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Introduction
Thyroid Nodules are very common, about 4–7% of  the 
population have palpable nodules, and between 50–70% 
will have nodules on high definition ultrasound scanning. 
The risk of  a nodule identified on ultrasound being 
malignant is 4–7%. There are certain presenting features 
that increase the risk of  a nodule being cancerous. These 
include: a family history of  thyroid cancer, a history of  
radiation exposure either therapeutic or environmental, 
a child presenting with a nodule, stridor or hoarseness 
associated with a nodule, rapid growth over a few weeks, 
associated palpable lymphadenopathy and persistent pain 
associated with a nodule.

Investigations
FNA: Fine needle aspiration biopsy is a safe and accurate 
way to investigate a thyroid nodule, with negligible risk 
of  spreading the disease along the needle track. The 
false negative rate for thyroid cancer, however, varies 
between 1–6% even in the hands 
of  an experienced aspirator and 
cytopathologist and a high index 
of  suspicion should remain. 
Non-diagnostic aspirates should 
be repeated under ultrasound 
guidance as there is a risk of  
malignancy of  up to 9% in this 
group. If  two aspirations do 
not result in a diagnosis, the 
patient should be referred for a 
diagnostic hemithyroidectomy. Table 1 shows the possible 
results from FNA. 

Table 1
1.  Non-diagnostic – insufficient cellular material
2.  Benign – high colloid/cell ratio, benign follicular cells
3.  Follicular neoplasm: cellular aspirate, microfollicular 

pattern
4.  Suspicious: some features of carcinoma but not all
5  Malignant: diagnostic of cancer

Ultrasound: There are 
several features identi-
fied on high definition 
ultrasound that increase 
the probability of  a thyroid 
nodule being malignant. 
These are listed in Table 
2 in descending order of  
importance.

Table 2
Microcalcification
Intranodular vascularity
Solid
Hypoechoic
Absent halo
Solitary

Ultrasound is also very useful for examining lymph nodes 
for evidence of  metastatic disease and for guiding needle 
aspiration, particularly in cases of  complex, partially solid 
and cystic nodules, multinodular glands and lymph nodes. 
The nodules requiring aspiration in the multinodular 
setting are the ones with the features listed in Table 2 and 
not just the dominant nodule. In a multinodular thyroid 
the risk of  thyroid cancer is less than in a solitary nodule 
but it is still significant, with up to 22% of  thyroid cancers 

being identified in multinodular glands. 
Thyroid function tests: All patients 

presenting with  a nodule should have their 
thyroid function determined to exclude 
hyperthyroidism. If  hyperthyroidism is 
identified a thyroid scintiscan is required to 
determine whether there is a toxic nodule 
present. There is some evidence that 
an elevated level of  thyroid stimulating 
hormone (TSH) is associated with an 
increased risk of  malignancy.

Referral
Thyroid nodules that are suspicious for malignancy 
should be referred to a specialist head and neck surgeon 
and the patient should be seen within four weeks of  
referral. Patients with rapid enlargement over a few 
weeks, associated lymphadenopathy, persistent pain or 
hoarseness or stridor associated with a thyroid mass 
should be referred urgently to a head and neck surgeon 
with expertise in managing thyroid cancer. Hoarseness 
and stridor may indicate invasion of  the thyroid cancer  
into surrounding structures such as the recurrent 
laryngeal nerve, larynx or trachea.

Management
The mainstay of  treatment for thyroid cancer is surgery. 
This usually involves a total thyroidectomy and, where the 
patient either has nodal disease or is at high risk of  nodes, 
neck dissections. In cases where the tumour is invading 
surrounding structures, these will frequently need to be 
resected and reconstruction may be required. 


