lobes affected:
One lobe (

)

Intranodular (

No (
)

Both lobes
48

)
)

)
(

)

ill

11-

Effect on adjacent structures:
Yes
(
)

No (

)

In case of yes, which structure: ……………………………………

12-

Regional lymph nodes:
Yes
(
)

No (

Histopathology:
Benign:
•

Colloidnodule

(

)

•

Follicularadenoma

(

)

•

Thyroidcyst

(

)

•

Inflammatory nodule

(

)

Malignant:
•

Papillary carcinoma

(

•

Medullary carcinoma

(

)

•

Follicular carcinoma

(

)

•

Anaplastic carcinoma

(

)

•

Metastasis

(

)

•

Lymphoma

(

)
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