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 Nodulos palpaveis em cerca de 1% dos homens e 5%
das mulheres

Mas

 Ecografia de alta resolucao pode detectar noédulos
em cerca de 70% dos individuos (mais frequentes
nas mulheres; mais frequentes nos mais velhos)
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¥ e [ntroducao ao problema

e 7 a 15% dos nodulos serao carcinomas, dos quais
cerca de 90% serao papilares, com excelente
prognostico

e Aincidéncia triplicou de 1975 para 2009

e Sem aumento da mortalidade

e Em 1988/89 25% dos carcinomas <lcm

* Em 2008/2009 39% dos carcinomas <1cm

* Prevé-se que em 2019 o carcinoma papilar da tiroide
seja 0 32 cancro mais frequente nas mulheres
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% ¢ Definicao de ndédulo da tiroide

A thyroid nodule is a discrete lesion within the thyroid gland that is radiologically distinct

from the surrounding thyroid parenchyma. Some palpable lesions may not correspond to distinct

radiologic abnormalities
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[A8] Thyroid sonography

s RECOMMENDATION 6

Thyroid sonography with survey of the cervical lymph nodes should be performed in all

patients with known or suspected thyroid nodules. (Strong recommendation, High-quality

evidence)
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[A9] Ultrasound (US) for FNA decision-making.

m RECOMMENDATION 7
FNA is the procedure of choice in the evaluation of thyroid nodules, when clinically

indicated (Strong recommendation, High-quality evidence)
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Table 6. Sonographic patterns, estimated risk of malignancy and FNA guidance

for thyroid nodules.

Sonographic Paktern

JS features

tstimated risk
of malignancy

Consider
biopsyFMNA size
cutoff (largest
gdimension)

High suspicion

Solid hypoechoic nodule or solid
hypoechoic component of a partially
cystic nodule with one or more of the
following features: irregular marging
(infiltrative, microlobulated),
microcalcifications, taller than wide
shape, rim calcifications with small
extrusive soft tissue component,
evidenoe of extrathyroidal extension

=T70-90%"

Aecommend
*MAat>1cm

Intermediate suspicion

Low suspicion

Wery low suspicion

Hypoechoic solid nodule with smoath
margins without microcalcifications,
extrathyroidal extension, or taller than
wide shape

Isoechoic or hyperechoic solid nodule,
or partially cystic nodule with
eccentric solid areas, without
microcalcification, irregular margin or
extrathyroidal extension, or taller than
wide shape.

sSpongiform or partially cystic nodules
without any of the sonographic
features described in low,
intermediate or high suspicion
patterns

Aecommend
FMAat>1com

Aecommend
“MAat =15
cm

Consider FM&
at=2cm
Observation
without FNA
i5 also a
reasonable
option
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ATA Nodule Sonographic Pattern Risk of Malgnan
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Figure 2. ATA nodule sonographic patterns and risk of malignancy
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Espongiforme
Muito baixa suspeicao
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Quisto com nodulo mura
- - sem caract SUSpEitaS
o GU'dEhneS ATA 2015 baixa Suspeigéo
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uspeitas
suspeicao intermédia
e Guidelines ATA 2015 CAAF >1,0cm
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extrusao partes moles
e Guidelines ATA 2015 Suspeicdo elevada

CAAF >1cm
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e TIRADS
) 4

>20mm — picar todos
ASPECTS SUSPECTS menos o 2, excepto se

Principe : le signe le plus péjoratif 'emporte toujours

quisto compressivo

>=10mm picar se 4a, 4b

FORTEMENT SUSPECT FAIBLEMENT SUSPECT o

- Plus épais que large

- Contours irréguliers A : :
- Aucun des cing signes forts .
-Mi ificati e : \ <10 se pesquisa de
Microcalcifications - Modérément hypoéchogene pesq

- Fortement hypoéchogéne primitivo, PET +, risco
- Indice de rigidité anormal

clinico ou 4b e 5 juxta-
capsular, polar superior,

1 ou 2 signes "% a7 slgnes suspeicao de
Rt , et/ou i ) .
-Pas dadénopathle | adénopathie(s) SCORE 4A multlfocalldade, idade

SCORE 48 SCORE 5 <40(?)

