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Purpose: The aim of this study was to compare ultrasonographic features in patients with 
lymphocytic thyroiditis (LT) and papillary thyroid carcinoma (PTC) having suspicious thyroid 
nodule(s) in a background of heterogeneous parenchyma and to determine the clinical and 
radiological predictors of malignancy.
Methods: We reviewed the cases of 100 patients who underwent ultrasonography between 
April 2011 and October 2012, and showed suspicious thyroid nodule(s) in a background of 
heterogeneous parenchyma. Eight patients who did not undergo ultrasonography-guided fine-
needle aspiration cytology (FNAC) and 34 cases of follow-up ultrasonography after initial FNAC 
were excluded. We compared the benign and malignant nodules in terms of their clinical and 
radiological factors.
Results: For the 58 nodules including 31 LTs (53.4%) and 27 PTCs (46.6%), the mean tumor 
sizes of the two groups were 0.96 cm for LT and 0.97 cm for PTC. A univariate analysis revealed 
that PTCs were more frequent in patients younger than 45 years and having microcalcifications 
than was LT. An independent predictor of PTC after adjustment was an age of <45 years.
Conclusion: LT mimics malignancy in a background of heterogeneous parenchyma on 
ultrasonography. A young age of <45 years is the most important predictor of malignancy in this 
condition.
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Introduction

Lymphocytic thyroiditis (LT), also known as Hashimoto thyroiditis, is an autoimmune inflammatory 
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disease characterized by lymphocyte infiltration, fibrosis, and gradual 
destruction of the thyroid gland. The typical appearance of LT on 
ultrasonography is described as a diffusely enlarged, heterogeneous, 
decreased echogenicity [1-3] or a fine micronodular pattern [4,5]. 
The specific ultrasonographic findings of papillary thyroid carcinoma 
(PTC) are well known [6-9]. There are suspicious nodules on 
ultrasonography diagnosed as focal LT in patients with diffuse LT 
who underwent fine-needle aspiration cytology (FNAC). It is true 
that a heterogeneously decreased parenchymal echogenicity may 
cause nodules to seem less hypoechoic than they would in a normal 
gland. Therefore, the ultrasonographic appearance of the thyroid 
gland can make it difficult to differentiate true nodules from the 
heterogeneous background, and benign nodules from malignant 
nodules.

Few studies have investigated the ultrasonographic findings of 
focal LT and PTC in patients with diffuse LT [10-13]. Wang et al. 
[10] reported that PTC nodules were more frequently solitary, were 
markedly hypoechoic or hypoechoic, and had microcalcifications. 
On the other hand, Takashima et al. [11] described focal LT as 
hypoechoic or markedly hypoechoic (64.0%). In a recent study, 
Anderson et al. [12] showed that the ultrasonographic features and 
vascularity of focal LT were extremely variable.

 The purpose of this study was to compare the ultrasonographic 
features of LT and PTC in patients with suspicious thyroid nodule(s) 
and a background of heterogeneous parenchyma and to determine 
the clinical and radiological predictors of malignancy.

Materials and Methods

Patients
Our Institutional Review Board approved this retrospective study, 
and the requirement for written informed patient consent was 
waived. However, informed consent for ultrasonography-guided 
FNAC was obtained. It was found that 2,926 patients who 
underwent thyroid ultrasonography at our institution between 
April 2011 and October 2012 had heterogeneous parenchyma. 
Among them, 100 patients had suspicious thyroid nodules. All of 
these 100 patients were diagnosed with diffuse LT before or after 
performing thyroid ultrasonography and had a different clinical 
status including hypothyroidism, hyperthyroidism, or euthyroid. Eight 
patients who did not undergo ultrasonography-guided FNAC at the 
initial evaluation and 34 patients who did not undergo follow-up 
ultrasonography after the initial FNAC were excluded. Finally, 58 
patients (mean age, 48 years; range, 21 to 73 years) who underwent 
both FNAC at the initial evaluation and follow-up ultrasonography 
after the initial FNAC were included in this study for the statistical 
analysis. Of these 58 patients, only five patients had a palpable mass 

