
Int J Clin Exp Med 2021;14(1):581-588
www.ijcem.com /ISSN:1940-5901/IJCEM0121245

Original Article
Ultrasound elastography combined with thyroid imaging 
reporting and data system classification in differential 
diagnosis of benign and malignant thyroid nodules

Yaqing Zhang*, Jieying Fu*, Shaofen Wu, Huiwen Fan

Department of Ultrasound Medicine, The Second Affiliated Hospital of Hainan Medical University, Haikou 570311, 
Hainan Province, China. *Equal contributors.

Received August 28, 2020; Accepted October 12, 2020; Epub January 15, 2021; Published January 30, 2021

Abstract: Objective: This study aimed to evaluate the diagnostic value of real-time ultrasound elastography (UE) and 
thyroid imaging reporting and data system (TI-RADS) classification in the differentiation of benign and malignant 
thyroid glands. Methods: A total of 238 patients (260 cases of nodular lesions) treated in our hospital was selected. 
Pathological examinations were performed on the lesions (184 benign lesions, 76 malignant lesions). All nodules 
were assessed using UE and TI-RADS, and were differentiated into malignant and benign lesions based on the elas-
ticity grade of UE and TI-RADS classification. The results of the two diagnostic methods were compared to evaluate 
the diagnostic values of UE, TI-RADS, and UE + TI-TADS in differentiating the benign and malignant nodules. The 
thyroid nodules were divided into two categories by a diameter of 10 mm to compare the diagnostic values of UE 
and TI-RADS in assessing thyroid nodules of varied diameters. Results: Comparisons among different diagnostic 
methods showed that the sensitivity, specificity and accuracy of UE + TI-RADS were significantly higher than those 
of UE or TI-RADS (P < 0.05). The classification of thyroid nodules based on diameters suggested that the accuracy 
and sensitivity of TI-RADS were significantly higher than those of UE for nodules ≤ 10 mm while the accuracy of TI-
RADS was higher than that of UE for nodules > 10 mm (P < 0.05). Conclusion: TI-RADS can be used as a qualitative 
diagnostic method for thyroid nodules. The accuracy of TI-RADS in qualitative diagnosis was significantly higher than 
that of UE. The accuracy and sensitivity of TI-RADS were significantly higher for nodules with diameters below 10 
mm. However, the combined use of UE and TI-RADS showed a better performance than either of the single methods. 
Therefore, the combined use of two methods is recommended to increase diagnostic accuracy. 
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Introduction

Thyroid nodules are one of the most common 
diseases in the endocrine system. An epidemi-
ological survey data indicated that in some 
areas of iodine deficiency, the detection rate  
of thyroid nodules was 3%-7% through the pop-
ulation. The detection rate of high-resolution 
ultrasound was 20%-76%. Research has found 
that thyroid nodules could be cancerous. In 
recent years, changes in lifestyles and diet 
have led to gradual increase in the prevalence 
of thyroid cancer. The increased rate of the 
annual prevalence has risen to the greatest 
among all malignant tumours [1-3].

Early diagnosis and intervention of a thyroid 
nodule is very important to improve the progno-
sis of disease. The qualitative diagnosis of thy-
roid nodules provides reference for the selec-
tion of subsequent treatment plans. Patho- 
logical examination is the conventional method 
to differentiate benign and malignant nodules. 
However, due to its invasiveness and poor re- 
plicability, the pathological examination is rare-
ly used at present [4, 5]. In recent years, high-
frequency transducers have been generally ad- 
opted in clinical practice. The high-frequency 
transducer significantly improved the resoluti- 
on of ultrasound imaging. Two-dimensional ul- 
trasound, colour Doppler ultrasound and other 
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detection methods have become important 
qualitative diagnostic methods for thyroid nod-
ules. Real-time ultrasound elastography (UE) is 
a recently developed detection method. This 
method assesses the level of malignancy bas- 
ed on the stiffness of the tissue. Higher degree 
of stiffness indicates higher level of malignan-
cy. Currently this technique is effective for the 
preoperative diagnosis of thyroid nodules [6, 
7]. TI-RADS classification is a standardized 
diagnostic method based on margin features, 
borders, morphology, internal echotexture, po- 
sterior echotexture and other parameters of 
thyroid nodule. Studies have indicated that 
TI-RADS can provide reference for the quantita-
tive assessment of the malignancy among thy-
roid nodules [8, 9]. This study aimed to assess 
the diagnostic value of UE and TI-RADS detec-
tion and classification techniques in determin-
ing the malignancy of thyroid nodules, so as  
to indicate a reliable method for detecting the 
degree of malignancy in patients with early-
stage thyroid nodules.

