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Thyroid nodules (TN) are prevalent in the general population and rep-
resent a common complaint in clinical practice. Most are asymptom-
atic and are associated with a 7%–15% risk of malignancy (1).
Methods: PubMed and Medline were searched for articles with a
focus on the epidemiology, diagnosis, and management of TN over
the past 5 y. Results: The increase in frequency of imaging has led to
a rise in the incidence of incidentally diagnosed TN. The initial evalua-
tion of a TN includes assessing thyroid function, clinical risk factors,
and neck imaging. Ultrasound remains the gold standard for assess-
ing TN morphology, and biopsy is the standard method for determin-
ing whether a TN is benign. Recently published risk stratification
systems using morphologic characteristics on ultrasonography have
been effective in reducing the number of unnecessary biopsies.
Advances in molecular testing have reduced the number of surgical
procedures performed for diagnostic purposes on asymptomatic TN
with indeterminate cytology. Scintigraphy is the first-line study for
assessing a hyperfunctioning nodule. Many TN can be followed clini-
cally or with serial ultrasound after the initial diagnosis. Surgical inter-
vention is warranted when local symptoms are present, in patients
with clinical risk factors, as well as in most situations with malignant
cytology. Active surveillance is an option in cases of micropapillary
thyroid cancer. Emerging nonsurgical approaches for treating TN
include ethanol ablation for TN; sclerotherapy for thyroid cysts; and
thermal techniques, such as radiofrequency ablation, laser ablation,
microwaves, and high-intensity focused ultrasound. Conclusion:
Most TN are benign and can be safely monitored. The indications for
biopsy and frequency of imaging should be tailored on the basis of
risk stratification. Treatment options should be individualized for each
patient’s particular situation. Active surveillance should be considered
in certain cases of papillary microcarcinoma.
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Thyroid nodules (TN) are commonly encountered in clinical
practice, with a prevalence ranging between 20% and 60% in pro-
spective, randomly selected patients (1–3). Although some may
cause local symptoms and are diagnosed through clinical examina-
tion, at present most are reported as incidental findings during
unrelated imaging (4–7). Although the incidence of thyroid cancer
has increased in recent decades, most TN are benign, with a rate
of malignancy of less than 5% (8,9).
A newly diagnosed TN should be evaluated to ascertain whether

it is benign or malignant and, for symptomatic benign TN, to

establish the indications for intervention to alleviate associated
local symptoms. Although routine population screening for TN is
not recommended, particular attention should be given to situa-
tions in which risk factors for thyroid cancer are present, including
childhood history of exposure to ionizing radiation, variations in
dietary iodine intake, inherited genetic syndromes associated with
thyroid cancer (familial adenomatous polyposis, Carney complex,
Cowden syndrome, PTEN hamartoma tumor syndrome, and
Peutz-Jeghers syndrome), or a family history of medullary thyroid
cancer or multiple endocrine neoplasia syndrome (10). The pur-
pose of this article is to review and summarize recent trends in the
diagnosis and management of incidentally discovered TN.

METHODS

We performed a PubMed and Medline search to identify articles
focused on the epidemiology, diagnosis, and management of TN
over the past 5 y. We reviewed 135 articles, including their refer-
ence lists, for additional pertinent articles.

RESULTS AND DISCUSSION

Imaging

Thyroid Ultrasound (US). Thyroid US is the gold standard for
assessing TN morphology and is generally recommended for
nodules diagnosed either clinically or through other imaging
modalities. Because of significant improvements in the perfor-
mance of US technology, it is now possible to provide a detailed
morphologic description of thyroid anatomy. Several ultrasonog-
raphy features of TN, such as size, echogenicity, nodule border,
vascular pattern, nodule shape, tissue stiffness (as assessed by
elastography), presence of micro- or macrocalcifications, and cer-
vical lymph nodes with an abnormal appearance, are all charac-
teristics that have been associated with a risk of thyroid cancer
(Fig. 1]). However, individual US features are limited by a broad
range of sensitivity and specificity for malignancy; therefore,
none can be considered alone to be accurate for diagnosing thy-
roid cancer (11). As a result, risk assessment strategies were
developed to determine the risk of malignancy that would justify
additional assessment and intervention. At present, there are sev-
eral such protocols.
In 2017, the American College of Radiology issued a standard-