and the others did not have any symptoms. There were 56 female 
and 2 male patients. Twenty-seven patients underwent surgery, 14 
patients underwent follow-up ultrasonography-guided FNAC or 
ultrasonography-guided core needle biopsy (CNB) within 18 months, 
and 17 patients underwent follow-up ultrasonography (mean, 
11 months; range, 6 to 18 months). We retrospectively reviewed 
the clinical records, histological reports, and initial and follow-up 
ultrasonography images of the index tumors.

Image Analysis
Ultrasonography was performed using high-resolution ultrasono-
graphy equipment (iU22, Philips Advanced Technology Laboratories, 
Bothell, WA, USA) with 12-5-MHz linear-array transducers. Thyroid 
ultrasonography, ultrasonography-guided FNAC, or ultrasonography-
guided CNB was performed by a board-certified radiologist (JHS) 
with 9 years of experience in thyroid imaging and intervention. 
Both longitudinal and transverse scans were obtained in grayscale. 
All ultrasonography images were retrospectively reviewed by two 
board-certified radiologists until consensus was reached; one (JHS) 
of them was involved in the original ultrasonography studies, while 
the other (SYN) was not. At the time of the review, the readers were 
blinded to the histological results. Initial inclusion of suspicious 
nodules was defined as the inclusion of nodules showing at least 
1 accepted ultrasonographic criterion: taller-than-wide shape, 
marked hypoechogenicity, microcalcifications, or an infiltrative 
border in the background of heterogeneous parenchyma [6-9]. All 
nodules were evaluated according to the following ultrasonographic 
features: shape (taller-than-wide or wider-than-tall), echogenicity 
(iso/hypoechoic or markedly hypoechoic), calcification (none, 
microcalcification, or macrocalcification), margin (infiltrative border 
or well-defined border), and vascularity (increased or not increased). 
Patients with benign and malignant nodules were then compared 
in terms of patient age, patient sex, tumor size, multifocality, and 
thyroid functional status. Histopathology was evaluated on the basis 
of the pathological reports.

Statistical Analysis
Patient age and tumor size were compared using a Mann-Whitney 
test. Patient sex, ultrasonographic features, multifocality, and clinical 
diagnosis were compared using the chi-squared test or Fisher’s 
exact test. A logistic regression analysis was performed to determine 
the independent predictors of malignancy. Receiver operating 
characteristic curve values were calculated for predicting malignancy. 
All statistical analyses were performed using the open-source 
statistical language and platform, R, ver. 2.15.0 (R Development 
Core Team, 2012) and a P-value of <0.05 was considered to 
indicate a statistically significant difference. 
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Results

Thirty-one of the 58 nodules (53.4%) were finally diagnosed as LT 
(Fig. 1) and 27 (46.6%) as PTCs (Fig. 2). The clinical and imaging 
characteristics of LT and PTC are presented in Table 1. Patients 
with LT underwent surgery (n=3) because of contralateral cancer, 
follow-up ultrasonography-guided FNAC or CNB (n=14; interval 
decrease, 4; no change, 10), or follow-up ultrasonography (n=14; 
interval disappearance, 3; interval decrease, 2; no change, 9). 
Although in most patients the nodules decreased in size upon 
follow-up ultrasonography, four patients underwent follow-up 
ultrasonography-guided FNAC or CNB because of an unchanged, 

suspicious ultrasonographic feature of the nodule. There was 
no patient who was proven to have PTC on follow-up FNAC or 
CNB. Patients with PTC underwent surgery (n=24) or follow-up 
ultrasonography (n=3). The mean tumor sizes of the two groups 
were similar with 0.96 cm for LT and 0.97 cm for PTC (P=0.337). 
PTC showed a higher incidence in patients younger than 45 
years and in those having microcalcifications than did LT (59.3% 
vs. 25.8%, respectively, P=0.009; 37.0% vs. 9.7%, respectively, 
P=0.031). Shape, nodule echogenicity, margin, multifocality, and 
thyroid functional status were not significantly different between 
the two groups. Of the 28 patients who underwent a color Doppler 
scan, 10 (35.7%) showed nodules with increased vascularity, 

