(Thyroid Lumps)
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Hx/Exam/TFTs

No Nodule?

- then no FNA

- but if also high TSH
—> Ix/Rx hypothyroidism

- assoc. lymph nodes
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Decreased accuracy if:
- >50% cystic
- lesion in posterior gland
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>1 Nodule / MNG?

- FNA those with

suspicious features; if
_______ none, just do largest

Suspicious features
_____________ - hypo-echoic

- microcalcifications
- increased vascularity
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=~ Suggestive hx
- fam or personal hx of thyroid Ca
- rad exposure
- PET incidentalomas

I (Non-diagnostic; 1-4%) Il (Benign; 0-3%)

FOLLOW

REPEAT
Must be USS-guided !

Serial US at 6-18m
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oD olle iy e It cystic, surgery if:  Same: . Low risk / Single High risk / multiple
Consider surgery if solid - compressive sx Continue monitoring Hemi Total
- cosmesis concern  Or operate

thyroid cyst

malignancy rate 7-17%
indications for surgery:
- >4cm

- recurrent

- bloody aspirate

- cytology
- irradiation hx

If pregnant

Low TSH —> defer FNA until after pregnancy / lactation, then radionucleotide scan first

N TSH; Bethesda V/VI —> monitor sonographically.
- if grows or concern by 24w, operate then

- if stable, wait til delivers

Can consider LT4 to keep TSH suppressed