Schéma d'analyse échographique d'un nodule thyroidien : partie 1
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ASPECTS BENINS

TRES PROBABLEMENT

- Aucun des cing signes forts
- Isoéchogene
- Hyperéchogéne

SCORE 3

Schéma d'analyse échographique d'un nodu
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CONSTAMMENT

- Kyste simple

- Nodule spongiforme

- “White knight”

- Macrocalcification isolée

- Thyroidite subaiglie typique
- Amas isoéchogenes confluents

le thyroidien : partie 2

SCORE 2

>20mm — picar todos
menos o 2, excepto se
quisto compressivo

>=10mm picar se 4a, 4b
ou 5

<10 se pesquisa de
primitivo, PET +, risco
clinico ou 4b e 5 juxta-

capsular, polar superior,
suspeicao de
multifocalidade, idade
<40(?)



TIRADS2

Sem indicacao para
CAAF

2e e ¥
o A
Quisto coldide espongiforme tiroidite “white

knight”
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TIRADS3

CAAF se >20mm
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TIRADS4b
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SIGNIFICATION % DES NODULES

ECHOGRAPHIES

BENIN

TRES PROBABLEMENT
BENIN

FAIBLE RISQUE DE
MALIGNITE

HAUT RISQUE DE
MALIGNITE

PRESQUE CERTAINEMENT
MALIN
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s RECOMMENDATION 9

Thyroid nodule FNA cytology should be reported using diagnostic groups outlined in the

Bethesda System for Reporting Thyroid Cytopathology (Strong recommendation, Moderate-

quality evidence)
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BT able 21

The Bethesda System for Reporting Thyroid Cytopathology: Implied Risk of Malignancy and Recommended Clinical

Management
Diagnostic Category Risk of Malignancy (%) Usual Management'
Mondiagnostic or Unsatisfactory 1-4 Hepeat FMNA with ultrasound guidance
Benign 0-3 Clinical follow-up
Atypia of Undetermined Significance or Follicular Lesion ~5-15% Hepeat FNA
of Undetermined Significance
Follicular Neoplasm or Suspicious for a Follicular Neoplasm 15-30 Surgical lobectomy
Suspicious for Malignancy 60-75 Mear-total thyroidectomy ar surgical
lobectomy?®
Malignant 97-99 Near-total thyroidectorny?®

FNA, fine-needle aspiration.
* Adapted with permission from Ali and Cibas.?

" Actual management may depend on other factors (eg, clinical, sonographic) besides the FNA interpretation.
* Estimate extrapolated from histopathologic data from patients with *repeated atypicals.”
¥ In the case of *Suspicious for metastatic tumor” or a “Malignant” interpretation indicating metastatic tumor rather than a primary thyroid malignancy, surgery may not be

indicated.
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4

===l  [A12] Nondiagnostic cytology

m RECOMMENDATION 10

A) For a nodule with an initial nondiagnostic cytology result, FNA should be repeated

with US guidance and, if available, on-site cytologic evaluation (Strong recommendation,

Moderate-quality evidence)
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——’ [AI3] Benign cytology
m RECOMMENDATION 11

If the nodule is benign on cytology, further immediate diagnostic studies or treatment are

not required (Strong recommendation, High-quality evidence)
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[A24] Recommendations for initial follow-up of nodules with benign FNA cytology
m RECOMMENDATION 23

Given the low false negative rate of US-guided FNA cytology and the higher
yield of missed malignancies based upon nodule sonographic pattern rather than growth,

the follow up of thyroid nodules with benign cytology diagnoses should be determined by

risk stratification based upon ultrasound pattern.