A B

Fig. 1. A 63-year-old woman with lymphocytic thyroiditis (LT). 
Transverse (A) and longitudinal (B) ultrasonograms show a 2.0-cm mass with a taller-than-wide shape, irregular border, and marked 
hypoechogenicity with heterogeneous parenchyma in the left thyroid gland (arrows). Ultrasonography-guided fine-needle aspiration cytology 
revealed LT. The mass had disappeared on follow-up transverse (C) and longitudinal (D) ultrasonography after one year.
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whereas the remaining (64.3%) showed nodules with no vascularity. 
The vascularity of nodules was similar between the two groups.

Table 2 presents the results of a multivariate analysis of the clinical 
and imaging findings of LT and PTC patients. The variables analyzed 

after adjustment included age, ultrasonographic findings (taller-
than-wide shape, microcalcification, and marked hypoechogenicity), 
multifocality, and clinical diagnosis. A young age, that is, less than 
45 years (odds ratio [OR], 4.769; 95% confidence interval [CI], 1.055 
to 21.549; P=0.042) was a significant predictor of PTC based on the 
multivariate analysis. For predicting malignancies, the area under the 
curve (AUC) for young age was 72% (95% CI, 0.578 to 0.853), and 
the AUC of microcalcifications was 67% (95% CI, 0.544 to 0.798).

Discussion

Hashimoto thyroiditis, also known as chronic LT or chronic 
autoimmune thyroiditis, which is characterized by the presence of 
high serum thyroid antibody concentrations and goiter, is the most 
common cause of hypothyroidism [14]. About eight or nine times 

Table 2. Multivariate analysis of clinical and imaging findings in 
LT and PTC

Factor Odds ratio 95% CI P-value

Age<45 yr 4.769 1.055-21.549 0.042

Taller than wide 0.199 0.038-1.037 0.055

Microcalcification 0.798 0.143-4.456 0.123
Marked 
hypoechogenicity

0.619 0.14-2.725 0.525

Multifocality 3.802 0.829-17.432 0.085

Clinical diagnosis 0.792 0.053-11.837 0.865

LT, lymphocytic thyroiditis; PTC, papillary thyroid carcinoma; CI, confidence interval.

Table 1. Univariate analysis of clinical and imaging characteristics 
of patients with LT and PTC (n=58)

Characteristic
LT (n=31, 

53.4%)
PTC (n=27, 

46.6%)
P-value

Sex (male:female) 0:31 2:25 0.212

Mean age (yr) 52 (21-73) 43 (21-69)

    <45 8 (25.8) 16 (59.3) 0.005

    ≥45 23 (74.2) 11 (40.7) 0.009

Tumor size (cm) 0.96 (0.5-2) 0.97 (0.4-5.5) 0.337

Taller than wide 4 (12.9) 8 (29.6) 0.116

Microcalcification 3 (9.7) 10 (37.0) 0.031

Marked hypoechogenicity 19 (61.3) 19 (70.4) 0.468

Infiltrative border 31 (100) 27 (100) -

Multifocality 12 (38.7) 5 (18.5) 0.092

Vascularity 20 ( 8 ( 0.331

    Increased 7 (35) 3 (37.5)

    Not increased 13 (65) 5 (62.5)

Clinical diagnosis 0.317

    Hypothyroidism 8 (25.8) 4 (14.8)

    Hyperthyroidism 2 (6.5) 5 (18.5)

    Euthyroid 21 (67.7) 18 (66.7)
Values are presented as number (%) or mean (range).
LT, lymphocytic thyroiditis; PTC, papillary thyroid carcinoma.

