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Thyroid Incidentalomas 
 



 

Thyroid Nodules  
 
• 63,000 new cases of thyroid 
cancer in the U.S. in 2016  
• 300,000 new palpable thyroid 
nodules detected annually  
• Incidental nodules noted on 13% 
of carotid doppler studies  
• Discrete nodules identified on 
67% of thyroid ultrasounds  







AACE/AME Thyroid Nodules Clinical Practice Guidelines 
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Thyroid Nodules: Evaluation 
  
• TSH level  
 – Assess functional status  
• Thyroid ultrasound  
 – Confirm presence  
 – Characterize  
 – Detect additional non-palpable nodules  
 – Identify lymphadenopathy  
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Thyroid Nodules: FNA Criteria 
  
• > 1.0 cm  
 – Hypoechoic nodules  
 – Nodules with suspicious features  
• > 1.5 cm  
 – Isoechoic nodules  
 – Hyperechoic nodules  
• > 2.0 cm  
 – Spongiform nodules  



 
Thyroid Nodules: FNA Criteria 
  
• Suspicious features  
 – Irregular margins  
 – Microcalcifications  
 – Coronal height > width  
 – Extrathyroidal extension  
 – Extrusion through a rim of calcification  





 
Thyroid Nodules: Management  
 
• Benign  
 – Monitor with serial imaging  
• Atypia of undetermined significance  
 – Repeat biopsy +/- genetic profiling  
          (Afirma®, ThyroSeq®)  
• Suspicious for a follicular neoplasm  
 – Repeat biopsy +/- genetic profiling  
• Suspicious for malignancy  
 – Hemithyroidectomy or total thyroidectomy  
• Malignant  
 – Total thyroidectomy  



 
Question 1 
  
A 33 year-old male is noted to have palpable 
enlargement of the right side of his thyroid. 
Ultrasound reveals a 3.1 cm nodule with smooth 
borders. Lab tests show TSH 0.1 mU/L (0.5 - 
5.2 mU/L) and T4 11.5 μg/dL (4.6 - 10.7 
μg/dL). He reports a history of symptomatic 
palpitations and weight loss of 5 lbs over the 
course of 3 months, despite an increase in his 
appetite. He is not taking any medications and 
has not noted any problems with dysphagia or 
dysphonia.  



 
Question 1  
 
What should you do next?  
 
A. Perform a fine needle aspiration biopsy of 
      the right sided nodule  
B.  Administer a 15 mCi dose of I-131  
C.  Refer the patient to a thyroid surgeon  
D.  Start Methimazole at a dose of 5 mg daily  
E.  Check a radioiodine scan and uptake  
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Thyroid Case  

 42 yo W for annual physical 

 -feels well 

 -no PMH, no meds 

 -no FH 

 On PE, vitals nl 

 -palp possible R thyroid nodule, not mobile 

 with swallowing 

 -labs show TSH 1.7 uU/mL (0.5-5.0) 
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Thyroid Case  

 -Thyroid US of neck shows R 1.5 cm hypoechoic 
nodule with internal microcalcifications 

 Which of the following is the most appropriate 
next step in management? 

 A. CT with contrast of neck 

 B. Fine needle aspiration of the nodule 

 C. Levothyroxine therapy 

 D. Measurement of serum thyroglobulin  

 E. Thyroid scan with technetium 
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Adrenal Incidentalomas 



Adrenal Incidentaloma 
 

Prevalence 

 Autopsy series:  1.4 – 2.9% 

 Mayo Clinic series (>61,000 CTs/5 yrs): 0.4% 

 Lung cancer patients:  4% (1/4 benign) 

Mansmann, et. al. Endocrine Reviews, April 2004, 25(2): 309-340 
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Characteristics of Adrenal Incidentalomas on Imaging (Imaging Phenotype) 

Young W. N Engl J Med 2007;356:601-610 



Pheochromocytoma (Panel A), Benign Cortical Adenoma (Panel B), and Adrenocortical 
Carcinoma (Panel C) 

Young W. N Engl J Med 2007;356:601-610 



Serial CT Scans Showing Metastatic Disease to the Adrenal Gland (Panels A and B), a Benign 
Pheochromocytoma (Panels C through F), and Adrenocortical Carcinoma (Panels G and H) 

Young W. N Engl J Med 2007;356:601-610 





Adrenal Incidentaloma 
 

Evaluation for Malignancy 

 Size 

 Radiographic findings 

 FNA biopsy (first exclude pheo) 



Adrenal Incidentaloma 
Management 

 Indications for surgery 

 Functional, clinically apparent cortical lesions 

 Pheochromocytoma 

 Lesions > 6cm 

 Indications for clinical follow-up 

 Dilemma: Subclinical hypercortisolism 

Mansmann, et. al. Endocrine Reviews, April 2004, 25(2): 309-340 
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Adrenal Case  

 A 47 yo W is evaluated for an incidentally discovered 
R adrenal mass. 

