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A Clinical Analysis of Surgical Treated Thyroid
Incidentaloma

Chang Ho Lee, M.D., Hyun Jo Youn, M.D. and Sung Hoo
Jung, M.D.

Purpose: An incidentaloma is a tumor that is found inciden-
tally without clinical symptoms. This study was carried out
to evaluate the clinicopathologic characteristics and to offer
the optimal diagnostic and therapeutic strategies for surgical
treated thyroid incidentaloma.

Methods: We reviewed the medical records of 139 consecu-
tive patients who were operated on for incidentally detected
thyroid nodules from January 2000 to June 2005, and we re-
trospectively investigated the clinicopathologic characteri-
stics, preoperative diagnostic methods, operative methods and
histologic diagnosis of surgical treated thyroid incidentaloma.
Results: The male-to-female ratio was 1 : 9.7 (13 : 126)
and the mean age was 45.8 years. The mean tumor size
was 1.27 cm and 122 cases (87.8%) were 1.5 cm or less
in diameter. 138 patients underwent ultrasonography and 34
patients (24.6%) were diagnosed with malignant nodules.
US-guided fine needle aspiration cytology (FNAC) was per-
formed in 118 patients and 42 patients (35.6%) were diag-
nosed with papillary carcinoma. According to postoperative
histologic diagnosis, 70 cases (50.3%) were adenomatous
goiter, 14 cases (10.2%) were follicular adenoma and 54
cases (38.8%) were papillary carcinoma. Among the papillary
carcinoma, capsular invasion were presented in 3 cases
(5.6%) and lymph node metastasis were presented in 5
cases (9.3%). According to the TNM staging, 33 cases
(61.1%) were stage |, 16 cases (29.6%) were stage Il, and
5 cases (9.3%) were stage? By the AMES scoring system,
2 cases (3.7%) were in the high risk group.
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Conclusion: Although most patients with incidental thyroid
carcinomas were low stage, their clinicopathologic charac-
teristics were similar to those of general thyroid carcinoma.
Therefore, high risk patients with thyroid incidentaloma
should have active diagnostic methods performed such as
FNAC for confirming the presence of carcinoma. (Korean J
Endocrine Surg 2006;6:12-16)
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Table 1. Clinicopathologic characteristics of patients

Clinicopathologic factors Number (%)

Gender
Male 13 9.4)
Female 126 (90.6)
Age (years)
<30 17 (12.2)
31~40 33 (23.7)
41~50 39 (28.1)
51~60 31 (22.3)
61< 19 (13.7)
Tumor size (cm)
<0.5 4 (2.9)
0.6~1.0 41 (29.5)
1.1~15 77 (55.4)
1.6< 17 (12.2)
Tumor location
Rt lobe 51 (36.7)
Lt lobe 35 (25.2)
Both lobe 52 (37.4)
Isthmus 1 (0.7)
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Table 2. Preoperative diagnosis of thyroid incidentaloma

Number (%)

Ultrasonography 138
Benign 104 (75.4)
Malignancy 34 (24.6)

Thyroid scan 122
Hot 6 (4.9)
Warm 5 @1
Cold 111 (91.0)

US-guided FNAC* 118
Adenomatous goiter 53 (44.9)
Follicular neoplasm 19 (16.1)
Thyroiditis 4 34
Papillary carcinoma 42 (35.6)

*US-guided FNAC = ultrasonographic-guided fine needle aspi-
ration cytology.

Table 3. Operative methods and postoperative diagnosis of thyroid
incidentaloma

Number (%)

Operative methods

Nodulectomy 32 (23.0)
Lobectomy 41 (29.5)
Lobectomy and isthmusectomy 22 (15.8)
Subtotal thyroidectomy 25 (18.0)
Total thyroidectomy 19 (13.7)
Postoperative diagnosis
Adenomatous goiter 70 (50.3)
Follicular adenoma 14 (10.2)
Papillary carcinoma 54 (38.8)
Thyroiditis 1 (0.7)
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Table 4. Operative methods and pathological characteristics of
papillary carcinoma in thyroid incidentaloma

Number (%)

Operative methods

Total thyroidectomy 19 (35.2)
Subtotal thyroidectomy 10 (18.5)
Lobectomy and Isthmusectomy 18 (33.3)
Lobectomy 7 (13.0)
Multiplicity 7 (13.0)
Capsular invasion 3 (5.6)
Lymph node metastasis 5 (9.3)
TMN stage
stage I 33 (61.1)
stage 1II 16 (29.6)
stage III 5 (9.3)
stage IV 0 (0)
AMES
Low risk 52 (96.3)
High risk 237
e EFY, 23 A 1dE AFF BFRFO
2 AT
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229 (15.8%), YFHAE 419(29.5%), BEHEA &S 324
(23.0%)1A A8t o, & & 2284 H4A A9 A
4 A F 0] 7041(50.3%), AXEAF 0] 1490(10.2%),
F9ko] 5440 (38.8%) FTE ATh(Table 3). % ¢ W2
25 A4 AZgdFo] 7960%E M B, 8%
I Aoy W FFAE E4gol 47t 24(1.4%)9 54
(3.6%) VATt

T TR ATH 549 F 79(13.0%) M A 270
o]’de] Fdol AN, 34 (5.6%)0 A He A Aol B
qom, PxA Hole 54(9.3%) 4 BHET TNM £
Foll & ®W71= 1717} 334(61.1%), 2717} 1641(29.6%), 3
717} 591(9.3%) A -1, AMES Z<oll 2™ A i ato]
5299(96.3%), L @0 29(3.7%) A tH(Table 4).
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e

dlo

= (727% vs 46.2%), E°]%=(96.8% vs 87.2%), ASAE
(273% vs 53.8%) 2 B %(85.6% vs 71.7%)N A EF Y&
AHRE Yo (Table 5, 6), TAAL] Fo48L #2AHA
2 SETHP > 0.05).

Table 5. Accuracy of preoperative ultrasonography

Postoperative diagnosis

Total
Benign Malignancy
Preoperative diagnosis
Benign 75 28 103
Malignancy 11 24 35
Total 86 52 138

Sensitivity = 24/52 = 46.2%; Specificity = 75/86 = 87.2%; False
negative rate = 28/52 = 53.8%; Accuracy = 99/138 = 71.7%.

Table 6. Accuracy of preoperative ultrasonographic-guided fine
needle aspiration cytology

Postoperative diagnosis

Total
Benign Malignancy
Preoperative diagnosis
Benign 61 15 76
Malignancy 2 40 42
Total 63 55 118

Sensitivity = 40/55 = 72.7%; Specificity = 61/63=96.8%; False
negative rate = 15/55=27.3%; Accuracy = 101/118 = 85.6%.
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