Fig. 2. A 40-year-old woman with papillary thyroid carcinoma (PTC). 
Transverse (A) and longitudinal (B) ultrasonograms show a 0.8-cm mass with an infiltrative border, marked hypoechogenicity, and 
microcalcifications with heterogeneous parenchyma in the right thyroid gland (arrows). Ultrasonography-guided fine-needle aspiration 
cytology revealed PTC. After total thyroidectomy, the final diagnosis was PTC without extrathyroidal extension or lymph node metastasis.
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more women are diagnosed with this medical condition than men, 
with the peak incidence occurring between the ages of 30 and 50 
years [14]. Around 90% of the patients have a symmetrical, firm, 
painless, diffusely enlarged thyroid gland, whereas the remaining 
(around 10%) have an atrophic thyroid gland, which may represent 
the final stage of thyroid failure in LT patients. Levothyroxine sodium 
is the treatment of choice for LT.

It is well known that there is a strong association between LT 
and primary thyroid lymphoma [11,15,16]. LT is also associated, 
although less strongly, with PTC [17-20]. Anderson et al. [21] 
reported that the incidence of malignancy was slightly higher in 
patients with LT (16%) than in the general population (9%-13%) 
[22]. It is important to evaluate thyroid nodules in patients with 
LT because of the higher incidence of malignancy. Fortunately, the 
prognosis of PTC is better in patients with LT than in those without 
[20].

There have been several studies on the evaluation of the 
ultrasonographic features of both diffuse LT and focal LT [1-
5,10-13]. The typical ultrasonographic appearance of diffuse 
LT is well established, and these features were used in our daily 
practice to identify patients with diffuse LT. In addition to diffuse 
LT, focal LT is occasionally seen on ultrasonography. Langer et al. 
[13] reported that focal LT has an incidence of approximately 5% 
among the nodules biopsied. Focal LT is a clinically less severe form 
of the disease than diffuse LT [12]. Although several authors have 
described the ultrasonographic findings of focal nodules that were 
proven to be LT, specific ultrasonographic findings are not yet well 
established [10-13]. 

Among nodules having an infiltrative border in the background of 
heterogeneous parenchyma, 53.4% of the considered cases were 
proven to be LT, and the remaining cases were diagnosed as PTC. 
Thus, an ultrasonography exam for the diagnosis of PTC in patients 
with heterogeneous parenchyma showed low accuracy. Further, this 
study revealed that an infiltrative border is a common overlapping 
feature of thyroiditis and malignancy. Langer et al. [13] found that 
the margins of LT were irregular in 17 of 21 nodules (80.9%), and 
Anderson et al. [21] found that 35.8% of the benign nodules had ill-
defined margins in patients with diffuse LT. Therefore, we needed to 
determine the predisposing factor for malignancy in these nodules. 

The univariate analysis conducted as part of this study revealed 
that PTCs had a higher rate in patients younger than 45 years and 
with microcalcifications than did LT. An independent predictor of 
PTC after adjustment was age less than 45 years. Moon et al. [23] 
found that among nodules with focal LT on ultrasonography-guided 
FNAC, 20% (8 of 40) of the suspicious malignant nodules on initial 
ultrasonography proved to be PTC after second FNAB. Therefore, the 
results of this study revealed that repeated FNAC is more strongly 

recommended for suspicious malignant nodules on ultrasonography, 
which was confirmed as LT in young patients and in those having 
microcalcifications in the background of heterogeneous parenchyma. 
For predicting malignancies, the AUC of young age was 72%.

Microcalcifications are a more predictable ultrasonographic 
features of PTC than of LT. For predicting malignancies, the AUC 
of microcalcifications was 67% in this study. These results confirm 
those reported by other authors [10,21]. In particular, Anderson et 
al. [21] found that all types of calcifications were more prevalent 
among malignant nodules within a background of diffuse LT. The 
differences were statistically significant for microcalcifications 
(39% vs. 0%) and for tiny nonspecific bright reflectors. More 
recently, Wang et al. [10] reported that none of the cases of focal 
LT had microcalcifications, whereas PTC more frequently had 
microcalcifications, documented in up to 70% of the considered 
cases. These study results were consistent with the results of the 
present study.