ized risk stratification system, the Thyroid Imaging, Reporting and
Data System (TI-RADS), which is based on a point scoring system
that takes into account TN composition, echogenicity, shape, size,
margins, and presence of echogenic foci (12). The recommenda-
tion for fine-needle aspiration (FNA) biopsy (FNAB) is based on a
combination of the TI-RADS score and nodule size. The American
Thyroid Association system is based more on sonographic patt-
ern recognition and classification of nodule appearance into 5 cate-
gories with associated ranges of cancer risk: benign (,1%), very
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low (,3%), low (5%–10%), intermediate (10%–20%), and high
(.70%–90%) (1). A combination of nodule size and appearance
is used to recommend when FNAB should be considered, similar
to TI-RADS. Of note, both systems recommend against automatic
FNAB sampling of nodules smaller than 1 cm and lean toward
active surveillance with close follow-up for these small, suspicious
nodules (1,13,14). Similar scoring systems have been issued by
the Korean Society of Thyroid Radiology (15), European Thyroid
Association (16), and American Association of Clinical Endocri-
nologists (17). A summary of these scoring systems is shown in
Table 1.
CT and MRI. CT and MRI have limited roles in the evaluation

of TN and are generally indicated in patients with a clinical sug-
gestion of advanced thyroid malignancy, for presurgery planning,
for the assessment of central- and lateral-compartment cervical
lymph nodes, and for the evaluation for airway, digestive, or vas-
cular anatomy involvement when indicated (1).

18F-FDG PET/CT. Incidental TN have a prevalence of 1%–2%
of all 18F-FDG PET/CT scans (18). The reported rate of cytology-
proven malignancy ranges between 24% (19) and 58.2% (20),
whereas diffuse uptake is associated with a much lower malig-
nancy rate—4.4% (21). A metaanalysis of 18 studies (n 5 55,160)
found that 1% of cases had thyroid incidentalomas diagnosed on
18F-FDG PET, with a 33.2% incidence of malignancy and papil-
lary thyroid cancer representing 82.2% of these cases (22). Despite
this increased incidence, newly diagnosed incidental thyroid can-
cers do not appear to affect mortality. In a retrospective review of
45,000 PET/CT scans, the incidence of thyroid cancer in thyroid

incidentalomas was 36%; over a 24-mo
median follow-up, most deaths (181) were
related to the primary malignancy and not
thyroid cancer (23).
Scintigraphic Imaging for TN. A newly

diagnosed TN with a subnormal thyroid-
stimulating hormone (TSH) level should
next be evaluated with a radioactive iodine
uptake and thyroid scan to determine
whether it is hyperfunctioning (1). In such
cases, US can be considered to assess for
coexistent nonfunctioning nodules, which
may require additional evaluation. Of note,
small hyperfunctioning TN may not cause
full TSH suppression; therefore, if clinically
indicated, scintigraphy should be considered
for TSH levels at the lower end of normal.
Before the prevalence of US,

scintigraphy-based thyroid imaging with
99mTc-pertechnetate (TcO4

2) and radioac-
tive iodine (131I and 123I) played a signifi-
cant role in the evaluation of TN and
multinodular goiters (24). In the United
States, nuclear thyroid imaging for the eval-
uation of thyroid nodularity is primarily
reserved for cases in which TSH suppres-
sion is evident and the associated presence
of thyrotoxicosis is suspected (25). Thyroid
scintigraphy appears to be more commonly
used in other parts of the world, including
Europe (26). Although “cold” nodules on
scintigraphy can represent a malignancy,
many benign TN will also appear to be

hypofunctioning. In contradistinction, “hot” hyperfunctioning nod-
ules are rarely malignant (Fig. 2) (27).
A review of 6 articles in 1981 revealed the following thyroid

cancer rates associated with the respective scintigraphy findings:
hypofunctioning nodules, 16%; normofunctioning nodules, 29%;
and hyperfunctioning nodules, 24% (28). A discrepancy between
the uptake of 99mTc and the uptake of 131I by cancerous TN has
been reported, particularly in follicular thyroid cancer. Nodule
99mTc uptake was noted, whereas with 131I imaging, the nodules
appeared “cold” (29). Therefore, when scintigraphy is used for TN
assessment, 123I is preferred over 99mTc as an imaging agent. A
recent study comparing 123I scintigraphy and thyroid US for refer-
ral for FNAB found concordant recommendations in 79.4% of
cases. Discordant recommendations included a US-based referral
for FNAB for functional nodules (3.8%) and a 123I-based recom-
mendation for FNAB (7.9%) when either there was no TN on US
or the nodule did not meet US-guided FNAB criteria (30).
American Thyroid Association 2015 guidelines recommend

