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Objective: Various algorithms are currently used to evaluate patients with thyroid nodules. 
Thyroid fine needle aspiration biopsy (FNAB) is the most valuable method for assessment, 
but it yields 5–10% false negative results. Therefore, the McGill Thyroid Nodule Score 
(MTNS), which consists of 22 parameters, was developed for use in the preoperative period. 
In this study, we investigated the applicability of MTNS in patients with indeterminate FNAB 
results by comparing patients diagnosed with papillary thyroid cancer to those with benign 
outcomes according to the specimen result.
Materials and Methods: Between January 2016 and August 2017, 382 patients who 
underwent thyroidectomy at our clinic were evaluated. A total of 140 patients categorized 
as Bethesda III- IV-V were included in the study. The MTNS was calculated and compared 
between the malignant and benign groups. Subsequently, patients were divided into four 
groups based on nodule diameter to evaluate their MTNS.
Results: The median MTNS was 6 (range 1–16) in the benign group and 12 (range 3–23) in 
the malignant group. To determine the cut-off for MTNS, Receiver Operating Characteristic 
(ROC) analysis was conducted using the pathology result as the primary endpoint. The 
cut-off value was determined to be 8.5. Statistical analysis revealed that the sensitivity and 
specificity of MTNS were 83.0% and 85.5%, respectively.
Conclusion: Ultrasonography (USG) and FNAB are currently preferred methods for 
approaching patients with thyroid nodules. In cases where FNAB results are inconclusive, 
MTNS can be safely applied clinically to identify high-risk patients.
Keywords: Thyroid, papillary thyroid carcinoma, nodule, cancer, McGill Thyroid Nodule 
Score.
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INTRODUCTION
Although the prevalence of thyroid nodules is increasing, most 
of these nodules are benign. Ultrasonography detects that 
5–10% of nodules are malignant.1 Thyroid fine needle aspira-
tion biopsy (FNAB) is a safe, cost-effective, and highly accurate 
method for differentiating between benign and malignant thy-
roid nodules.2–5 Although FNAB provides valuable information 
about the characteristics of the thyroid nodule, it may yield 
false negative results in 5% of cases.6,7 Misclassifications, such as 
deeming malignant thyroid nodules benign, may lead to unde-
sirable outcomes. When identifying patients in need of surgery, 
it is important to identify those who are clinically high-risk.8

Studies have shown that the McGill Thyroid Nodule Score 
(MTNS) is useful in identifying a clinically high-risk patient 
population. The MTNS is a scoring system that consists of 22 
parameters correlated with the pathology results. It includes 
risk factors such as age, gender, echogenicity of the nodule 
(hypoechoic, isoechoic, hyperechoic), increased vascularity, 
calcification status, nodule size, and determines the patient’s 
risk percentage for malignancy.8–11

In our study, the applicability of the MTNS was investigated by 
comparing patients diagnosed with papillary thyroid cancer 
and those with benign nodular disease in the postoperative 
period to the preoperative period.

MATERIALS AND METHODS
The data of 382 patients who underwent thyroidectomy at 
the general surgery clinic of our tertiary care hospital between 
January 2016 and August 2017 were analyzed. Approval for 
the study was obtained from the Ethics Committee of Gazi 
University Faculty of Medicine (10/10/2017- 08). The data were 
evaluated retrospectively.

Inclusion criteria were defined as patients with indeterminate 
character on FNAB (Bethesda III, IV, V) (n=183). In this evalua-
tion, dominant nodules were considered as index nodules. Ini-
tially, the MTSNs of the patients were calculated. Patients with 
missing thyroid imaging, blood parameters, and FNAB results 
required for MTSN calculation were excluded from the study 
(n=12). Patients with diagnoses other than thyroid papillary 
carcinoma and benign diseases, such as follicular carcinoma, 
Hürthle cell neoplasia, and medullary carcinoma, were also 
excluded (n=31). As a result, a total of 140 patients were evalu-
ated in the study. Due to the retrospective nature of the study, 
informed consent was not obtained from the patients.

