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Introduction

Thyroid nodules are a common problem in clinical

practice, its prevalence shows large variance according
to the method used in research (1,2). Thyroid nodules

are usually benign; only about 5% of these nodules
harbor malignancy (3,4). In contrast to thyroid

nodules, thyroid cancer is a rare condition, with an
incidence of 0.004% per year according to the

Third National Cancer Survey. Thus, most thyroid
nodules are benign, and it is important to identify

those that are likely to be malignant (5). The increase
in thyroid cancer incidence may be associated with

using more intensive diagnostic activities (6). However,
the approach to the patient with a thyroid nodule

remains controversial. 
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The therapeutic alternatives range from suppressive
medical therapy with serial examinations to surgical

excision; therefore, to obviate unnecessary surgery,
several diagnostic techniques and approaches have

evolved which attempt to predict the presence of
malignancy (7). It is suggested that performing

fine-needle aspiration biopsy (FNAB) in all nodules
and thyroidectomy is necessary in patients evaluated

as malignant or suspicious in cytologic examination
(8,9). Cold nodules established with a thyroid scan

have a 10-20% probability of malignancy, but the
incidence of malignancy in hot nodules is about

1% (10,11). Generally, the incidence of malignant
involvement in multinodular goiter does not differ

significantly from that found in solitary nodules
(12). 

The majority of thyroid cancers are papillary cancers,

and also, follicular, medullary and anaplastic cancers
may be seen. In this study, we aimed to evaluate

the patients with nodular goiter who were followed
up in our hospital and to examine the ratio of 
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Thyroid nodules are a common problem in clinical practice, they are usually benign;

only about 5% of these nodules harbor malignancy. It is important to identify those

that are likely to be malignant. The majority of thyroid cancers are papillary cancers,

and also, follicular, medullary and anaplastic cancers may be seen. In this study, we

aimed to evaluate the patients with nodular goiter who were followed up in our

hospital and to examine the ratio of thyroid cancer in thyroid nodules and the

distribution of tumor types. 2072 patients (1710 females, 362 males) who were

followed up for euthyroid nodular thyroid disease were included in the study. The

frequency of patients to whom thyroidectomy was applied and found to have thyroid

cancer was examined. And also, the distribution of different types of cancer in 126

patients with thyroid cancer was evaluated. It was determined that 58.7% of patients

had papillary cancer, 23.0% had follicular cancer, 12.6% had medullary cancer, and

5.5% had anaplastic cancer. Ratios of the frequency and distribution of thyroid

cancer among patients with nodular goiter are generally in agreement with the

literature. 
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Discussion

Thyroid nodules are the commonest disorder
presenting to the endocrine surgeon. Most of the
lesions are benign, but the principal problem facing

the clinician is that of identifying the malignant
nodule requiring surgery (13). We evaluated the
patients to whom thyroidectomy was applied and

who were found to have thyroid cancer. Of 2072
patients who were followed-up with nodular goiter,
126 patients had thyroid cancer with a frequency of
6% and this ratio was evaluated to be in concordance

with the literature (14). It was determined that 82.5%
of patients that have nodular goiter and 76.2% of
patients with thyroid cancer were women and these
findings were also in correlation with previous data.

It is reported that thyroid carcinoma is two or three
times more common in women than in men, especially
during the reproductive years, hormonal factors

being probably involved (15,16). Data from recent
studies support the hypothesis that reproductive
factors and patterns may influence, or contribute
to, the risk of thyroid cancer among women (17).

The majority of thyroid cancers originate from follicle
cell. Follicle cells based cancers are papillary and
follicular cancer. Approximately 75% of all thyroid
cancers are papillary carcinoma and 16% are follicular

carcinoma. Cancers that do not originae from follicle
cell are seen less frequently: 5% of all thyroid cancers
are medullary cancers and 3% are anaplastic cancers

(5). Lymphoma and metastatic cancers have a lesser
incidence (~1%). It was found that 58.7% of patients
had papillary cancer, 23.0% had follicular cancer,
12.6% had medullary cancer, and 5.5% had anaplastic

cancer in our study. It was seen that the medullary
cancer percentage was particularly high. The reason
for this was thought to be dependent on the investigation
of calcitonin level in 773 patients (586 women, 187

men) followed up with nodular goiter. 4 patients
with medullary cancer were confirmed during this
search (18). The anaplastic cancer ratio was found
to be slightly high. Due to the possible confusion

of this cancer type with lymphoma, some of these
diagnoses may be thought to be lymphoma. However,
ratios of frequency and distribution of thyroid cancer

are generally in agreement with the literature. 
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Materials and Methods

Two thousand and seventy-two patients (1710 women,

362 men) who were followed-up for euthyroid
nodular thyroid disease in the Endocrinology

Department of Ege University Hospital were included

in the study. The frequency of patients to whom
thyroidectomy was applied considering malignity

according to the result of FNAB or due to some
other cause, and found to have thyroid cancer as

the result of pathology were examined. Also, the
distribution of different types of cancer in 126

patients (96 women, 30 men, age: 44.3 ± 11.0 years)
with thyroid cancer was evaluated. SPSS 10.0

program was used for statistical results and χ2 test
was applied.

Results

Thyroid cancer was found in 126 of 2072 patients

who were followed-up with nodular goiter, and
thyroid cancer frequency was calculated as 6%. It

was determined that a large majority of patients
with nodular goiter and also with thyroid cancer

were women (Table 1). 

Table 1.  Sexual distribution of patients with nodular goiter and

thyroid cancer.

Nodular Goiter Thyroid  Cancer

Women 1710 (82.5 %) 96 (76.2 %)

Men   362 (17.5 %) 30 (23.8 %)

Total 2072 126

The distribution of 126 patients with thyroid cancer

is given in Table 2. It was determined that 74
patients (58.7%) had papillary cancer, 29 patients

(23.0%) had follicular cancer (14 of these were
found to have hurthle cell cancer), 16 patients (12.6%)

had medullary cancer, and 7 patients (5.5%) had
anaplastic cancer (Table 2).

Table 2.  The distribution of cancer types among patients with thyroid

cancer.

Papillary Cancer 74 (% 58.7)

Follicular Cancer 29 (% 23.0)

Medullary Cancer 16 (% 12.6)

Anaplastic Cancer   7 (% 5.5)

Total 126
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