A) Nodules with high suspicion US pattern: repeat US and US-guided FNA within 12

months (Strong recommendation, Moderate-quality evidence)
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Discordancia
e Beth
4 ethesda ecografia/citologia

repetir CAAF

Diagndstico clinico: NODULO SOLIDO, COM 22 MM NO LOBO DTO. TIRADS4B

Diagnostico:
Os aspectos citoldgicos observados sio sugestivos de NODULO COLOIDE,
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[A17] AUS/IFLUS Cytology
s RECOMMENDATION 15

(A) For nodules with AUS/FLUS cytology, after consideration of worrisome clinical and

sonographic features, investigations such as repeat FNA or molecular testing may be used to

supplement malignancy risk assessment in lieu of proceeding directly with a strategy of either
surveillance or diagnostic surgery. Informed patient preference and feasibility should be

considered in clinical decision-making. (Weak recommendation, Moderate-quality evidence)

e

31-Mar-16 Guidelines ATA 2015




4

(B) If repeat FNA cytology and/or molecular testing are not performed or inconclusive,

either surveillance or diagnostic surgical excision may be performed for an AUS/FLUS thyroid

nodule, depending on clinical risk factors, sonographic pattern, and patient preference. (Strong

recommendation, Low-quality evidence)
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[A18] Follicular Neoplasm/Suspicious for Follicular Neoplasm (FN/SFN) Cytology
_’ m RECOMMENDATION 16
(A) Diagnostic surgical excision is the long-established standard of care for the
management of follicular neoplasm/suspicious for follicular neoplasm (FN/SFN) cytology
nodules. However, after consideration of clinical and sonographic features, molecular testing
may be used to supplement malignancy risk assessment data, in lieu of proceeding directly with
surgery. Informed patient preference and feasibility should be considered in clinical decision-

making. (Weak recommendation, Moderate-quality evidence)
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—> [A19] Suspicious for Malignancy (SUSP) Cytology

m RECOMMENDATION 17

(A) If the cytology is reported as suspicious for papillary carcinoma (SUSP), surgical
management should be similar to that of malignant cytology, depending on clinical risk factors,
sonographic features, patient preference, and possibly results of mutational testing (if

performed). (Strong recommendation, Low-quality evidence)
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_> [A14] Malignant Cytology

s RECOMMENDATION 12
If a cytology result is diagnostic for primary thyroid malignancy, surgery is generally

recommended. (Strong recommendation, Moderate-quality evidence)

31-Mar-16 Guidelines ATA 2015
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Ideally, the

The risk of mali v 1in each of the six diagnostic categories should be independently defined

at each cvtology center or institution to guide clinicians on risk estimates and help choose

appropriate molecular testing for patients with indeterminate cytology.
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Risco de malighidade dos nédulos da tirdide
submetidos a CAAF no HFF

* Objectivos

e Comparar o risco de malignidade dos nodulos da tiroide
puncionados nesta instituicio com o da categorizacao
TIRADS

e Avaliar a proporcao de nédulos e o risco de cada uma das
categorias da classificacao de Bethesda nas citologias
efectuadas no HFF e comparar esse risco com o atribuido
pelo NCI

_——



e Estudo retrospectivo
* Entre 1 de janeiro de 2012 e 31 de dezembro de 2014

e Reviram-se os relatorios de todas as CAAF efectuadas e
os diagnosticos histologicos disponiveis

* Reviram-se independentemente as imagens de ecografia
da tirdide e categorizaram-se os nédulos segundo a
classificacao TIRADS

_
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® ¢ E no HFF? Bethesda métodos

[

) N\ \
[ [ Il n=662 [ [l n=55 [ [ [
) \ \
Surgery 13 Surgery64 Surgery20 Surgery33 Surgery22 Surgery22
malignant 2 malignant 5 malignant?7 malignantl1l malignantl7 malignant21
upper A )] A A )] A
limit [ 2/13 [ 5/64 [ 7/20 [ 11/33 [ 17/22 [ 21/21
lower \ 2\ N\ \ \ \
limit [ 2/89 [ 5/662 [ 7/55 [ 11/45 [ 17/30 [ 21/25



" e E no HFF? Resultados

Idade (anos)
mediana(min-max)
Género

Dimensdes(mm)
mediana(min-max)

lobo

Pungao por eco

masculino

feminino

direito
esguerdo

istmo

—

Todos
(n=906)

59(7-90)

116
790

22
(6-100)
392
432

75

7

Cirurgia (n=273)

todos
55(16-81)

21
152

30
(7-100)
50
52

8

benignos malignos

55(26-80)  53(16-81)

13 8
97 55

32
(7-100)
20

37
5

85
25
26
84




=8 e E no HFF? Resultados/discussao

/\

Categ Bethesda Bethesda total /Risco SC Odds Ratio p-Value!