Materials and methods

General information

A total of 238 patients (260 cases of nodular 
lesions) who received routine ultrasound ex- 
aminations in our hospital from January 2019 
to April 2020 were selected. Among the 238 
patients, there were 99 males and 139 fe- 
males, aged from 21 to 78 years with an aver-
age age of (51.11 ± 7.21) years. There were 
120 patients with solitary nodules and 118 
patients with multiple nodules. All cases were 
validated by pathological examination.

Inclusion criteria: (1) patients with thyroid nod-
ules diagnosed using palpation, ultrasound 
examination and other methods; (2) patients 
with no abnormalities in thyroid functions; (3) 
patients who were conscious and could cooper-
ate with the study; (4) patients with complete 
medical records for clinical statistical analysis; 
(5) this study had obtained the approval from 
the hospital ethics committee; (6) the patients 
or family members signed informed consent.

Exclusion criteria: (1) patients with mental dis-
orders; (2) patients aged ≤ 18 years; (3) women 
during pregnancy or lactation; (4) patients with 
other malignant tumours; (5) patients with dis-

eases affecting vital organs such as liver and 
kidney; (6) patients with isolated thyroid cysts; 
(7) patients with coagulation disorders.

Intervention method

Real-time UE and TI-RADS were both performed 
in the patients using Hitachi HI VISION 900, 
and HI Vision Preirus colour Doppler ultrasound 
machines with linear-array transducers at fre-
quency of 6-13 MHz. The patient was in a 
supine position with hyperextension of the 
head to fully expose the imaged area. The 
machine system was set to the mode of thyroid 
detection. The depth and enhancement were 
adjusted to allow the most optimal display of 
the image. The greyscale mode was set first to 
examine the lesions at both transverse and  
longitudinal views to closely observe the loca-
tion, size, morphology, border, internal echotex-
ture, microcalcifications, lymph node metasta-
sis and aspect ratios of the nodules. Elasticity 
imaging was then selected. The transducer was 
oriented perpendicular to the surface to induce 
microvibration at the lesions. The focal zone 
was set at twice the area of the lesions. The 
dual-mode real-time display function was used 
to simultaneously examine the 2D image and 
elasticity image to compare the hardness of  
the lesions and the surrounding tissues. The 
detection results were analysed by two experi-
enced sonographers. If different diagnosis re- 
sults were found, senior physicians were invit- 
ed for consult to make a diagnosis.

Assessment parameters and evaluation stan-
dards

Classification of elasticity imaging based on 
stiffness: Varied colours were used to indicate 
the elasticity of the tissue in the elastogram. 
Green depicted an intermediate level of elastic-
ity, red indicated relatively softer areas, and red 
depicted relatively stiffer areas. The scoring 
system is as following: Score 1 indicates that 
the whole lesion is coded in green; Score 2 indi-
cates that 90% of the lesion is coded in green; 
Score 3 indicates that 50% of the lesion is 
coded in green; Score 4 indicates that more 
than 90% of the lesion is coded in blue; Score 5 
indicates that the whole lesion is coded in blue. 
A score of 1-2 suggests the mass examined 
was benign while a score of 3-5 suggests the 
mass examined was malignant [10].
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Table 1. Results of pathological examination of thyroid nodules n (%)/(x ± s)
Group Category Quantity (n=260) SR value t P
Benign group (n=184) Nodular goiter 101 (54.89) 2.78 ± 0.55 19.649 < 0.001

