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Significance of Surgical Treatment for Toxic Thyroid Nodule

Purpose: Autonomous hyperfunctioning thyroid nodules produce thyroid hormone
independently of TSH. Of these, toxic thyroid nodules provoke hyperthyroidism and can be
treated by surgery or radioactive iodine therapy. The aim of this study was evaluating the

29| A 5of 3loA 4

The Korean Joumal of

Endocrine Surgery

=4 259 584

Guisuk Park, Eun Mee Oh, Won
Jong Song, Young Don Lee, Yoo
Seung Chung

Department of Surgery, Gachon
University Gil Medical Center, Gachon
University School of Medicine,
Incheon, Korea

role of each treatment method in Korean patients with toxic thyroid nodule.

Methods: From July 2008 to June 2013, 10 patients were diagnosed with toxic thyroid
nodule. We diagnosed toxic thyroid nodule by thyroid function test and thyroid scan.
Thyroid function test showed hyperthyroidism. Hot nodule and suppressed uptake
surrounding thyroid tissue was observed on thyroid scan. We analyzed medical records of

10 patients retrospectively.

Results: 9 patients were women and 1 patient was man. Median follow-up duration was
22 months. Most common symptom was neck mass (80%) and the median tumor size was

2.66 cm. "

carcinomas and 1 follicular thyroid carcinoma).

Conclusion: In Korean patients, toxic thyroid nodule was likely to accompany thyroid
malignancy and radioactive iodine therapy is contraindicated in this case. Therefore, we
suggested that surgery has to be considered in the first place in treatment of toxic thyroid

nodule.

Key Words: Autonomous hyperfunctioning thyroid nodule, Toxic thyroid nodule,

Thyroidectomy, Radioactive lodine therapy
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Tc uptake increased by 6.41% on thyroid scan. All 10 patients refused
radioactive iodine therapy and 3 of these denied even operation. In 7 patients underwent
thyroidectomy, 4 patients were proved having thyroid malignancy (3 papillary thyroid
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Table 1. Initial status of 10 patients of toxic thyroid nodule

EE)S Sex Age Sx TSH  FT4 T3 Ma(scsmi'ze Ultrasonography
1 F 43 Neck mass, TFT abnl  <0.01 1.82 139.00 1.46 Rt sponge form mass
2 F 29 Neck mass 0.01 1.97 175.00 2.40 Lt oval heterogeneous isoechoic mass
3 F 49 Neck mass 0.03 1.52 112.83 2.52 Rt isoechoic solid mass
4 F 42 Neck mass <0.01 237 172.00 2.80 Lt oval spongiform isoechoic mass
5 F 70 Neck mass <0.01  2.19 151.00 3.20 Rt lobular hypoechoic mass with macrocalcification
6 F 62 Neck mass, TFT abnl 0.15 1.43 199.89 4.80 Lt isoechoic solid mass
7 M 49 Dyspnea on exertion <0.01 2.09 376.00 7.88 Lt inhomogeneous cystic changed hypoechoic mass
8 F 75 Neck mass, TFT abnl 0.09 1.66 253.99 6.20 Rt solid nodule with central dense calcifications
9 F 51 TFT abnl 0.01 1.80 180.00 1.32 Rt lll-defined isoechoic mass with cystic portions
10 F 74 Neck mass, TFT abnl <0.010 1.80 246.00 1.70 Rt isoechoic solid mass

Normal range; TSH 0.55~4.78 ulU/ml, FT4 0.89~1.78 ng/dl, T3 60~180 ng/dL
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Table 2. Management of 10 patients of toxic thyroid nodule

Pt's no. Sex Age FNAC Management Pathology
1 F 43 Not done Medication Methimazole Not assessed
2 F 29 NH Medication Methimazole NH*

3 F 49 Not done Operation RL FA, PTMC
4 F 42 NH Medication Methimazole NH*

5 F 70 Follicular neoplasm Operation RL FC

6 F 62  Benign follicular lesion Operation LL NH

7 M 49  Not done Operation LL FA

8 F 75 Benign follicular lesion Operation RL FA

9 F 51 Suspicious PTC Operation RL NH, PTMC
10 F 74 Suspicious PTC Operation T PTC

FNAC = fine needle aspiration cytology; NH = nodular hyperplasia; RL = right lobectomy; LL = left lobectomy; TT = total
thyroidectomy; FA = follicular adenoma; PTMC = papillary thyroid microcarcinoma; FC = follicular carcinioma; PTC = papillary thyroid
carcinoma; *NH = result of fine needle aspiration cytology.

Table 3. Staus of accompanied malignancy

Extrathyroidal

Pt's no. Sex Age Pathology Size LN metastasis

extension
3 F 49 PTMC 0.1 ¢cm ) )
5 F 70 FC 2.5 cm Not assessed )
9 F 51 PTMC 0.2 cm =) )
10 F 74 PTMC, bilateral 1.0 cm (largest one) +) =)

PTMC = papillary thyroid microcarcinoma; FC = follicular carcinioma; PTC = papillary thyroid carcinoma.
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Fig. 1. Thyroid ultrasonography and
%MT¢ Thyroid scan results of
4 patients accompanied ma-
lignancy. (A) Pt no. 3 had
increased uptake in the right
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thyroid and decreased up-
take in the left thyroid. (B) Pt
no. 3 had a 2.52 c¢m sized
isoechoic solid mass in right
thyroid. (C) Pt no. 5 had in-
creased uptake in the right
thyroid with nearly nonvi-
sualization of the left thyroid.
(D) Pt no. 5 had a 3.20 cm
sized lobular hypoechoic mass
with macrocalcification in right
thyroid. (E) Pt no. 9 had
increased uptake in right thy—
roid lobe. (F) Pt no. 9 had a
1.32 cm sized Ill-defined iso-
echoic mass with cystic por-
tions in right thyroid. (G) Pt
no. 10 had increased uptake
in the inferior portion of right
thyroid. (H) Pt no. 10 had a
1.70 cm sized isoechoic solid
masses in lower pole of right
thyroid.
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