11 ou VI ou TIRADS\ TIRADS (IC95%)
TIRA benignona malignona HFF
histologia  histologia
2 25 1 26 3,8%
339 15 354 4, 2%
4a 280 18 298 6%
4b 32 17 49 34,7%
5 2 15 17 88,2%
total 678 66 744
2,3 e 644 34 678 1,000 <(0,001
4a (referéncia)
4be5 34 32 66 48,5% 17,827
(9,850-
32,625)
total 678 66 744

Tabela 2- Risco TIRADS.

Lexacty de Fisher; [P=<0.001),
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RISQUE DE % DES NODULES
MALIGNITE ECHOGRAPHIES

SIGNIFICATION

BENIN

TRES PROBABLEMENT
BENIN

FAIBLE RISQUE DE
MALIGNITE

HAUT RISQUE DE
MALIGNITE

PRESQUE CERTAINEMENT
MALIN
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¥ ¢ E no HFF? Resultados/discussao

HFF NCI i Risco
O [m¥) Bethesda n#) [n¥) (inf)
(%)

Odds Ratio
(1C 959%)

Risco Risco,
(sup) (HFF)

(Bethesda)

I
II

IV
Vv

Vi
total

L IIelll
IV,VeVl
total

98(89) <10
73,1{e62) 60-70
61(55) <7
5{45) NA 24,4(11/45)
3,3(30)  NA 56,7(17/30)
2.B(253) z z B4(21/25)

2,3(2/89)
0,8(5/662)
12,7(7/55)

100(906)

B9(B06) 1,7(14/806)
11{100) 49(49,100)

100(906)

15,4(2/13)
7.8(5/64)

35,0(7/20)
33,0(11/33
77,3(17/20
100[21/21

14,4(14/97) 000

64,5(49/76)
22,455)

10,759 (5,155-

31-Mar-16

Tabela 3- Prevaléncia e risco Bethesda

! exacto de Fisher

Ana Germano
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Table 7. The Bethesda system for reporting thyroid cvtopathology: Diapnostic catepories

and risk of malignancy’ ) i ) Risco %HFF % bethesda

Diagnostic category Estimated/predicted Actual risk of H FF
risk of malignancy by malignancy in
nodules surgically
excised (%, median
(range))”

| <10

Moendiapnostic or Unsatisfactory ; 20108-32 ]

Il 60-70

Benign

Arypia of Undetermined Significance or
Follicular Lesion of Undeterrmined I I | <7
Significance (AUSTLUS)

Follicular Meoplasm or Suspicious fora

Follicular Meoplase (FN/SFN)
Suspicious for Malignancy (SUSP) T0[53-57)

IV NA

Malignant 379t 99 (52-100)

V NA

*Based on the 1 -analysis of 8 studies reporied by Bongi
wias calculate 1 ﬂu: portion of :Ludu]l:'a if ..-.LLh
u.1:ui-=r~.'.-=n[ Surg 5 3 ;

VI 3-7

31-Mar-16 Bethesda/Ana Germano




=8 e E no HFF? Resultados/discussao

®benignos

® malignos
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" e E no HFF? conclusdo

e Em conclusao, os dados obtidos neste estudo revelam
uma prevaléncia institucional superior a esperada de
nodulos malignos nas categorias benignhas e
indeterminadas, quer na classificacao ecografica
TIRADS, quer na categorizacao citologica de Bethesda.

* No entanto o conjunto destas duas técnicas tem sido
benéfico na triagem pré-cirdrgica dos pacientes com
nodulos da tiroide, como se verifica no aumento
progressivo da percentagem de nddulos malignos entre
os tumores operados de 2012 a 2014.
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