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Thy3A and Thy3B nodules:
is surgery the best treatment?

Dear Editor,

Nowadays thyroid nodules are very common in clini-
cal practice. Clinically palpable nodules can be found
in 4-20% of the adult population. If we consider ultra-
sound-detectable nodules 30-50% of the adult popula-
tion may present a thyroid nodule.! Thus it is very im-
portant to distinguish benign nodules from malignant
forms. Fine needle aspiration (FNA) cytology is cur-
rently the gold standard in thyroid nodule assessment
in addition to the echographic features. However, more
than three in four patients with a pre-operative diagno-
sis of indeterminate nodule receive an unnecessary sur-
gery.2 This study was designed to investigate if report-
ing indeterminate nodules into two different categories
at the fine needle cytology is useful, in order to identify
patients that really needs a surgical treatment.

We performed a retrospective analysis of the medi-
cal records of the patients with an indeterminate nodule
(Thy3) who underwent thyroid surgery. Patients with
also nodules suspicious for malignancy (Thy4) or ma-
lignant (Thy5) were excluded from the research. We also
reported indeterminate nodules into Thy3A and Thy3B
categories. According to these evaluations, 179 cases
with indeterminate nodules (Thy3) had been treated sur-
gically but only 161 were included in this study because
of the lack of an exhaustive cytological report in the clin-
ical charts assessed. The patients with proper documen-
tation had a cytological finding of Thy3A in 61 cases and
Thy3B in 100 cases. Of these, 124 were female (77.%)
and 37 male (24%), with a mean age of 51.9+12.7 years,
ranged from 20 to 76 years of age. Carcinomas were
found in 60 patients but only 42 of these were detected
by FNA as indeterminate. Instead 28 patients had a diag-
nosis of thyroid carcinoma as well but in a position dif-
ferent from the nodule reported as Thy3, that was found
to be benign at the histological examination. The data
was analyzed by percentage of frequencies. Association
between cytology and histological examination was ana-
lyzed using chi-square test of significance.

The comparison between cytological features and
histological results showed a malignancy rate of 26.1%

Vol. 72 - No. 1

(95% CI: 19.3-32.9%) considering the nodules under-
went fine needle aspiration. Furthermore 28 carcinomas
were found in other sites increasing the malignancy rate
to 43.5% (95% CI: 35.8-51.1%). Using the reporting
system of the last Italian Consensus for the Classifica-
tion and Reporting of Thyroid Cytology, 16.4% of the
Thy3A nodules (95% CI: 7.1-25.7%) and 32% of the
Thy3B nodules (95% CI: 22.9-41.1%) proved to be ma-
lignant upon histological examination.

A significant difference was found between Thy3A
and Thy3B nodules at a P value of 0.0287 (32=4.79).

The most used classification systems for reporting
thyroid cytology are the Bethesda System, a six-tier
classification, and the SIAPEC-IAP a five-tired classi-
fication, by Italian Society for Anatomic Pathology and
Cytology with the Italian Division of the International
Academy of Pathology.

Indeterminate nodules are reported as Thy3 in the
SIAPEC-IAP classification. This group encompasses
all histological follicular-patterned lesions: adeno-
matoid hyperplasia, adenoma, oxyphilic cells lesions,
some cases of follicular variant of papillary carcinoma
and microinvasive follicular carcinomas. Then in these
cases only histology can provide a definitive diagno-
sis. About 80% of Thy3 diagnoses are benign lesions,
whereas only 20% are malignant tumors after histo-
logical examination. Some cases characterized by cyto-
logical alterations which are too mild to be included in
Thy4 but which, on the other hand cannot be included
in the benign category (Thy2), can be classified as Tir3.
The choice to include these samples in the “low risk”
category must be supported by an appropriate descrip-
tion in the medical report. Surgical excision of the le-
sion and histological examination is the suggested op-
tion for patients with nodules reported as Thy3. The
surgical option (lobectomy vs. thyroidectomy) should
be evaluated in the clinical and imaging setting. For
solitary indeterminate nodules, without other ultraso-
nographic signs of thyroid disease in the contralateral
lobe, and being aware of the need of undergoing anoth-
er surgery, if the histological examination shows malig-
nancy, a limited surgical procedure may be proposed.
Postoperative diagnosis of malignancy would lead to a
complete thyroidectomy in some cases, but two stage
thyroid surgery has higher morbidity and increase costs
if compared with initial total thyroidectomy. The latest
Italian Consensus for the Classification and Reporting
of Thyroid Cytology reviewed the classification and
proposed an Italian classification system for thyroid
cytology.

