
 

 
 

 

 

 

 

 

INTRODUCTION Thyroid nodular disease consists of a number of disorders including a solitary nodule, a multinodular goiter, 
nodular goiter observed in autoimmune thyroid disease, i.e. chronic lymphocytic thyroiditis (Hashimoto 
thyroiditis) or Graves’ disease. These nodules may be palpable or non-palpable. 

Prevalence of thyroid nodules in prepubertal children is estimated at up to 1.8%.
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 Evidence suggests malignancy 

rates in children are higher than in adults, with a mean malignancy rate of 26% in children. Most (97%) benign 
nodules remain benign.
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Most patients with thyroid nodules have few or no symptoms and nodules are often discovered incidentally on 
physical examination or through imaging studies performed for unrelated reasons.
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Factors suggesting increased risk for malignancy include

4
: 

 History of head and neck irradiation 

 Family history of medullary thyroid carcinoma, multiple endocrine neoplasia type 2, or 
papillary thyroid carcinoma 

 Age <14 years (some additional risk; not strong risk factor) 

 Male sex (some additional risk; not strong risk factor) 

 History of rapid growth 

 Obstructive symptoms: persistent dysphonia, dysphagia, or dyspnea 

 Firm or hard consistency 

 Cervical adenopathy 

 Fixed nodule 
 

INITIAL 
EVALUATION 
AND 
MANAGEMENT 

Initial Evaluation 
a. Targeted history (see risk factors above):  
b. Targeted physical Exam (method of examination/palpation) 

 Place first two digits of both hands just below cricoid cartilage so that left and right fingers meet 
on the patient’s midline. Place thumbs posterior to patient’s neck and flatten all fingers against 
the neck. Use finger pads, not tips, to palpate and identify the isthmus. 

 Then gently draw fingers laterally 1-2cm and palpate lateral lobes 
 Now ask patient to swallow and assess for asymmetrical elevation of lobes (suggests nodularity) 
 Palpate neck for palpable nodules and cervical nodes 
 Assess for signs of hyperthyroidism or hypothyroidism on exam (i.e. pulse rate, skin findings) 

c. Initial diagnostic testing 
 TSH and free T4 
 Thyroid ultrasound (US): Request US be performed at Connecticut Children’s Medical Center or a 

Jefferson Radiology imaging center 
Initial Management 

 Reassurance 
 

WHEN  
TO REFER 

See attached algorithm to determine the following three options: Delay Referral, Referral to Thyroid Center, 
Referral to Endocrinology 

 

HOW  
TO REFER 

Thyroid Center: Phone: 860.545.9520 Fax: 860.545.9545 
Endocrinology Department: Online referrals available. Phone: 860.545.9370 Fax: 860.545.9376 
At the time of the referral to either the Thyroid Center or Endocrinology, please send:  

 Notes from visit(s) with the PCP 
 Growth chart 
 Thyroid test results and thyroid US 

 
 

WHAT TO 
EXPECT FROM 
CONNECTICUT 
CHILDREN’S  
VISIT 

 History, physical exam 
 Additional labs if appropriate 
 Nuclear imaging studies if appropriate 
 Ultrasound guided FNAC (fine needle aspiration cytology) if appropriate 
 Consideration of future surgery or Radioactive iodine ablation therapy  
 Comprehensive patient education 
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Kids are great! We just make ‘em better. 
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Thyroid Nodule 
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