The parameters required to calculate the MTNS for patients 
who met the necessary criteria were first calculated. Demo-
graphic data, postoperative and preoperative specimen diag-
noses, and nodule diameters were then evaluated. The MTNS 

was assessed in two groups: benign (n=69) and malignant 
(n=71) (Fig. 1). Documentation of the FNAB site ensured cor-
rect malignancy assignment to the same site as the biopsied 
nodule, thus avoiding incorrect assignment of malignancy to 
benign nodules in patients with multinodular thyroid glands. 
After this evaluation, the dominant nodules were divided into 
four groups according to their diameters for MTNS calculation: 
less than 2 cm, 2–3 cm, 3–4 cm, and greater than 4 cm).

Statistical Analysis
IBM SPSS version 26.0 (IBM Co., Armonk, NY, USA) was utilized 
for all statistical analyses in this study. Continuous data were an-
alyzed using mean, median, standard deviation, and 95% confi-
dence intervals (CIs), with statistical significance set at p<0.05. 
Comparative analysis of categorical data was conducted using 
the Chi-square test. To assess the normal distribution of numer-
ical variables, the Kolmogorov-Smirnov test, histogram analysis, 
and skewness/kurtosis data were employed. For parameters 
lacking normal distribution characteristics, the Mann-Whitney U 
test was used for comparing two independent groups, while the 
Kruskal-Wallis test was used for multiple independent groups. 
The Analysis of Variance (ANOVA) test was applied for the com-
parative analysis of quantitative data. The cut-off for MTNS was 
determined through Receiver Operating Characteristic (ROC) 
analysis, considering the pathology result as the primary end-
point. The resulting cut-off value’s sensitivity, specificity, and 
Area Under the Curve (AUC) values were provided. The score was 
then categorized as benign or malignant based on the cut-off, 
and sensitivity and specificity were calculated accordingly.

RESULTS
In our investigation, a total of 140 patients participated, com-
prising 40 (28.6%) males and 100 (71.4%) females during the 
initial assessment. Among these patients, 71 received a histo-
pathological diagnosis of thyroid papillary cancer, while 69 were 

KEY MESSAGES

•	 The McGill Thyroid Nodule Score (MTNS) demonstrat-
ed high sensitivity (83.0%) and specificity (85.5%), 
making it a reliable tool for identifying high-risk pa-
tients with indeterminate Fine Needle Aspiration Bi-
opsy (FNAB) results.

•	 MTNS is valuable when FNAB and ultrasonography 
(USG) results are inconclusive, providing a preopera-
tive scoring system to assess malignancy risk in thy-
roid nodules.

•	 MTNS is effective in preoperative evaluations, helping 
to prioritize treatment for patients with indetermi-
nate thyroid nodules.
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diagnosed with benign nodular disease. The age range of the 
participants varied from 19 to 79 years, with a median age of 48 
years. The average diameter of the dominant nodule observed 
in thyroid imaging studies was 2.2±1.2 cm. The median MTNS 
among the patients was 9 (minimum: 1 – maximum: 23). Within 
the malignant group, consisting of 71 patients, the median age 
was 43 years (ranging from 19 to 75). In the benign group, the 
median age of the patients was 51 years (ranging from 20 to 79). 
The mean nodule diameter in the malignant group was 1.9±1.3 
cm, whereas in the benign group, it measured 2.5±1.2 cm. Pa-

tients were categorized into four groups based on nodule diam-
eter. In the <2 cm group, 21 (30.4%) patients belonged to the 
benign group, while 43 (60.5%) were in the malignant group. 
In the 2–2.9 cm group, 26 (37.6%) patients were in the benign 
group, and 13 (18.3%) were in the malignant group. In the 3–3.9 
cm group, 12 (17.3%) patients were in the benign group, and 
8 (11.2%) were in the malignant group. In the >4 cm group, 10 
(14.4%) patients were in the benign group, and 7 (5%) were in 
the malignant group. The median MTNS was 6 (1–16) in the be-
nign group and 12 (3–23) in the malignant group (Table 1).

Figure 1. Sample collection scheme.