Adenoma 50 (27.17)
Simple adenoma 21 (11.41)

Follicular adenoma 12 (6.52)
Malignant group (n=76) Papillary carcinoma 56 (73.68) 4.39 ± 0.71

Medullary carcinoma 20 (26.32)

Thyroid TI-RADS classification: The thyroid no- 
dules were classified into 5 categories based 
on TI-RADS. TI-RAD 0 indicates normal glands 
or diffuse hyperplastic thyroid; TI-RAD 1 indi-
cates perinodular halos that are mainly cystic; 
TI-RADS 2 has mostly solid nodules with well-
defined border, partially heterogeneous echo- 
texture, and coarse calcification; TI-RADS 3 has 
solid and hypoechogenic mass with homoge-
neous echotexture and well-defined border; TI- 
RADS 4 has 1-2 ultrasonographic characteris-
tics (UC) of malignancy such as microcalcifica-
tion, ill-defined border, and deformed lymph 
nodes; TI-RADS 5 has 3 or more UC features  
of malignancy. In this study, TI-RADS 1-3 was 
used to indicate benign nodules and 4-5 to in- 
dicate malignant nodules [11].

Statistical analysis

The statistical analysis of collected data was 
performed using SPSS 20.0 software. The me- 
asurement data were expressed as (x ± sd)  
and the difference between groups was asse- 
ssed using t test. The count data were expre- 
ssed as [n (%)], and the difference between 
groups was assessed by Chi-square test. (P < 
0.05) was considered statistically significant 
[12].

Results

Results of pathological examinations of thyroid 
nodules

The results displayed a total of 260 thyroid  
nodules, including 184 benign nodules with 
101 thyroid goitres, 50 adenomas, 21 simple 
adenomas, and 12 follicular adenomas, with 
an average SR value of 2.78 ± 0.55, and 76 
malignant nodules with 56 papillary carcino-
mas and 20 medullary carcinomas, with an av- 
erage SR value of 4.39 ± 0.71. The difference 
in the SR values between the two groups was 
statistically significant (P < 0.05) (Table 1).

Comparison of the diagnostic value of UE tech-
nique, TI-RADS classification and UE + TI-RADS 
for benign and malignant thyroid nodules 

The UE detected 80 malignant nodules and 
180 benign modules. According to the patho-
logical examination results, the evaluation re- 
sults of UE had a sensitivity of 80.26%, speci-
ficity of 89.67%, accuracy of 86.92%, positive 
predictive value of 76.25%, and a negative pre-
dictive value of 91.67%.

The TI-RADS detected 81 malignant nodules 
and 179 benign nodules. According to the pa- 
thological examination results, the evaluation 
results of TI-RADS had a sensitivity of 67.11%, 
specificity of 83.70%, accuracy of 78.85%, pos-
itive predictive value of 62.96%, and negative 
predictive value of 86.03%.

The combined method of UE and TI-RADS 
detected 183 malignant nodules and 77 benign 
nodules. The evaluation results of the com-
bined method had a sensitivity of 96.05%, 
specificity of 97.83%, accuracy of 97.31%, posi-
tive predictive value of 94.81%, and negative 
predictive value of 98.36%.

The sensitivity, specificity, accuracy, positive 
predictive value and negative predictive value 
of the combined method were much higher 
than those of UE and TI-RADS alone (P < 0.05) 
(Figure 1).