It distinguishes FNA cytology reported as indetermi-
nate (Thy3/Tir3) into two different subgroups: Thy3A
(Tir3A), or low-risk indeterminate lesion (LRIL),
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and Thy3B (Tir3B), or high-risk indeterminate lesion
(HRIL). According to this system, Nardi et al. suggest
follow-up as the preferential option in the majority of
cases with Thy3A nodules and eventually to repeat
FNA. Furthermore, surgery is strongly recommended
for Thy3B nodules.>-5 Calo et al. recommend surgery
for all patients with and indeterminate nodule due to the
lack of accurate predictors of malignancy such as clini-
cal and cytological features. In their experience total
thyroidectomy is the most suitable procedure in case of
multiple lesions, hyperplastic nodular goiter, or thyroid-
itis.! According to the current literature, results from our
study suggest that nodules reported as Thy3A and nod-
ules reported as Thy3B have different risks of malig-
nancy. While a surgical approach is generally adopted
for patients with Tir3B cytology, it is not clear if surgery
is always needed for Thy3 A nodules. In our opinion the
best treatment for both categories is total thyroidec-
tomy. Nowadays surgical treatment has a low risk of
complications if performed by surgeons with good ex-
perience in endocrine surgery. This approach turns out
to be useful due to the high rate of malignancy. In addi-
tion, considering the whole gland, another surgery is re-
quired for patients who underwent loboistmectomy and
had a malignant confirmation at the histological exami-
nation. A total thyroidectomy allows an easier replace-
ment therapy, an eventually radiometabolic treatment, a
proper follow up with scintigraphy and thyroglobulin as
a marker of recurrences. It occurs to us that for a better
management of indeterminate nodules, other studies are
required in order to identify patients with an acceptable
risk of malignancy and avoid unnecessary surgical pro-
cedures.

Angela PEZZOLLA 1,

Serafina LATTARULO ! *, Andrea MADARO 1,
Giuseppina RENZULLI 2, Giovanni DOCIMO 3,
Emanuela LACALENDOLA 1,

Francesco PRETE !, Rinaldo MARZAIOLI !

90 MINERVA CHIRURGICA

Department of Emergency and Organs Transplantation,
A. Moro University of Bari, Polyclinic Hospital

of Bari, Bari, Italy; 2Department of Anatomic
Pathology, A. Moro University of Bari, Polyclinic
Hospital of Bari, Bari, Italy; 3Department of Surgery,
Second University of Naples, Naples, Italy

*Corresponding author: Serafina Lattarulo, Department of
Emergency and Organs Transplantation, A. Moro University of
Bari, Piazza Giulio Cesare, 70100 Bari, Italy.

E-mail: s.lattarulo@virgilio.it

References

1. Calo PG, Medas F, Santa Cruz R, Podda F, Edas E, Pisano
G, et al. Follicular nodules (Thy3) of the thyroid: is total
thyroidectomy the best option? BMC Surg 2014;14:12.

2. Mihai R, Parker AJ, Roskell D, Sadler GP. One in four
patients with follicular thyroid cytology (THY3) has a
thyroid carcinoma. Thyroid 2009;19:33-7.

3. Fadda G, Basolo F, Bondi A, Bussolati G, Crescenzi
A, Nappi O, et al. Cytological classification of thyroid
nodules. Proposal of the SIAPEC-IAP Italian Consensus
Working Group. Pathologica 2010;102:405-8.

4. Nardi F, Basolo F, Crescenzi A, Fadda G, Frasoldati A,
Orlandi F, et al. Ttalian consensus for the classification
and reporting of thyroid cytology. J Endocrinol Invest.
2014;37:593-9.

5. Pagni F, Prada M, Goffredo P, Isimbaldi G, Crippa S,
Di Bella C, et al. ‘Indeterminate for malignancy’ (Tir3/
Thy3 in the Italian and British systems for classification)
thyroid fine needle aspiration (FNA) cytology reporting:
morphological criteria and clinical impact. Cytopathol-
ogy 2014;25:170-6.

Conflicts of interest.—The authors certify that there is no conflict
of interest with any financial organization regarding the material
discussed in the manuscript.

Manuscript accepted: November 2, 2016. - Manuscript revised:
October 28, 2016. - Manuscript received: October 10, 2016.

(Cite this article as: Pezzolla A, Lattarulo S, Madaro A, Renzulli
G, Docimo G, Lacalendola E, et al. Thy3A and Thy3B nodules:
is surgery the best treatment? Minerva Chir 2017;72:89-90.
DOI: 10.23736/S0026-4733.16.07216-3).

February 2017



	Cop Min Chir 1 2017.pdf
	11-7216-MC