Table 1. Distribution of demographic data and nodule characteristics of benign and malignant nodules

		  Benign	 Malign (PTC)	 Total

Age (median), (range), year	 53 (20–79)	 43 (19–75)	 48 (19–79)

Sex, n (%)

	 Male	 19 (28.6%)	 21 (28.6%)	 40 (28.6%)

	 Female	 50 (71.4%)	 50 (71.4%)	 100 (71.4%)

Nodule diameter (mean±SD), cm	 2.5±1.2	 1.9±1.3	 2.2±1.2

Nodule diameter group (cm), n (%)

	 <2 cm group	 21 (30.4%)	 43 (60.5%)	 64 (45.7%)

	 2–2.9 cm group	 26 (37.6%)	 13 (18.3%)	 39 (27.8%)

	 3–3.9 cm group	 12 (17.3%)	 8 (11.2%)	 20 (14.2%)

	 >4 cm group	 10 (14.4%)	 7 (5.0%)	 17 (12.1%)

MTNS (median), (range)	 6 (1–16)	 12 (3–23)	 9 (1–23)

PTC: Papillary thyroid cancer; n: Number; SD: Standard deviation; cm: Centimeter; MTSN: McGill Thyroid Nodule Score.
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In the nodule diameter subgroups, there were 64 patients, 14 
(21.9%) males and 50 (78.1%) females, in the <2 cm group. 
The median age of patients in this group was 46 years (range 
19–73). The median MTNS of patients in this group was 9 
(range 1–21). There were 9 (23.1%) male and 30 (76.9%) fe-
male patients in the 2–2.9 cm group. The median age was 
43 years (range 20–79). The median MTNS of patients in this 
group was 7 (range 2–23). In the 3–3.9 cm group, there were 
20 patients, 7 (35%) male and 13 (65%) female. The median 
age was 55 years (range 30–74). The median MTNS of patients 

in this group was 10 (range 4–17). In the group with nodules 
>4 cm, 10 (58.8%) of 17 patients were male and 7 (41.2%) 
were female. The median age of patients in this group was 
55 years (range 30–74). The median MTNS of patients in this 
group was 9 (range 6–23). In the <2 cm group, 21 (32.8%) 
of 64 patients had benign pathology, while 42 (67.1%) had 
malignant pathology. There were 39 patients in the 2–2.9 
cm group, of which 26 (66.6%) had benign pathology and 13 
(33.3%) had malignant pathology. The nodule diameter of 20 
patients in the study ranged from 3–3.9 cm, with 12 (60%) in 
the benign group and 8 (40%) in the malignant group. Of the 
17 patients in the >4 cm group, 10 (58.8%) were benign and 
7 (41.2%) had malignant pathology.

When nodule diameter subgroups were compared in terms 
of age (p=0.013) and MTNS (p=0.007), the difference between 
the groups was statistically significant. The difference was due 
to the group with tumor diameter >4 cm (Table 2). To deter-
mine the cut-off for the MTNS, the pathology result was taken 
as the primary endpoint and ROC analysis was performed. Ac-
cording to ROC analysis, the sensitivity and specificity of the 
MTNS were 83.0% and 85.5%, respectively (AUC: 90.3%, 95% 
CI [0.851, 0.955]). The cut-off for the MTNS value was calculat-
ed as 8.5 (Fig. 2).

Patients were divided into benign and malignant groups 
with a cut-off of 8.5 according to MTNS. Accordingly, there 
were a total of 69 patients with MTNS 9 and above. Of 
these, 59 patients were histopathologically diagnosed with 
thyroid papillary cancer and 10 patients were histopatho-
logically diagnosed with benign nodular disease. Of the 71 
patients with MTNS ≤8, 59 were in the benign group and 12 
were in the malignant group. The analysis showed a signif-
icant difference between the groups (p=0.019). With a cut-
off value of 8.5, the sensitivity of the MTNS was 83.0%, and 
the specificity was 85.5% (Table 3).