TI-RADS classification for evaluation of thyroid 
nodules

The ultrasonic characteristics of different thy-
roid nodules were compared by TI-RAD. It was 
found that there was significant difference in 
the border, margin, posterior echotexture, calci-
fication, distribution of blood flow, growth, mor-
phology, and tumour-draining lymph nodes bet- 
ween malignant and benign thyroid nodules (P 
< 0.05) (Table 2).
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Comparison of the diagnostic values of UE and 
TI-RADS for thyroid nodules with varied size

The 260 thyroid nodules were divided into two 
groups: one group with nodules ≤ 10 mm, the 
other group with nodules > 10 mm. The diag-
nostic values were compared between UE and 
TI-RADS for the qualitative analysis of benign 
and malignant thyroid nodules with varied 
diameters. The results indicated that for nod-
ules ≤ 10 mm, the accuracy and sensitivity of 
TI-RADS were significantly higher than those of 
UE (P < 0.05). For nodules > 10 mm, the accu-
racy of TI-RADS was significantly higher than 
that of UE (P < 0.05) (Figure 2).

Discussion

Thyroid cancer can occur at any age, and it is 
one of the most common malignant tumours 
found in China. In recent years, changes in life-
styles and diets have led to an annual increase 
in the prevalence and detection rate of thyroid 
cancer. A thyroid nodule is a lump formed in the 
thyroid and it can move up and down with the 
thyroid when swallowing. It is a common clinical 
disease. Thyroid nodules have multiple causes, 

such as thyroid degenerative disease, inflam-
mation, autoimmunity, and neoplasm, all of 
which can lead to thyroid cancer [13, 14]. High-
resolution ultrasound examinations found that 
more than 70% of young and middle-aged pop-
ulation had thyroid nodules. Although most of 
the detected nodules were benign lesions, ab- 
out 5%-10% were malignant. The common his-
tological types of malignant thyroid nodules 
include papillary carcinoma, follicular carcino-
ma, medullary carcinoma, undifferentiated car-
cinoma, etc. In recent years, the incidence of 
malignant thyroid nodules has been increasing 
annually, and the rate of rise is the highest 
among all tumours. The early differentiation of 
malignant and benign thyroid nodules could 
significantly assist the clinical treatment of 
patients and improve the quality of lives in 
patients [15, 16]. 

Pathological examination is the conventional 
method to differentiate benign and malignant 
nodules. However, due to its invasiveness and 
poor replicability, the pathological examination 
is unpopular among patients. With the continu-
ous development of imaging technologies, va- 
rious ultrasound methods, with their conve-
nience, non-invasiveness, and good replicabi- 
lity, are increasingly prominent in the differen-
tiation of benign and malignant thyroid nod-
ules. They are by far the most common detec-
tion methods for thyroid nodules [17]. Studies 
indicated that the clinical application of high-
frequency transducers improved the resolution 
of ultrasound. The diagnostic accuracy of thy-
roid nodules reached 74%-82%. In addition, 
ultrasound examination can comprehensively 
evaluate various clinical features of the thyroid 
nodules. The guidelines for the diagnosis of 
thyroid nodules and differentiated thyroid can-
cer, 2013 suggested that all patients with thy-
roid nodules should be examined with a neck 
ultrasound. The level of recommendation for 
this method was A [18].

In this study, the values of real-time UE and 
TI-RADS classification in the qualitative diagno-
sis of thyroid nodules were evaluated. TI-RADS 
is a reporting system of thyroid nodules estab-
lished by the American College of Radiography. 
This method classifies the level of malignancy 
of thyroid nodules into scores of 0-5 according 
to the results of routine ultrasound examina-
tion. TI-RAD 1-2 is benign and TI-RAD 3-5 is 

Figure 1. Comparison among the diagnostic values 
of the three detection methods for benign and ma-
lignant nodules. The sensitivity, specificity, accuracy, 
positive predictive value and negative predictive val-
ue of the combined method were much higher than 
those of UE and TI-RADS (P < 0.05).
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malignant [19]. Studies indicated that TI-RAD 
1-2 mostly corresponded to nodular goitre, 
Hashimoto’s thyroiditis and other benign nod-
ules, and TI-RAD 4-5 mostly corresponded to 
papillary carcinoma, medullary carcinoma and 

and malignant thyroid nodules. The different 
features of benign and malignant nodules ba- 
sed on TI-RADS classification were further ana-
lysed. The results showed that malignant no-- 
dules had irregular internal morphology, ill-

