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Sonographic Evaluation of Thyroid Nodules
Eun-Kyung Kim, M.D.

With the improvements in the technology, ultrasonography
of the thyroid has been applied to characterize the appear-
ance and distinct featuresof thyroid nodules. In this review,
we discuss the sonographic findings of thyroid nodules and
we confirm that sonography has a definite role for diagnos-
ing and evaluating thyroid nodules. (Korean J Endocrine
Surg 2008;8:84-88)
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Fig. 1. Normal thyroid gland. Right thyroid gland shows homoge-
neous hyperechoic parenchyma than adjacent muscle (*:
strap muscle, **: sternocleidomastoid muscle). Hypere-
choic linear thyroid capsule is node (arrows).



Fig. 2. Normal esophagus in posterior aspect of left thyroid gland. Transverse US image (A) shows target appearance mass like lesion
(arrow) in posterior aspect of left thyroid gland. At longitudinal US (B), it changes to be elongated shaped tubular structure (arrows)
suggesting normal esophagus.

Fig. 3. Normal internal jugular vein. Transverse US image (A) shows round shaped anechoic lesion in lateral aspect of the carotid artery.
It is easily collapsed with compression (B).
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Fig. 4. Typical cystic lesions in thyroid gland. Complete anechoic lesion (A) and anechoic lesion with internal hyperechoic dot showing

comet-tail artifact (B) are typical cysts in thyroid gland.

Fig. 5. Mixed echoic nodule. US shows mass containing both cyst-
ic and solid portion, called mixed echoic mass. It was diag-
nosed as adenomatous hyperplasia by US-FNAB.
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Fig. 6. Marked hypoechogenicity of the nodule. The echogenicity
of the thyroid mass (arrow) is lower than the one of strap
muscle. It is called as marked hypoechogenicity, one of
suspicious sonographic criteria.

3 (isoechoic), Lol Z(hyperechoic)Z U5 4= At A o9
Y AL Gt o g ofy Feokoll A frlsHAl Hel

Bl Zlog HuE|oAuks,11) oA ZAAs) we B
oA AX= &7dolw, wTFHT} T U of|ZE Hol

© 735 QA AddEFg. 62 Eirstsle Wl AA
el Al Aol & HYAh(3,12)

) =2

02

ZAA o] Boke e}y, 98 32 7% B (taller than
wide) .2 g wf] ZZ3l ®oko|(Fig. 7) & T AloA] ©
o] Hol= £70o|th3,812,13).

J



4 AA
AA7E At 74 9-Hohe A4

& A% A AFsAel Eeh

L8

g HolAv £74

5) M35

Fig. 7. Taller than wide shape suggesting malignancy. US shows
hypoechoic nodule with taller than wide shape (anterior
posterior dimension is greater than transverse dimension).

Fig. 8. Microcalcification in thyroid mass. US shows numerous mi-
crocalcifications within the thyroid mass.
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Fig. 9. Malignant thyroid mass containing benign looking dense
calcification. Thyroid nodule contains large dense calcifica-
tion but it has microlobulated margin with taller than wide
shape. So the sonographic interpretation should be suspi-
cious malignancy.

Table 1. Diagnostic index of malignant US characteristics and classification (3)

Characteristics Sensitivity (%)

Specificity (%)

PPV (%) NPV (%) Accuracy (%)

Microcalcification

Irregular or microlobulated margin
Marked hypoechogenicity

Taller than wide shape

29/49 (59.1)
2749 (55.1)
13/49 (26.5)
16/49 (32.7)

91/106 (85.8)
88/106 (83)

100/106 (94.3)
98/106 (92.5)

29/41 (70.7)
27/45 (60)

13/19 (68.4)
16/24 (66.7)

91/114 (79.8)
88/110 (80)

100/136 (73.5)
98/131 (74.8)

120/155 (77.4)
115/155 (74.1)
113/155 (72.9)
114/155 (73.5)
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