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The incidence of carcinoma in cold solitary thyroid nodules is about 
15 – 20% and 80% or more are benign4. Though available diagnostic 
tool give some clue regarding exact type of lesion, it is very difficult 
to determine the type of pathology without performing 
histopathological examination.  Fine needle aspiration cytology has a 
high diagnostic accuracy 5.
The importance of solitary thyroid nodule lies in the significant risk of 
neoplasia compared with other thyroid swellings. Other than 
neoplasm it may also be cyst, thyroiditis or colloid degenerations etc6. 
The object of the study was to determine the frequency of malignancy 
in solitary thyroid nodulewhich emphasizes on the early diagnosis 
and adequate treatment.
Materials and Methods
Study was conducted in the department of ENT and Head- Neck 
Surgery of Rangpur Medical College Hospital, Rangpur and Shaheed 
Ziaur Rahman Medical College Hospital, Bogura, during the period of 
July 2013 to June 2015. The case records of 50 solitary thyroid 
nodules were analyzed. The diagnosis of solitary thyroid nodules was 
based on details history, clinical examination and relevant 
investigations such as thyroid functions tests (serum T3, T4 TSH 
level), ultrasonogram, isotope scanning and fine needle aspiration 
cytology (FNAC). Indirect laryngoscopic examination/video 
laryngoscopic examination to check the mobility of vocal cords was 
done before and after surgery. All the patients were operated and the 
specimen was studied.
Patient below the age of 10 years, pregnant females, those with 
history of radiation exposure to neck and those with family history of 
thyroid cancer were excluded from the study.
Results and Observation
Age of the patients ranged from 10 years to 60 years. But most of the 
patients were aged in between 3rd and 4th decade. Out of 50 cases,

Introduction
Thyroid swellings are common clinical problem 
throughout the world 1. These are also common 
clinical problem in Bangladesh. Many patients 
with various thyroid disorders from different 
parts of the country attend in various hospitals 2. 
It is prevalent predominantly in adult females. 
The incidence of endemic goiter in our country 
was 10.5% irrespective of age and sex. The male 
and female percentage were 7.21% and 12.37% 
respectively 2. The endemicity varies from 
district to district in Bangladesh 3.
A significant proportion of solitary thyroid 
nodules may turn into malignancy, which 
demands significant medical attention. 
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Abstract
Introduction:Common presentation of thyroid disorders is solitary nodule. A discrete swelling in an otherwise impalpable 
gland is termed as solitary nodule of thyroid. The majority of solitary thyroid nodules are benign. The incidence of            
malignancy is 10-20%, being more common in females with a mean age of 35 years.The object of the study was to identify 
the incidence of malignancy in solitary nodule thyroid which emphasizes on the early diagnosis and adequate treatment.   
Materials and Methods: The study was carried out in the department of ENT and Head-Neck Surgery of Rangpur Medical 
College Hospital, Rangpur and Shaheed Ziaur Rahman Medical College Hospital, Boruga in 50 patients with solitary 
thyroid nodule from July 2013 to June 2015. Results: The solitary thyroid nodules were seen in 1.76% of surgical admis-
sions. The mean age of the incidence of solitary thyroid nodule is 35 years. The incidence of malignancy in solitary 
thyroid nodule is 18.51%. The solitary thyroid nodules were frequent in females than males in the ratio of 6.71:1. 
Conclusion: It is concluded from the present study that a remarkable proportion 10% of solitary thyroid nodules was  
malignant with females preponderance  which emphasizes on the early diagnosis and adequate treatment. 
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76% (38 patients) were female and 24% (12 patients) 
were male. Female to male ratio was 3.16: 1. Most of the 
cases (60%) were from middle socio-economic status 
(Table-1).
Table -I: Age, Sex and Socio-economic status of the 
subjects (n=50).

The minimum age of the subjects was 10 years and 
maximum was 60. Butthe youngest and the oldest both of 
the subjects in the study had been suffering from 
malignant thyroid disease (Table I).
Table –II: Presenting symptoms (n=50).

All of the patients presented with visible or palpable 
swelling in front of neck. Among them 6% presented with 
cervical lymphadenopathy and 2% with Hoarseness of 
voice (Table II).
Table –III: Consistency of nodule (n=50).