Table 2. The evaluation results of thyroid nodules using TI-RADS classification 
General clinical data Benign (n=184) Malignant (n=76) X2 P
Margin Clear 171 1 12.298 < 0.001

Unclear 2 20
Blurred 11 56

Border Regular 176 1 15.998 < 0.001
Irregular 5 37
Ill-defined 3 31
Spiculated 0 4
Angled 0 3

Posterior echo Enhancement 154 2 20.229 < 0.001
Attenuation 4 64
No change 26 10

Calcification Non-calcification 90 7 22.239 < 0.001
Microcalcification 2 61
Coarse calcification 92 8

Distribution of blood flow No blood flow 91 15 30.990 < 0.001
Little blood flow 43 21
Rich blood flow 50 40

Growth Parallel (aspect ratio < 1) 183 46 77.621 < 0.001
Vertical (aspect ratio ≥ 1) 1 30

Morphology Regular 180 10 209.402 < 0.001
Irregular 4 66

Draining Lymph nodes Normal 184 6 233.775 < 0.001
Deformed 0 70

Figure 2. Comparison between the diagnostic values of UE and TI-RADS in 
assessing thyroid nodules of varied diameters. The accuracy and sensitivity 
of I-RADS were significantly higher than that of UE for nodules ≤ 10 mm. The 
accuracy of TI-RADS was higher than that of UE for nodules > 10 mm (P < 
0.05). # indicates that the difference of the same index within group was 
statistically significant. 

other malignant nodules. The 
results of pathological exami-
nation indicated 184 benign 
nodules and 76 nodules out  
of the 260 nodules included. 
Based on the outcome of path-
ological examination, the eval-
uation results of TI-RADS were 
shown to have a sensitivity of 
67.11%, specificity of 83.70%, 
accuracy of 78.85%, positive 
predictive value of 62.96%, 
and negative predictive value 
of 86.03% [20, 21]. These data 
are similar to the data from 
other studies. It implies that 
TI-RADS still has errors and 
possibilities of misdiagnosis 
when differentiating benign 
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defined and irregular borders, posterior hypoe 
chogenicity, microcalcification, posterior atten-
uation, aspect ratio > 1, hypervascularity, and 
cervical lymph node swelling, which were simi-
lar to other studies. This indicates that TI-RADS 
has high clinical values in the evaluation of 
benign and malignant thyroid nodules.

UE is a qualitative diagnosis method based on 
the stiffness of lesions and is one of the most 
effective assisting methods for the preopera-
tive diagnosis of thyroid nodules. The level of 
malignancy is correlated to the texture of the 
thyroid nodules. The benign nodules are soft 
and smooth. Increased stiffness of the nodule 
indicates increased level of malignancy. The UE 
technique, which is based on this property, 
applies a constantly changing force to the tis-
sue and measures the degree of deformation 
to evaluate the stiffness of the nodule. The 
degree of malignancy is then assessed [22]. 
Studies indicated that the UE technique was 
clinically approved for the differential diagnosis 
of benign and malignant nodules in prostate, 
blood vessels, mammary glands, thyroid, and 
other superficial organs as well as identifica- 
tion of liver fibrosis. Compared to 2D and co- 
lour Doppler ultrasound, UE has considerable 
advantages in the qualitative diagnosis of thy-
roid nodules [23]. This study showed that the 
UE had a sensitivity of 80.26%, a specificity of 
89.67%, an accuracy of 86.92%, a positive pre-
dictive value of 76.25%, and a negative predic-
tive value of 91.67%, which was similar to the 
outcomes from other studies. This suggested 
that UE also had relatively high diagnostic 
value.