limited use of thyroid scintigraphy, primarily for cases with sup-
pressed TSH, as the finding of an autonomous nodule would obvi-
ate the need for FNAB of that nodule except on the rare occasions
when malignancy is suspected on the basis of thyroid US appear-
ance (1). The European Association for Nuclear Medicine and the
Society for Nuclear Medicine and Molecular Imaging have pub-
lished joint practice guidelines that note potential uses for thyroid
scintigraphy to include the evaluation of a multinodular goiter for
either a hyperfunctional “hot” TN for which FNAB is not needed,
the evaluation of suspicious hypofunctional “cold” areas in a
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FIGURE 1. US characteristics associated with risk of thyroid cancer. (A) Hypoechoic TN with
irregular, lobulated borders and interspersed microcalcifications. (B) Nodule that is more tall than
wide on transverse US view. (C) Nodule with prominent vascularity throughout (type III vascular
pattern). (D) Left (LT) lateral cervical lymphadenopathy in patient with 1.9-cm isthmus nodule.
Both nodule and lymph nodes were proven to contain papillary thyroid cancer. (E) Densely hypo-
echoic nodule. (F) Interrupted (or fenestrated) eggshell calcification pattern in nodule with papil-
lary thyroid cancer.
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multinodular goiter that represent TN for which FNAB sampling
may be required, and potential evaluation of TN with indetermi-
nate FNAB cytology to identify an autonomous functioning TN
(31). TSH suppression secondary to autonomous nodules can vary
on the basis of local dietary iodine intake, and autonomous nod-
ules with low reference range TSH levels have been found in pop-
ulations with lower dietary iodine intake (32). The use of
scintigraphy has also been proposed to allow the early identifica-
tion and close follow-up of autonomous TN that can develop into
full-blown thyrotoxicosis in the future (33). In summary, although
it is expected that scintigraphy is not necessary in most euthyroid
patients, local factors may affect the decision to use such imaging
for the evaluation of thyroid nodularity.

FNA of TN
A TN that meets morphologic criteria should be further assessed

by cytology of samples obtained through biopsy. Thyroid FNAB is
a straightforward outpatient procedure, performed under US guid-
ance, typically using 27- and 25-gauge sterile needles. Local anes-
thesia is sometimes used, although its utility in reducing patient
discomfort when fine needles are used has been challenged (34,35).
Complications are uncommon and include local bruising and, rarely,
hematoma (36,37). Studies that assessed the relationship between
nodule size and FNAB accuracy yielded conflicting results. FNAB
accuracy ranged from 60% to 94% for nodules smaller than 1 cm

and 80.3% to 87.5% for those larger than 4 cm (38,39). Core needle
biopsy is currently considered when FNAB yields nondiagnostic
results or when thyroid lymphoma or anaplastic thyroid cancer is
suspected (40,41). The Korean Society of Thyroid Radiology recom-
mends core needle biopsy as a first-line alternative to FNAB (42).
However, core needle biopsy has been associated with a higher rate
of complications, including postbiopsy hematomas, bleeding from
the incision site, pain, infections, transient hemoptysis, and nerve
injuries (43,44). According to the Bethesda criteria for reporting
cytology findings, TN are classified in 6 categories, summarized in
Supplemental Table 1 (supplemental materials are available at http://
jnm.snmjournals.org) along with the associated malignancy risk and
management recommendations. Bethesda categories III and IV
include nodules with indeterminate cytology and associated malig-
nancy risks of 10%–30% and 25%–40%, respectively (45). Histori-
cally, in these cases, a definitive diagnosis was achieved by surgical
removal, leading to a significant number of unnecessary surgeries
(46). More recently, the introduction of molecular testing of cytol-
ogy samples has greatly reduced the need for surgical intervention.
These tests are meant to identify genomic alterations associated with
thyroid malignancy, such as gene mutations, fusions, and differences
in RNA and microRNA expression, which are associated with a risk
for malignancy (47).
The most prevalent commercially available molecular tests for TN

malignancy assessment are summarized in Supplemental Table 2

TABLE 1
Summary of Currently Available US-Based Risk Assessment Scoring Systems

Society Benign Low risk Mildly suspicious Moderately
suspicious* Highly suspicious

ACR TI-RADS 1 TI-RADS 2 TI-RADS 3 TI-RADS 4 TI-RADS 5

No FNA (2%) No FNA (2%) FNA $ 2.5 cm FNA $ 1.5 cm FNA $ 1.0 cm

Follow $ 1.5 cm
(5%)