Table 2. Distribution of demographic data and McGill Thyroid Nodule Score parameters of nodule diameter subgroups

Nodule diameter group, n	 <2 cm (n=64)	 2–2.9 cm (n=39)	 3–3.9 cm (n=20)	 ≥4 cm (n=17)	 p

Age (median), (range), year 	 46 (19–73)	 43 (20–79)	 55 (30–74)	 57 (29–75)	 0.013

Sex, n (%)					     0.018

	 Male	 14 (21.9%)	 9 (23.1%)	 7 (35%)	 10 (58.8%)

	 Female	 50 (78.1%)	 30 (76.9%)	 13 (65%)	 7 (41.2%)

Specimen diagnosis, n (%)					     0.008

	 Benign	 21 (32.8%)	 26 (66.6%)	 12 (60.0%)	 10 (58.8%)

	 Malign	 43 (67.1%)	 13 (33.3%)	 8 (40%)	 7 (41.2%)

MTNS 	 9 (1–21)	 7 (2–23)	 10 (4–17)	 9 (6–23)	 0.007

n: Number; cm: Centimeter; MTSN: McGill Thyroid Nodule Score.

Figure 2. Receiver operating characteristic (ROC) analysis 
of McGill Thyroid Nodule Score.
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DISCUSSION
Thyroid nodules are a common health problem worldwide. 
Anamnesis, physical examination, imaging tests, and thyroid 
FNAB are commonly used in the approach to thyroid nod-
ules. Differentiating whether the nodule is benign or malig-
nant is important in choosing the treatment approach for the 
patient.1,12 In the last decades, ultrasonography (USG) has in-
creasingly demonstrated the ability to detect smaller thyroid 
nodules. As a result of this development and a series of studies 
triggered by it, it has been demonstrated that a significant per-
centage of asymptomatic individuals have thyroid nodules, 
and the frequency of malignancy in these nodules is not dif-
ferent from that of palpated nodules.13 USG, which reveals the 
presence of nodules in approximately half of the population, 
cannot differentiate these nodules as benign or malignant 
with the same success. The presence of malignancy in the nod-
ules detected by USG with a rate ranging from 5–13% is not 
only a major problem for clinicians but also a major problem 
in terms of health economics. Studies to date have shown that 
no single ultrasonographic nodule feature alone can make a 
complete and reliable distinction between malignant and be-
nign. However, the use of some features alone or in combina-
tion with others can provide a relatively high characterization 
success. These features include a predominantly solid nodule, 
irregular borders, hypoechogenicity, anteroposterior diameter 
greater than the transverse diameter, presence of calcification, 
centrally predominant intranodular blood supply, and the 
presence of surrounding suspicious lymph nodes.13–17

Thyroid FNAB is performed on nodules found to be suspicious 
on USG. Thyroid FNAB is a simple, non-hazardous, reproducible 
approach with a high diagnostic value in the context of can-
cer.14 Nondiagnostic aspiration in thyroid FNAB occurs in 7–25% 
of cases. False negativity with a rate of 5–15% has also been re-
ported in benign nodules. In malignant cytology, sensitivity is 
around 98–99%. Intermediate cytology is difficult to evaluate, 
and 70–90% of these cases are essentially benign. The remain-
ing 10–30% are adenomatous hyperplasia or neoplasms.6,18–20

Even with the use of USG and thyroid FNAB alone or in com-
bination, some thyroid nodules remain ambiguous in terms 
of patient management, leading to delays in treatment and 

increased costs due to repeated examinations. Therefore, the 
MTNS, an evidence-based preoperative scoring system, is be-
coming important in the preoperative evaluation of thyroid 
nodules and in determining the treatment approach.8 Al-
though MTNS is an evidence-based scoring system, there are 
not many studies on this system in the literature. The lack of a 
precise cut-off value for MTNS is another challenge. To clarify 
these uncertainties, the relationship between clinicopatho-
logical variables and MTNS was evaluated in our study, which 
assessed the data of 140 patients operated on for nodules in 
the thyroid, to add to the reports from various centers around 
the world and to contribute to the literature.