We compared the advantages and disadvan-
tages of UE and TI-RADS in the qualitative dia- 
gnosis of thyroid nodules. The result indicated 
little difference in the sensitivity, specificity, 
accuracy, positive predictive value and nega-
tive predictive values between the two meth-
ods. However, the combined use of UE and 
TI-RADS has been shown to have better perfor-
mance than either of the single method, sug-
gesting that the combined method can signifi-
cantly improve the diagnostic values. A study 
suggested high similarity between the conven-
tional ultrasound imaging of benign and malig-
nant thyroid nodules, which led to the difficulty 
in diagnosis. Although TI-RADS had high resolu-
tion and clearer ultrasound imaging compared 

to the conventional ultrasound, the diagnosis 
of grade 3 nodules was difficult due to the  
similarity between the ultrasonic imaging of 
grade 3 and that of grade 2 and 4 nodules. 
Therefore, the qualitative diagnosis was sub-
jective and heavily relied on the experience of 
the physicians. Different physicians could make 
different diagnoses of the same case, leading 
to misdiagnosis [24]. The UE technique is a 
qualitative diagnostic method based on tissue 
stiffness. The difference in the degree of tissue 
deformation under the external force is used 
for the differentiation of benign and malignant 
tumours. Different colours are used to indicate 
the strain ratios of the tissue. A study on the 
differential diagnosis of 211 benign and malig-
nant thyroid nodules indicated that the sen- 
sitivity, specificity, and accuracy of UE were 
85.7%, 96.0%, and 93.0%, respectively. Further 
analysis indicated that 80.3% of the benign 
lesions had an elasticity score of 0-2, and 
86.6% of the malignant lesions had an elastici-
ty score of 3-4. The UE score of benign nodules 
was mainly ≤ 2, while the UE score of papillary 
carcinoma was mainly ≥ 3, which was similar to 
the results of this study [25]. The thyroid nod-
ules were then divided into two categories 
based on diameters to evaluate the diagnostic 
values of UE and TI-RADS in assessing thyroid 
nodules of varied diameters. The results indi-
cated that the accuracy and sensitivity of TI- 
RADS were significantly higher than those of UE 
for nodules ≤ 10 mm while the accuracy of 
TI-RADS was higher than that of UE for nodules 
> 10 mm. We believed that the difference in 
diagnostic results between TI-RADS and UE 
revealed that the TI-RADS had a higher resolu-
tion in the detection of microstructures and 
thus had a higher sensitivity in the diagnosis of 
micronodules. On the other head, the diagnos-
tic results of UE were affected by the size of 
focal zone, depth of nodules, anatomical struc-
tures, and other factors, which could lead to 
false positive or false negative results [26].

In conclusion, TI-RADS could be used as a qual-
itative diagnostic method for thyroid nodules. 
The accuracy of TI-RADS in qualitative diagno-
sis was higher than that of UE. The accuracy 
and sensitivity of TI-RADS were significantly hi- 
gher in nodules with diameters below 10 mm. 
However, the combined use of UE and TI-RADS 
had better performance than either of the sin-
gle method. Therefore, the combined use of 
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two methods is recommended to increase diag-
nostic accuracy. The study has three limitations 
as following: (1) The sample size was relatively 
small, which led to a lack of comprehensive-
ness in the results. (2) The TI-RADS classifica-
tion has certain limitations, thereby failing to 
include all cases of thyroid nodules. This leads 
to errors in the outcomes. (3) The pressure and 
frequency in the UE should be emphasized 
more. Hence, a follow-up study with a larger 
sample size and more diverse diagnostic meth-
ods is planned to provide a more detailed theo-
retical basis for the treatment of patients with 
thyroid nodules.

Disclosure of conflict of interest

None.