 On PE, BP 120/80 mmHg both arms and HR 84/min 

 -Abd nontender and no palpable masses 

 -Remainder unremarkable 

 -Noncontrast CT abd demonstrates 3.2 cm, well 
circumscribed, partially cystic R adrenal lesion with 
density 30 HU. Low dose DST is negative for  
evidence of cortisol hypersecretion. 
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Adrenal Case  

 Which of the following is the most appropriate 
next step in management? 

 A. Adrenalectomy 

 B. CT guided transcutaneous biopsy 

 C. Plasma aldosterone to plasma renin ratio 

 D. Plasma free metanephrines 

 E. No additional testing is indicated 
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Pituitary Incidentalomas 
 



















MRI Scans Showing Tumor Shrinkage after Treatment with a Dopamine Agonist in a Patient with 
a Macroprolactinoma 

Klibanski A. N Engl J Med 2010;362:1219-1226 



Indications for Therapy in Patients with Prolactinomas 

Klibanski A. N Engl J Med 2010;362:1219-1226 
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Pituitary Case 

 64 yo W seen for f/u exam  

 -2 wks ago in car accident and an incidental pituitary adenoma 
found on cervical spine CT scan 

 -No residual injuries from the car accident 

 -Otherwise healthy and takes no meds 

 -Menopausal since age 51 

 -Has night sweats 2-3x/mth and occ hot flushes which have 
improved over the past decade, not bothersome 

 -Not sexually active, never took HRT 

 -No change in vision, HA or galactorrhea 
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Pituitary Case  

 On PE, temp 37.5C(99.5F), BP 110/63 
mmHg, Pulse 82/min, RR 14/min. BMI 26 

 -has axillary & pubic hair loss 

 -VF intact 

 -No signs suggestive of Cushing syndrome 
or Acromegaly 
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Pituitary Case  

 LABS 

 -Estradiol <20 pg/mL (<20) 

 -FSH 6.4 mU/mL (>35) 

 -LH 3.2 mU/mL (>30) 

 -Prolactin 53 ng/mL (<20) 

 -TSH 3.2 uU/mL (0.5-5.0) 

 -FT4 1.1 ng/dL (0.9-2.4) 
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Pituitary Case 

 Pituitary MRI shows a 7 mm adenoma in the anterior 
sella. Tumor is not invasive. It does not approximate 
the optic chiasm. Pituitary stalk is mid-line. 

 Which of the following is the most appropriate 
management? 

 A. Begin Dopamine agonist 

 B. Gamma knife stereotactic radiosurgery 

 C. Repeat testing in 12 mths 

 D. Transsphenoidal resection 
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Take Home Points 

 For patients with pituitary adenomas, evaluate: 

 -Mass effects(headache, visual dysfunction) 

 -Pituitary hyperfunction 

 -Pituitary hypofunction-all hormonal systems 

   Treatment aimed at restoring normal pituitary 
function and can include surgery, medications, 
hormonal replacement 



1.   All patients with an incidentaloma should have a 1-mg dexamethasone suppression test and 
measurement of plasma free metanephrines. 
2.    Patients with hypertension should also undergo measurement of serum potassium and plasma 
aldosterone concentration-plasma renin activity ratio. 
3.   A homogeneous mass with a low attenuation value (<10 HU) on computed tomography is 
probably a benign adenoma. 
4.    Surgery should be considered in all patients with functional adrenal cortical tumors that are 
clinically apparent. 
5.   All patients with biochemical evidence of pheochromocytoma should undergo surgery. 
6.    Data are insufficient to indicate the superiority of a surgical or nonsurgical approach to manage 
patients with subclinical hyperfunctioning adrenal cortical adenomas. 
7.    Recommendations for surgery based on tumor size are derived from studies not standardized for 
inclusion criteria, length of follow-up, or methods of estimating the risk for carcinoma. Nevertheless, 
patients with tumors >6 cm usually are treated surgically, while those with tumors <4 cm are 
generally monitored. In patients with tumors between 4 and 6 cm, criteria in addition to size should 
be considered in the decision to monitor or proceed to adrenalectomy. 
8.   The literature on adrenal incidentaloma has proliferated in the last several years. Unfortunately, 
the lack of controlled studies makes formulating diagnostic and treatment strategies difficult. Because 
of the complexity of the problem, the management of patients with adrenal incidentalomas will be 
optimized by a multidisciplinary team approach involving physicians with expertise in endocrinology, 
radiology, surgery, and pathology. The paucity of evidence-based data highlights the need for well-
designed prospective studies. 
9.   Open or laparoscopic adrenalectomy is an acceptable procedure for resection of an adrenal mass. 
The procedure choice will depend on the likelihood of an invasive adrenal cortical carcinoma, 
technical issues, and the experience of the surgical team. 
10.   In patients with tumors that remain stable on two imaging studies done at least 6 months apart 
and do not exhibit hormonal hypersection over 4 years, further follow-up may not be warranted. 

Grumbach, M. M. et. al. Ann Intern Med 2003;138:424-429 
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Take Home Points 

 The TSH is the most sensitive index of thyroid 
function 

 Thyroid ultrasound is preferred to identify and 
characterize nodules 

 Fine needle aspiration is the most informative 
approach to the evaluation of thyroid nodules 



 THANK YOU! 