In our study, according to the results of multivariate analysis, 
the cut-off value for MTNS was found to be 8.5. When the pa-
tients were re-categorized according to MTNS with a cut-off 
value of 8.5, the sensitivity and specificity of MTNS were found 
to be 83.0% and 85.5%, respectively. Additionally, a statistical 
relationship was found between age, MTNS, and nodule diam-
eter in the comparison of nodule diameter subgroups. In light 
of these results, we suggest that preoperative MTNS is an easily 
applicable and safe method to determine the risk of malignan-
cy in high-risk patient groups with thyroid nodules, especially in 
patients for whom FNAB is not helpful and USG findings are in-
conclusive. Varshney R et al.,10 in a study of 437 patients, found 
a significant correlation between MTNS and malignancy but 
did not specify a cut-off value for MTNS. Khalife S et al.,8 found 
similar results in a study of 101 patients, but they also did not 
specify a cut-off value. Al-Hakami HA et al.,21 found a statistically 
significant difference (p=0.002) when divided into two groups 
as MTNS <8 and MTNS >11. Sands NB et al.,11 calculated MTNS 
score in11 patient populations. They statistically calculated the 
risk of MTNS less than 8 and greater than 19. However, they did 
not specify a cut-off value. They predicted a malignancy risk of 
86% at MTNS less than 8. In our study, we found a significant 
correlation (p=0.019) in our analysis with the determination of 
our own cut-off value (8.5). Colombo et al.22 calculated a thyroid 
risk score for indeterminate nodules with a sensitivity of 72.0% 
and a specificity of 80.0%. According to our study, MTNS (cut-
off=8.5) had better sensitivity and specificity. Gomes-Lima CJ et 
al.23 found sensitivity at 80.7% and specificity at 84.6% in their 
risk scoring in indeterminate nodules. According to our cut-off 
value, MTNS had better sensitivity and specificity.

CONCLUSION
MTNS can be considered as an easily applicable and safe 
method for determining the risk of malignancy in the preop-
erative period in high-risk patient groups with thyroid nodules 
in whom FNAB is not helpful according to USG findings. Es-
pecially in the indeterminate group, when we take the cut-off 
value as 8.5, it is evident that more care should be taken in 
evaluating the potential for malignancy.

Table 3. Distribution of demographic data and McGill Thyroid 
Nodule Score parameters of nodule diameter subgroups

Malignant	 Benign	 p

MTNS ≥9 group, n	 59	 10

MTNS ≤8 group, n	 12	 59

n: Number; MTSN: McGill Thyroid Nodule Score.



368

Keleşoğlu et al. McGill Thyroid Score in Papillary Cancer J Clin Pract Res 2024;46(4):363–369

Ethics Committee Approval: The Gazi University Clinical Research 
Ethics Committee granted approval for this study (date: 10.10.2017, 
number: 08).

Author Contributions: Concept – YK; Design – YK, YFA; Supervision 
– ÇB; Resource – ÇB, BA; Materials – YFA, YK, ÇB; Data Collection and/
or Processing – YK, YFA; Analysis and/or Interpretation – YFA, ÇB, BA; 
Literature Search – HB, ÇB; Writing – YFA, YK; Critical Reviews – BA, ÇB.

Conflict of Interest: The authors have no conflict of interest to declare.

Informed Consent: Written informed consent was obtained from 
patients who participated in this study.

Use of AI for Writing Assistance: Not declared.

Financial Disclosure: The authors declared that this study has 
received no financial support.

Peer-review: Externally peer-reviewed.

REFERENCES
1.	 Aydoğdu Y, Emreol U, Gülçek E, Büyükkasap Ç, Akın M De-

termination of diagnostic features of serum thyroid hor-
mones and thyroglobulin ratios in normothyroid differ-
entiated thyroid carcinoma cases. Şişli Etfal Hastanesi Tıp 
Bülteni. 2023; 57(2): 257–62. [CrossRef ]

2.	 Tao Y, Yu Y, Wu T, Xu X, Dai Q, Kong H, et al. Deep learn-
ing for the diagnosis of suspicious thyroid nodules based 
on multimodal ultrasound images. Front Oncol 2022; 12: 
1012724. [CrossRef ]