Follow $ 1.0 cm
(5%–20%)

Follow $ 0.5 cm
(.20%)

ATA No FNA (,1%) Consider FNA $ 2
cm (,3%)

FNA $ 1.5 cm
(5%–10%)

FNA $ 1.0 cm
(10%–20%)

FNA $ 1.0 cm
(.70%–90%)

AACE/ACE/AME (17) No FNA (0%) FNA $ 2.0 cm (1%) † FNA $ 2.0 cm 1
other risk‡

(5%–15%)

FNA $ 1.0 cm

Selective FNA .
0.5 cm
(50%–90%)

ETA EU-TIRADS 2 EU-TIRADS 3 † EU-TIRADS 4 EU-TIRADS 5

No FNA (0%) FNA $ 2 cm
(2%–4%)

FNA $ 1.5 cm
(6%–17%)

FNA $ 1.0 cm
(26%–87%)

KTA K-TIRADS 2 K-TIRADS 3 ‡ K-TIRADS 4 K-TIRADS 5

FNA $ 2 cm
(,1%–3%)

FNA $ 1.5 cm
(3%–15%)

FNA $ 1.0 cm
(15%–50%)

FNA $ 1.0 cm

Selective FNA .
0.5 cm (.60%)

*Moderately suspicious is used synonymously with intermediate.
†Equivalent category does not exist in that society’s rating system.
‡Other risk defined as increasing size of nodule, previous head and neck radiation exposure, family history of thyroid cancer, and previ-

ous thyroid surgery or minimally invasive ablation therapy.
ACR 5 American College of Radiology; ATA 5 American Thyroid Association; AACE 5 American Association of Clinical Endocrinolo-

gists; ACE 5 American College of Endocrinology; AME 5 Associazone Medici Endocrinologi; ETA 5 European Thyroid Association;
EU-TIRADS 5 ETA version of TI-RADS; KTA 5 Korean Thyroid Association; K-TIRADS 5 KTA version of TI-RADS.

Risk of malignancy for each category is given in parentheses.
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and include Afirma Genomic Sequencing Classifier with add-on
Xpression Atlas, ThyroSeq 3.0, ThyGenX/ThyraMIR, and Rosetta
GX Reveal (Veracyte, Sonic Healthcare USA Thyroseq Laboratory,
Thyramir Interpace Diagnostics, and Rosetta Genomics, respec-
tively). Mutations identified by these tests may aid in guiding man-
agement. For example, the presence of both BRAF V600E and
TERT C228T in papillary thyroid cancer appears to be associated
with poorer outcomes and so may have prognostic and manage-
ment decision-making value (48). Conversely, the RAS mutation
has been identified in benign nodules, follicular adenomas, the
noninvasive follicular thyroid neoplasm with papillary-like nuclear
features, papillary thyroid cancer (classic, follicular variant, and
poorly differentiated), and anaplastic and medullary thyroid can-
cers (49). At present, the use of molecular marker results to
guide therapeutic recommendations (i.e., extent of surgery or
administration of radioactive iodine) has yet to be proven to
improve outcomes and is not yet considered the standard of care;
iu addition, the relatively high cost may be a limiting factor (50).

Management
An algorithm for the evaluation and management of TN is

shown in Figure 3. Although no unanimous consensus exists,

follow-up of cytologically benign, asymptomatic TN should be
decided on the basis of US characteristics rather than an increase
in volume (51). There is no complete agreement regarding the sur-
veillance of subcentimeter TN. Highly suspicious subcentimeter
TN warrant repeat US at 6–12 mo, whereas nodules for which the
level of suspicion is very low, regardless of size, do not require
follow-up imaging (13,52–54). The American College of Radiol-
ogy recommends against scanning intervals of less than 1 y,
except for biopsy-proven cancers under active surveillance (13).
The chance of future cancer being found in a nodule with benign
cytology is low and essentially becomes zero if another sampling
yields benign cytology (13,51,53–55). Current guidelines recom-
mend repeat FNA when concerning US characteristics develop or
an increase in volume of greater than or equal to 50% occurs,
although the latter has been shown to have low specificity for
malignancy (1,14,56–58). The American College of Radiology
2015 white paper provides recommendations for the follow-up of
incidental TN, including specific situations in which additional
imaging is not necessary (59).
TN with nondiagnostic cytology should undergo repeat biopsy

about 4–6 wk later. Alternatively, core needle biopsy can be con-
sidered, especially if concerning US features are present (40,41).