Address correspondence to: Huiwen Fan, Depart- 
ment of Ultrasound Medicine, The Second Affiliat- 
ed Hospital of Hainan Medical University, No. 48 
Baishuitang Road, Haikou 570311, Hainan Province, 
China. Tel: +86-0898-66808129; E-mail: huiwen-
fan2@163.com

References

[1]	 Livhits MJ, Kuo EJ, Leung AM, Rao J, Levin M, 
Douek ML, Beckett KR, Zanocco KA, Cheung 
DS, Gofnung YA, Smooke-Praw S and Yeh MW. 
Gene expression classifier vs targeted next-
generation sequencing in the management of 
indeterminate thyroid nodules. J Clin Endocri-
nol Metab 2018; 103: 2261-2268.

[2]	 Lang BHH, Woo YC and Chiu KW. Evaluation of 
pain during high-intensity focused ultrasound 
ablation of benign thyroid nodules. Eur Radiol 
2018; 28: 2620-2627.

[3]	 Hwang IJ, Kim DW, Lee YJ, Choo HJ, Jung SJ 
and Baek HJ. Ultrasonographic interval chang-
es in solid thyroid nodules after ultrasonogra-
phy-guided fine-needle aspiration. Korean J 
Radiol 2018; 19: 158-166.

[4]	 Kuru B and Kefeli M. Risk factors associated 
with malignancy and with triage to surgery in 
thyroid nodules classified as Bethesda catego-
ry IV (FN/SFN). Diagn Cytopathol 2018; 46: 
489-494.

[5]	 Song JSA and Hart RD. Fine-needle aspiration 
biopsy of thyroid nodules: determining when it 
is necessary. Can Fam Physician 2018; 64: 
127-128.

[6]	 Li MH and Liu JT. Screening of benign and ma-
lignant thyroid nodules in 5 196 physical ex-
amination population. Zhonghua Zhong Liu Za 
Zhi 2018; 40: 151-154.

[7]	 Wong R, Farrell SG and Grossmann M. Thyroid 
nodules: diagnosis and management. Med J 
Aust 2018; 209: 92-98.

[8]	 Hong MJ, Na DG, Baek JH, Sung JY and Kim JH. 
Impact of nodule size on malignancy risk dif-
fers according to the ultrasonography pattern 
of thyroid nodules. Korean J Radiol 2018; 19: 
534-541.

[9]	 Farahati J, Mäder U, Gilman E, Görges R, Maric 
I, Binse I, Hänscheid H, Herrmann K, Buck A 
and Bockisch A. Changing trends of incidence 
and prognosis of thyroid carcinoma. Nuklear-
medizin 2019; 58: 86-92.

[10]	 Zhang L, Lian R, Zhao J, Feng X, Ye R, Pan L, 
Wu J, Li M, Huan Y and Cai J. IGFBP7 inhibits 
cell proliferation by suppressing AKT activity 
and cell cycle progression in thyroid carcino-
ma. Cell Biosci 2019; 9: 44.

[11]	 Sudarsa IW, Pualillin EDK, Adiputra PAT and 
Manuaba IBTW. Immunocytochemistry test of 
protein BRAF expression for diagnosis of well 
differentiated thyroid carcinoma. Case Rep On-
col 2018; 11: 843-849.

[12]	 Pacini F, Castagna MG, Brilli L and Pentherou-
dakis G. Thyroid cancer: ESMO Clinical Prac-
tice Guidelines for diagnosis, treatment and 
follow-up. Ann Oncol 2012; 23 Suppl 7: vii110-
119.

[13]	 Chen J, Qian M, Sun C, Lin M and Tang W. Clin-
ical effectiveness of cognitive behavioural 
therapy on alcohol-dependent patients: an ob-
servation with the WeChat platform. Gen Psy-
chiatr 2019; 32: e100087.

[14]	 Jokelainen J, Timonen M, Keinänen-Kiukaanni-
emi S, Härkönen P, Jurvelin H and Suija K. Vali-
dation of the Zung self-rating depression scale 
(SDS) in older adults. Scand J Prim Health Care 
2019; 37: 353-357.