Our study had several weaknesses. First, the present study was 
mainly based on ultrasonography performed by only one radiologist, 
and thus, a bias of patient selection may affect the results. Second, 
given the small number of cases owing to the short period of this 
study, it was difficult to calculate the predictive values for each 
ultrasonographic feature. A large series study should be conducted 
in the future. Third, imaging findings were retrospectively evaluated 
by two radiologists, and therefore, interobserver variability 
remains a concern. Finally, benignity of some nodules may also be 
overestimated because some patients had relatively short follow-up 
periods with a mean of 11 months. 

In conclusion, LT mimics malignancy in the background of 
heterogeneous parenchyma on ultrasonography. We demonstrated 
that a young age in this condition is the most important predictor of 
malignancy. PTCs in the background of heterogeneous parenchyma 
have microcalcifications more frequently than LT. Performing FNAC 
is more actively recommended for thyroid nodules in a young 
patient with microcalcifications and a background of heterogeneous 
parenchyma on ultrasonography.

ORCID: Sang Yu Nam: http://orcid.org/0000-0003-3078-7206; Jung Hee Shin: 

http://orcid.org/0000-0001-6435-7357; Eun Young Ko: http://orcid.org/0000-0001-

6679-9650; Soo Yeon Hahn: http://orcid.org/0000-0002-4099-1617

Conflict of Interest
No potential conflict of interest relevant to this article was reported.

Acknowledgments
This study was supported in part by the Research Fund of the Korean 
Society of Ultrasound in Medicine.

http://www.e-ultrasonography.org


Sang Yu Nam, et al.

50 	 Ultrasonography 34(1), January 2015	 e-ultrasonography.org

12.	 Anderson L, Middleton WD, Teefey SA, Reading CC, Langer JE, 
Desser T, et al. Hashimoto thyroiditis: Part 1, sonographic analysis 
of the nodular form of Hashimoto thyroiditis. AJR Am J Roentgenol 
2010;195:208-215.

13.	 Langer JE, Khan A, Nisenbaum HL, Baloch ZW, Horii SC, Coleman 
BG, et al. Sonographic appearance of focal thyroiditis. AJR Am J 
Roentgenol 2001;176:751-754.

14.	 Pearce EN, Farwell AP, Braverman LE. Thyroiditis. N Engl J Med 
2003;348:2646-2655.

15.	 Thomas CG Jr, Rutledge RG. Surgical intervention in chronic 
(Hashimoto's) thyroiditis. Ann Surg 1981;193:769-776.

16.	 Takashima S, Ikezoe J, Morimoto S, Arisawa J, Hamada S, Ikeda H, 
et al. Primary thyroid lymphoma: evaluation with CT. Radiology 
1988;168:765-768.

17.	 Ott RA, McCall AR, McHenry C, Jarosz H, Armin A, Lawrence AM, 
et al. The incidence of thyroid carcinoma in Hashimoto's thyroiditis. 
Am Surg 1987;53:442-445.

18.	 Pisanu A, Piu S, Cois A, Uccheddu A. Coexisting Hashimoto's 
thyroiditis with differentiated thyroid cancer and benign thyroid 
diseases: indications for thyroidectomy. Chir Ital 2003;55:365-372.

19.	 Cipolla C, Sandonato L, Graceffa G, Fricano S, Torcivia A, Vieni 
S, et al. Hashimoto thyroiditis coexistent with papillary thyroid 
carcinoma. Am Surg 2005;71:874-878.