Right lateral mid pole nodule
with benign ultrasound 

appearance

Ultrasound appearance
benign right pole 

nodule

Right mid to lower pole cold 
nodule

Right lateral mid pole nodule
hot on thyroid scan 

Right pole hot nodule

Right mid to lower pole nodule
benign by FNA

Left mid pole (LMP) 
cold thyroid nodule

LMP nodule 
suspicious by US and 

PTC proven by 
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FIGURE 2. Scintigraphic thyroid scan findings (top) and matched US images (bottom). (A) Case 1. Euthyroid patient with cold right middle-lower TN
with benign FNA cytology. (B) Case 2. Patient with thyrotoxicosis and autonomous right lobe TN with US evidence of some necrosis and otherwise
benign features. (C) Case 3. Patient with mild TSH suppression and autonomous right (R) midlobe nodule in multinodular goiter with benign US appear-
ance. ANT 5 anterior; L 5 left; SSN 5 supra-sternal notch; W/ 5 with. (D) Case 4. Patient with Graves disease and left midlobe cold nodule with con-
cerning US appearance and cytology consistent with papillary thyroid cancer.
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TN below the threshold for FNAB but with “high-risk” features
represent a challenging category and are subject to debate. Most
guidelines recommend monitoring such high-risk subcentimeter
TN with repeat US every 6–12 mo, unless additional risk factors
are present. However, in clinical practice, many patients prefer not
to forego further evaluation and insist on proceeding with FNAB.
Sample adequacy represents an important issue with FNAB sam-
pling of subcentimeter nodules and has been reported to be as low
as 72.2% for 3- to 6-mm nodules, 84.9% for 7- to 10-mm nodules,
and 63% in the presence of macrocalcifications (60).
TSH suppression therapy to shrink TN in euthyroid individuals

was in vogue for many years, and a metaanalysis published in
2005 found an 88% likelihood of achieving a reduction in nodule
volume of greater than 50% compared with placebo or no treat-
ment (61). However, the number needed to treat was 8:1, and TSH
suppression therapy exposed patients to the risk of bone and car-
diac complications from chronic iatrogenic hyperthyroidism. Cur-
rent American Thyroid Association guidelines recommend against
TSH suppression therapy as a standard therapy for euthyroid,
iodine-sufficient populations (1).

Thyroid surgery for the management
of benign TN may be considered when
there is an association with compres-
sion symptoms, such as dysphagia,
hoarseness, or choking sensation, and
cosmetic concerns (62). Some
researchers advocate that TN of greater
than 3–4 cm should be considered for
removal, although practical experience
indicates that close follow-up of cyto-
logically proven benign, asymptomatic
nodules of this size is reasonable (63).
TN found to harbor cancer and those
with indeterminate cytology or molecu-
lar test results that indicate a significant
cancer risk typically undergo resection.
The extent of thyroid surgery is influ-
enced by risk factors such as a history
of childhood radiation exposure, histol-
ogy (aggressive differentiated thyroid
cancer variant and medullary or ana-
plastic thyroid cancer), the presence of
bilateral nodules (particularly those
larger than 1 cm on the contralateral
side), or a family history of thyroid
cancer. Active surveillance is an option
with micropapillary thyroid cancers
(,1 cm) that appear to be limited to
the thyroid. It is preferable that such
microcarcinomas be surrounded by a
rim of normal thyroid tissue and that
close follow-up with serial US imaging
occurs (64–66).
Thyroid surgery is best performed by

an experienced, high-volume thyroid
surgeon so as to minimize surgical risks,
such as transient or permanent postoper-
ative hypoparathyroidism, hoarseness,
and voice changes from recurrent laryn-
geal nerve damage (67). Patients should

be counseled that hypothyroidism with a lifelong need for thyroid hor-
mone therapy is a risk of thyroid surgery, occurring in approximately
15%–50% of patients after hemithyroidectomy; at higher rates in
patients with smaller amounts of residual thyroid tissue, a higher pre-
operative TSH level, or underlying chronic lymphocytic thyroiditis;
and, of course, in all patients after total thyroidectomy (68,69).