[15]	 Xie X, Song Y, Yang H, Nie A, Chen H and Li JP. 
Effects of transitional care on self-care, read-
mission rates, and quality of life in adult pa-
tients with systemic lupus erythematosus: a 
randomized controlled trial. Arthritis Res Ther 
2018; 20: 184.

[16]	 Zhang X, Zhan Y, Liu J, Chai S, Xu L, Lei M, Koh 
KWL, Jiang Y and Wang W. Chinese translation 
and psychometric testing of the cardiac self-
efficacy scale in patients with coronary heart 
disease in mainland China. Health Qual Life 
Outcomes 2018; 16: 43.

[17]	 Soukup V, Čapoun O, Pešl M, Sobotka R, 
Vávřová L, Hanuš T, Zima T and Kalousová M. 
Placental growth factor in bladder cancer com-
pared to the diagnostic accuracy and prognos-
tic performance of vascular endothelial growth 
factor A. Anticancer Res 2018; 38: 239-246.

[18]	 Chung JK, Kim HW, Youn H and Cheon GJ. So-
dium Iodide Symporter (NIS) in the manage-

mailto:huiwenfan2@163.com
mailto:huiwenfan2@163.com


Value of real-time UE and TI-RADS classification

588	 Int J Clin Exp Med 2021;14(1):581-588

ment of patients with thyroid carcinoma. Nucl 
Med Mol Imaging 2018; 52: 325-326.

[19]	 Esen I and Okdemir D. A case of follicular thy-
roid carcinoma associated with phosphatase 
and tensin homologue hamartoma tumour 
syndrome. J Paediatr Child Health 2019; 55: 
601-603.

[20]	 Yin YL and Yu XD. The correlation of S100A13 
and FOXA1 expression with cell cycle and cell 
invasion in fine needle aspiration thyroid carci-
noma tissue. Journal of Hainan Medical Uni-
versity 2018; 024: 77-80.

[21]	 Liu YY, Yang XX and Yu XB. Relationship of the 
ultrasonic elastography parameter of thyroid 
carcinoma with the cancer cell growth and 
neovascularization in lesion tissue. Journal of 
Hainan Medical University 2018; 024: 71-74.

[22]	 Ernaga Lorea A, Migueliz Bermejo I, Anda Api-
ñániz E, Pineda Arribas J, Toni García M, Mar-
tínez de Esteban JP and Insausti Serrano AM. 
Comparison of clinical characteristics of pa-
tients with follicular thyroid carcinoma and 
Hürthle cell carcinoma. Endocrinol Diabetes 
Nutr 2018; 65: 136-142.

[23]	 Handa H, Gomi D, Fukushima T, Kobayashi T, 
Sekiguchi N, Sakamoto A, Tsukahara Y, Matsu-
shita H, Sasaki S, Mamiya K, Koizumi T and 
Ichiyama T. Signet ring cell carcinoma of un-
known primary origin detected incidentally by 
lymph node purification for thyroid carcinoma. 
Intern Med 2018; 57: 31-35.

[24]	 Haghighatafshar M and Shekoohi-Shooli F. Ad-
renocortical adenoma manifesting as false-
positive iodine accumulation in a patient with 
history of thyroid carcinoma. Radiol Case Rep 
2018; 13: 949-951.

[25]	 Medas F, Erdas E, Canu GL, Longheu A, Pisano 
G, Tuveri M and Calò PG. Does hyperthyroidism 
worsen prognosis of thyroid carcinoma? A ret-
rospective analysis on 2820 consecutive thy-
roidectomies. J Otolaryngol Head Neck Surg 
2018; 47: 6.

[26]	 Kim H, Kim HI, Kim SW, Jung J, Jeon MJ, Kim 
WG, Kim TY, Kim HK, Kang HC, Han JM, Cho YY, 
Kim TH and Chung JH. Prognosis of differenti-
ated thyroid carcinoma with initial distant me-
tastasis: a multicenter study in Korea. Endocri-
nol Metab (Seoul) 2018; 33: 287-295.