20.	 Matsubayashi S, Kawai K, Matsumoto Y, Mukuta T, Morita T, Hirai 
K, et al. The correlation between papillary thyroid carcinoma and 
lymphocytic infiltration in the thyroid gland. J Clin Endocrinol 
Metab 1995;80:3421-3424.

21.	 Anderson L, Middleton WD, Teefey SA, Reading CC, Langer JE, 
Desser T, et al. Hashimoto thyroiditis: Part 2, sonographic analysis of 
benign and malignant nodules in patients with diffuse Hashimoto 
thyroiditis. AJR Am J Roentgenol 2010;195:216-222.

22.	 Frates MC, Benson CB, Charboneau JW, Cibas ES, Clark OH, 
Coleman BG, et al. Management of thyroid nodules detected at 
US: Society of Radiologists in Ultrasound consensus conference 
statement. Radiology 2005;237:794-800.

23.	 Moon HJ, Kim EK, Kim MJ, Kwak JY. Lymphocytic thyroiditis on 
fine-needle aspiration biopsy of focal thyroid nodules: approach to 
management. AJR Am J Roentgenol 2009;193:W345-W349.

References

	 1.	 Hayashi N, Tamaki N, Konishi J, Yonekura Y, Senda M, Kasagi K, 
et al. Sonography of Hashimoto's thyroiditis. J Clin Ultrasound 
1986;14:123-126.

	 2.	 Gutekunst R, Hafermann W, Mansky T, Scriba PC. Ultrasonography 
related to clinical and laboratory findings in lymphocytic thyroiditis. 
Acta Endocrinol (Copenh) 1989;121:129-135.

	 3.	 Marcocci C, Vitti P, Cetani F, Catalano F, Concetti R, Pinchera A. 
Thyroid ultrasonography helps to identify patients with diffuse 
lymphocytic thyroiditis who are prone to develop hypothyroidism. J 
Clin Endocrinol Metab 1991;72:209-213.

	 4.	 Set PA, Oleszczuk-Raschke K, von Lengerke JH, Bramswig J. 
Sonographic features of Hashimoto thyroiditis in childhood. Clin 
Radiol 1996;51:167-169.

	 5.	 Yeh HC, Futterweit W, Gilbert P. Micronodulation: ultrasonographic 
sign of Hashimoto thyroiditis. J Ultrasound Med 1996;15:813-819.

	 6.	 Kim EK, Park CS, Chung WY, Oh KK, Kim DI, Lee JT, et al. New 
sonographic criteria for recommending fine-needle aspiration 
biopsy of nonpalpable solid nodules of the thyroid. AJR Am J 
Roentgenol 2002;178:687-691.

	 7.	 Papini E, Guglielmi R, Bianchini A, Crescenzi A, Taccogna S, Nardi F, 
et al. Risk of malignancy in nonpalpable thyroid nodules: predictive 
value of ultrasound and color-Doppler features. J Clin Endocrinol 
Metab 2002;87:1941-1946.

	 8.	 Iannuccilli JD, Cronan JJ, Monchik JM. Risk for malignancy of 
thyroid nodules as assessed by sonographic criteria: the need for 
biopsy. J Ultrasound Med 2004;23:1455-1464.

	 9.	 Moon WJ, Jung SL, Lee JH, Na DG, Baek JH, Lee YH, et al. Benign 
and malignant thyroid nodules: US differentiation: multicenter 
retrospective study. Radiology 2008;247:762-770.

10.	 Wang L, Xia Y, Jiang YX, Dai Q, Li XY. Likelihood ratio-based 
differentiation of nodular Hashimoto thyroiditis and papillary 
thyroid carcinoma in patients with sonographically evident 
diffuse hashimoto thyroiditis: preliminary study. J Ultrasound Med 
2012;31:1767-1775.

11.	 Takashima S, Matsuzuka F, Nagareda T, Tomiyama N, Kozuka T. 
Thyroid nodules associated with Hashimoto thyroiditis: assessment 
with US. Radiology 1992;185:125-130.

http://www.e-ultrasonography.org