3.	 Uçak R, Mut DT, Kaya C, Ozguven BY, Kabukcuoglu F, 
Uludağ M. Is repeat fnab necessary for thyroid nodules 
with nd / uns cytology?. Acta Endocrinol (Buchar) 2022; 
18(1): 127–33. [CrossRef ]

4.	 Michael CW, Kameyama K, Kitagawa W, Azar N. Rapid on-
site evaluation (ROSE) for fine needle aspiration of thyroid: 
benefits, challenges and innovative solutions. Gland Surg 
2020; 9(5): 1708–15. [CrossRef ]

5.	 Huang EYF, Kao NH, Lin SY, Jang IJH, Kiong KL, See A, 
et al. Concordance of the ACR TI-RADS classification 
with bethesda scoring and histopathology risk stratifi-
cation of thyroid nodules. JAMA Netw Open 2023; 6(9): 
e2331612. [CrossRef ]

6.	 American Thyroid Association (ATA) Guidelines Taskforce 
on Thyroid Nodules and Differentiated Thyroid Cancer, 
Cooper DS, Doherty GM, et al. Revised American Thyroid 
Association management guidelines for patients with thy-
roid nodules and differentiated thyroid cancer [published 
correction appears in Thyroid 2010; 20(8): 942. Hauger, 
Bryan R [corrected to Haugen, Bryan R]. Thyroid 2009; 
19(11): 1167–214. [CrossRef ]

7.	 Kim K, Bae JS, Kim JS. Measurement of thyroglobulin level 
in lateral neck lymph node fine needle aspiration washout 
fluid in papillary thyroid cancer. Gland Surg 2021; 10(9): 
2686–94. [CrossRef ]

8.	 Khalife S, Bouhabel S, Forest VI, Hier MP, Rochon L, Tamil-
ia M, et al. The McGill Thyroid Nodule Score’s (MTNS+) 
role in the investigation of thyroid nodules with benign 
ultrasound guided fine needle aspiration biopsies: a ret-
rospective review. J Otolaryngol Head Neck Surg 2016; 
45(1): 29. [CrossRef ]

9.	 Scheffler P, Forest VI, Leboeuf R, Florea AV, Tamilia M, Sands 
NB, et al. Serum thyroglobulin improves the sensitivity of 
the McGill Thyroid Nodule Score for well-differentiated 
thyroid cancer. Thyroid 2014; 24(5): 852–7. [CrossRef ]

10.	 Varshney R, Forest VI, Mascarella MA, Zawawi F, Rochon L, 
Hier MP, et al. The Mcgill thyroid nodule score - does it help 
with indeterminate thyroid nodules? J Otolaryngol Head 
Neck Surg 2015; 44(1): 2. [CrossRef ]

11.	 Sands NB, Karls S, Amir A, Tamilia M, Gologan O, Rochon L, 
et al. McGill Thyroid Nodule Score (MTNS): “rating the risk,” 
a novel predictive scheme for cancer risk determination. J 
Otolaryngol Head Neck Surg 2011; 40 Suppl 1: S1–S13. 

12.	 Dong S, Pan J, Shen YB, Zhu LX, Xia Q, Xie XJ, et al. Factors 
associated with malignancy in patients with Maximal Thy-
roid Nodules ≥2 Cm. Cancer Manag Res 2021; 13: 4473–82. 

13.	 Orlando G, Graceffa G, Mazzola S, Vassallo F, Proclamà MP, 
Richiusa P, et al. The role of “critical” ultrasound reassess-
ment in the decision-making of bethesda III Thyroid Nod-
ules. Medicina (Kaunas) 2023; 59(8): 1484. [CrossRef ]

14.	 Lee MK, Na DG, Joo L, Lee JY, Ha EJ, Kim JH, et al. Standard-
ized imaging and reporting for thyroid ultrasound: Korean 
Society of Thyroid Radiology Consensus Statement and 
Recommendation. Korean J Radiol 2023; 24(1): 22–30. 