Nonsurgical Management
Nonsurgical management of benign TN is a growing field and

includes ethanol ablation for nodules; sclerotherapy for cysts; and
thermal techniques, such as radiofrequency ablation, laser ablation,
microwaves, and high-intensity focused US. Before any nonsurgi-
cal therapeutic option is used, TN should be proven benign, prefer-
ably by 2 FNAB samples, although 1 may suffice in very low-risk
nodules (70). Anticoagulation therapy should be held before the
procedure. Complications associated with thermal treatments are
shown in Supplemental Table 3 and vary by patient selection
and operator experience (71,72). Ethanol ablation appears to be a
more appropriate treatment option for sclerosis of pure thyroid
cysts or treatment of autonomous TN (73–75). Intraprocedural
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FIGURE 3. Algorithm for management of incidentally diagnosed TN. Bethesda 5 Bethesda System
for Reporting Thyroid Cytopathology, with associated roman numeral indicating cytology category; c/
w5 consistent with; PCP5 primary care physician; RAIU5 radioactive iodine uptake; "5 increased.
*Low TSH refers to TSH being below reference range, albeit there is some data on low reference
range TSH levels being seen with autonomous nodules in populations with low dietary iodine intake.
†Applying nodule size and US characteristics within accepted nodule grading system to estimate pri-
ority for pursuing FNAB. ‡Thyroiditis or exogenous thyroid hormone. §Indeterminate Bethesda III
cytology; either wait 3–6 mo and reevaluate and repeat FNA or consider molecular testing now. Inde-
terminate Bethesda IV cytology; consider either molecular testing or proceeding to thyroid surgery.
¶For thyrotoxicosis with cold nodules, case should be run through algorithm and FNA should be used
as appropriate. If benign, then nonsurgical forms of management can be reconsidered for thyrotoxi-
cosis. #Thyroid cancer management may include active surveillance (particularly in papillary microcar-
cinomas of,1 cm), lobectomy, isthmusectomy, or total thyroidectomy plus TSH suppression therapy
as appropriate. **Molecular testing assay results need to be interpreted on basis of their individual
parameters. In instances in which mutation such as BRAF is noted, thyroid cancer rate is effectively
100%, whereas other mutations—such as RAS—have 60%–80% cancer risk and alterations in
molecular expression are associated with various levels of risk for malignancy. ^Very low risk nodules,
regardless of size, do not require follow-up imaging.
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perithyroidal ethanol leakage can cause patient discomfort and
hoarseness from recurrent laryngeal nerve irritation (76).
Thermal ablation techniques appear to be more effective for the

shrinkage of solid nodules, with radiofrequency ablation achieving
a more significant volume reduction than laser ablation (77,78).
Microwaves were associated with a volume reduction rate of
74.6% 6 10.9% at 12 mo; however, treatment failures appeared to
be more prevalent when the treated nodule was at the edge of the
thyroid and closer to vital neck structures (71). Microwaves were
well tolerated, without major complications, except for transient
periprocedural discomfort and voice changes (79). High-intensity
focused US ablation also appears to be effective and resulted in a
mean volume reduction of 48.7% 6 24.3% (P , 0.001) at 6 mo
(Supplemental Table 3) (80). Such treatments are best performed
at institutions with experience in these technologies.

CONCLUSION

TN are very common, and most of them are benign. The risk of
malignancy can be assessed by means of US characteristics using
available grading systems to assess malignancy risk and determine
the indications for FNAB sampling. Scintigraphic imaging has a
more limited role, being reserved for specific clinical scenarios.
FNA cytology remains the gold standard in evaluating for the pres-
ence of malignancy, and molecular testing is a valuable tool for
assessing cytologically indeterminate nodules. Surgical removal of
cancerous or symptomatic nodules remains the first-line manage-
ment option, although nonsurgical approaches have gained accep-
tance recently. TSH suppression therapy for shrinkage of benign
nodules is not generally advised. Recommended follow-up of nod-
ules should be individualized and based on clinical factors (Fig. 3).
The follow-up interval between routine imaging assessments may
be lengthened with evidence of continued nodule stability.
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KEY POINTS

QUESTION: Thyroid nodules are a common complaint in clinical
practice and the vast majority are benign.
PERTINENT FINDINGS: The initial evaluation of a thyroid nodule
should include assessment of thyroid function, clinical risk fac-
tors and neck imaging: thyroid ultrasound for assessing thyroid
nodule morphology and scintigraphy are the first line study for
assessing a hyperfunctioning nodule. Risk stratification systems
have been developed using morphologic characteristics of thy-
roid nodules have been effective in reducing the number of
unnecessary biopsies.
IMPLICATIONS FOR PATIENT CARE: While most malignant
thyroid nodules are treated with surgery, active surveillance is an
option in selected cases of micro-PTC. Nonsurgical approaches
are gaining popularity as treatment options for malignant and
asymptomatic benign thyroid nodules.
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