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& Introduction

INTRODUCTION

odular thyroid disease is one of the most common

thyroid pathology detected in clinical practice. More

than 50% of the population has at least one thyroid
nodule. (Ali., 2011).

Although nodule prevalence is very high, only 5-10%
of the nodules are malignant and require intervention either
surgical and /or medical (Aru et al., 2015).

FNAC (Fine needle aspiration cytology) has a high
sensitivity usually more than 90%. It was recommended by
international experts as an initial or screening test to detect
thyroid cancer (Fatemeh, 2015).

However, Thyroid FNAC has low specificity usually
50% to 65% which leads to many unnecessary surgical
interventions. Only 20% to 30% of all indeterminate cases
by FNAC were found malignant on histology, with high
variability in determining risk of malignancy (Miller et al.,
2004).
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& Introduction

The major concern is to differentiate the malignant
lesions from the benign lesions preoperatively. Fine-needle
aspiration cytology (FNAC) for thyroid nodules is the key
standard test used for this purpose. Although it is a rapid,
cost-effective, safe, and reliable test, the non-diagnostic or
the indeterminate results may require re-biopsy are the
limitations of this method. The indeterminate cytology
defined as the “gray zone “(Bongiovanni et al., 2012).

Thyroid cancer is one of the most common endocrine
malignancy, and the incidence has been increasing
worldwide. Chronic inflammation can be involved in
tumorigenesis. It is estimated that more than 20% of all
tumors are caused by constant inflammatory state
(Blomberg et al., 2012).

Thyroid nodules are usually accompanied by an
increase  inautoimmune  thyroid diseases mainly
Hashimoto’s thyroiditis (Ruggeri et al., 2011).

(2)



& Introduction

Immunoglobulin G4-related disease (IgG4-RD) is a
new disease class involving many organs, including the
endocrine system in general and the thyroid especially. It is
a fibro-inflammatory disease with special histological
features and frequently elevated serum 1gG4 levels which
are helpful in the diagnosis. Recent studies focused on the
relation between 1gG4-RD and malignancies. Thyroid
cancer and thyroid autoimmunity are considered opposite
extremes of immune responses. Although, several studies
have proposed that thyroid cancer coexists with
autoimmune thyroid diseases (Tabata et al., 2011).

IgG4-RD is diagnosed when the cut-off for serum
IgG4 was set at greater than 135 mg/ dL there are
sensitivity and specificity of 90 and 60%, respectively. The
measurement of serum 1gG4 is also helpful to determine
treatment response and recurrence (Motohisa et al., 2012).

Malignancies occurred in 10.4% of 1gG4-RD patients,
approximately 3.5 times higher than the incidence of cancer
in the general population. These results proposed that when
diagnosing 1gG4-RD, it is essential not only to differentiate
between the enlarged organs and cancers but also to
consider the possibility of cancer complications in other
parts of the body. Malignancies as complications to 1gG4-
RD are categorized as lymphoma and non-lymphoid tumors
(Tabata et al., 2011).

©)
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AIM OF THE WORK

e aim to detect the predictive value of serum IgG4

level for the diagnosis of malignancy in

indeterminate thyroid nodules (FNAC result)
among patients with and without autoimmune thyroid
disease.
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& Review of literature

Chapter (1)

NODULAR THYROID DISEASE

hyroid gland has a distinctive position among the
endocrine organs. Its superficial location qualifies for
an early detection of any abnormality. There are many
spectrums of thyroid diseases ranges from inflammatory,
hyperplastic to neoplastic disorders. Thyroid lesions can
present as diffuse or nodular swellings and can be in any
one of the following functional classes: Euthyroid,
Hypothyroid or Hyperthyroid (Barui et al., 2017).

The normal thyroid gland lies in the anterior neck,
anterior to the trachea, deep to the strap muscles, and lateral
to it are the carotid arteries and jugular veins. Because
thyroid malignancies most commonly present as focal
nodules there are morphological and size criteria to
recognize nodules most suspicious for malignancy (figure
1) (Alexander et al., 2020).
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Figure (1): Anatomy of thyroid gland
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