15.	 Li W, Hong T, Fang J, Liu W, Liu Y, He C, et al. Incorporation 
of a machine learning pathological diagnosis algorithm 
into the thyroid ultrasound imaging data improves the 
diagnosis risk of malignant thyroid nodules. Front Oncol 
2022; 12: 968784. [CrossRef ]

16.	 Al-Ghanimi IA, Al-Sharydah AM, Al-Mulhim S, Faisal S, 
Al-Abdulwahab A, Al-Aftan M, et al. Diagnostic accuracy of 
ultrasonography in classifying thyroid nodules compared 
with fine-needle aspiration. Saudi J Med Med Sci 2020; 
8(1): 25–31. [CrossRef ]

17.	 Potipimpanon P, Charakorn N, Hirunwiwatkul P. A com-
parison of artificial intelligence versus radiologists in the 
diagnosis of thyroid nodules using ultrasonography: a sys-
tematic review and meta-analysis. Eur Arch Otorhinolar-
yngol 2022; 279(11): 5363–73. [CrossRef ]

https://doi.org/10.14744/SEMB.2023.77012
https://doi.org/10.3389/fonc.2022.1012724
https://doi.org/10.4183/aeb.2022.127
https://doi.org/10.21037/gs-2019-catp-23
https://doi.org/10.1001/jamanetworkopen.2023.31612
https://doi.org/10.1089/thy.2009.0110
https://doi.org/10.21037/gs-21-366
https://doi.org/10.1186/s40463-016-0141-7
https://doi.org/10.1089/thy.2013.0191
https://doi.org/10.1186/s40463-015-0058-6
https://doi.org/10.2147/CMAR.S303715
https://doi.org/10.3390/medicina59081484
https://doi.org/10.3348/kjr.2022.0894
https://doi.org/10.3389/fonc.2022.968784
https://doi.org/10.4103/sjmms.sjmms_126_18
https://doi.org/10.1007/s00405-022-07436-1


369

J Clin Pract Res 2024;46(4):363–369 Keleşoğlu et al. McGill Thyroid Score in Papillary Cancer

18.	 Hu XY, Wu J, Seal P, Ghaznavi SA, Symonds C, Kinnear S, 
et al. Improvement in thyroid ultrasound report quality 
with radiologists’ adherence to 2015 ATA or 2017 TIRADS: 
a population study. Eur Thyroid J 2022; 11(3): e220035.

19.	 Papaleontiou M, Haymart MR. Thyroid nodules and cancer 
during pregnancy, post-partum and preconception plan-
ning: Addressing the uncertainties and challenges. Best 
Pract Res Clin Endocrinol Metab 2020; 34(4): 101363. [CrossRef] 

20.	 Fresilli D, David E, Pacini P, Del Gaudio G, Dolcetti V, Lu-
carelli GT, et al. Thyroid nodule characterization: how to 
assess the malignancy risk. update of the literature. Diag-
nostics (Basel) 2021; 11(8): 1374. [CrossRef ]

21.	 Al-Hakami HA, Al-Mohammadi R, Al-Mutairi R, Al-Subaie H, 
Al Garni MA. McGill thyroid nodule score in differentiating 
thyroid nodules in total thyroidectomy cases of indetermi-
nate nodules. Indian J Surg Oncol 2020; 11(2): 268–73. 

22.	 Colombo C, Muzza M, Pogliaghi G, Palazzo S, Vannucchi G, 
Vicentini L, et al. The thyroid risk score (TRS) for nodules 
with indeterminate cytology. Endocr Relat Cancer 2021; 
28(4): 225–35. [CrossRef ]

23.	 Gomes-Lima CJ, Auh S, Thakur S, Zemskova M, Cochran C, 
Merkel R, et al. A novel risk stratification system for thyroid 
nodules with ındeterminate cytology-a pilot cohort study. 
Front Endocrinol (Lausanne) 2020; 11: 53. [CrossRef ]

https://doi.org/10.1530/ETJ-22-0035
https://doi.org/10.1016/j.beem.2019.101363
https://doi.org/10.3390/diagnostics11081374
https://doi.org/10.1007/s13193-020-01053-2
https://doi.org/10.1530/ERC-20-0511
https://doi.org/10.3389/fendo.2020.00053