Most of the nodules (82%) were firm in consistency, 10% 
were hard and minimum (8%) were cystic. Hardness of 
the nodules might be due to malignancy (Table III).
Table – IV: Sonological findings (n=50).

High resolution ultrasonogram is an unique tool for 
diagnosing physical characteristics of thyroid gland. By 
using this tool clinically undetectable thyroid nodule can be 
categorized (Table IV).
Table-V: FNAC findings (n=50).

Cytological diagnosis is highly accurate, minimally 
invasive preoperative diagnostic tool. In this study it was 
not conclusive in only 6% (3) cases, but other finding was 
conclusive as histopathological reports (Table-V).
Table – VI: Histopathology (n=50).

Histopathology is an important tool for confirmation of the 
disease. In this study 90% of thyroid nodules ware benign 
and 10% ware malignant (Table-VI).
Discussion
Thyroid swellings are common clinical problem in our 
country 1,2. Most of thyroid swellings are multi-nodular but a 
good percentage is solitary thyroid nodule.  Thyroid nodules 
are 3-4 times more frequent in women than men. A nodule 
may be adenoma, cyst, multinodular goiter, thyroiditis and 
thyroid cancer. This study was planned to determine the 
frequency of malignancy in solitary thyroid nodule which 
emphasizes on the early diagnosis and adequate treatment. 
The age distribution of the current study reveals that most 
of the patients were between 21-30 years (42%) which is 
similar to others 2,7.  The youngest subject of the study 
was10 years male patient which was papillary carcinoma. 
The oldest subject was 60 years femalepatient, a case of 
follicular carcinoma 2.
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Parameter Distribution 
Number 

of 
subjects. 

Percentage

0-10 yrs 1 2% 
11-20 4 8% 

 21-30  21 42% 
Age  31-40 17 34% 
 41-50 6 12% 
 51-60 1 2% 
Sex  Female  38 76% 
 Male  12 24% 
Socio-economic  Poor  13 26% 
Status. Middle class 30 60% 
 Rich  7 14% 

Symptom  No. of patients Percentage 
Thyroid swelling 50 100 % 
Cervical lymphadenopathy 3 6 % 
Hoarseness of voice 1 2 % 

Consistency  No. of patients Percentage 
Firm  41 82
Hard  5 10
Cystic  4 8

Findings  No. of patients  Percentage  
Solid  39 78% 
Cystic  11 22% 

Diagnosis No. of patients  Percentage  
Colloid nodular goiter 32 64% 
Colloid degeneration  5 10% 
Monomorphic adenoma  1 2% 
Adenomatusgoitre.  1 2% 
Follicular epithelial cell  6 12% 
Papillary carcinoma 2 4% 
Not conclusive 3 6% 

Diagnosis 
 No. of 

patients 
Percentage Type of 

tumor 
Multi nodular goiter. 19 38%  

 

Benign

 

Simple nodular 
goiter. 

12 24% 

Multinodular goiter 
with cyst formation. 

7 14% 

Follicular adenoma 6 12% 
Multi nodular goiter 
with thyroiditis 

1 2% 

Papillary carcinoma 3 6% 
Follicular carcinoma 2 4% Malignant 
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On high resolution ultrasonography and post-operative 
histopathological study 22% (11 cases) were diagnosed as 
cystic lesions associated with various pathology. 10% to 
25% of solitary  were thyroid nodules 17. In the study cystic 
lesion were mostly associated with multinodular goiter 
(14%). 5 cases (10%) were proved to be carcinoma of 
which  2 cases (4%) were follicular carcinoma and 3 cases 
(6%) were papillary carcinoma (Table-VI). According to 
other studies 10% to 20% of cold solitary thyroid nodules 
are malignant 5, 7, 18, 19.
Conclusion
Solitary thyroid nodules are more common in females but 
more worrisome in males due to the increased incidence of 
malignancy. FNAC is a very useful procedure for pre 
operative assessment of solitary thyroid nodule, but 
malignancy can be still come as a surprise in postoperative 
histopathological examination. Combined opinion on the 
nature of the thyroid nodule should be done based on history, 
clinical examination, ultrasound features and FNAC. 
Definitive diagnosis is possible only with excision and 
postoperative histopathological examination of the nodule. It 
is concluded that as significant proportion of solitary cold 
thyroid nodules was malignant, so, it is essential to 
emphasizes on the early diagnosis and adequate treatment.
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