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POST THYROIDECTOMY US PROTOCOL 
 

PURPOSE:  
 

 To evaluate for recurrent disease or regional nodal metastases after total or partial thyroidectomy for thyroid 
carcinoma. 
 

EQUIPMENT: 
 

 5-15 MHz linear probe 
 

PATIENT PREPARATION & ASSESSMENT: 
 

 Introduce yourself to the patient.  
 Verify patient identity via two patient identifiers (name and date of birth) per hospital policy. 
 Explain the exam, its purpose and how long it will take. 
 Answer any questions the patient may have regarding the exam. 
 Obtain patient history including symptoms, signs, risk factors and other relevant history. 

 

GENERAL GUIDELINES: 
 

 Send the measurements screenshot page if your machine is capable. 
 For focal lesions (masses, cysts, nodules, lymph nodes, fibroids) obtain examination-screen images of the lesion 

without calibers, with calibers and with Color Doppler.  
 Any deviations from the standard protocol and any limitations to the examination should be documented on the 

technologist worksheet for future reference and for repeatability in follow-up studies. 
 Report preliminary critical findings to the referring clinician when appropriate (i.e. immediate medical attention 

may be warranted) and according to hospital policy. 
 

DOCUMENTATION: 

 
Surgical Bed 

 Document sweeping longitudinal images lateral to medial of each surgical bed. 

 Document sweeping transverse images superior to inferior of each bed. 

 Document grayscale images without and with 3 plane size measurements and with color Doppler flow of any 
residual thyroid parenchyma, nodule/mass or lymph node in the surgical bed. 

 
Cervical Nodes 

 The technologist should document representative transverse and sagittal images of each nodal level as depicted 
in the below diagram (e.g. right I, right II, etc through level VI then continue with the left side).  

 Do NOT image and measure every normal lymph node. Measure the 1-2 largest nodes on each side of the neck, 
then focus on assessing for lymph nodes with suspicious features. 

 Features that favor a benign lymph node include: less than 10 mm in short-axis and elongated or kidney bean 
shaped (although level II nodes can measure up to 15 mm in short-axis and be more rounded) and have a thin 
homogeneous hypoechoic cortex surrounding an echogenic hilum. In small nodes the echogenic hilum can be 
difficult to visualized, however these nodes will maintain an elongated shape. Benign nodes usually 
demonstrate central/hilum vascularity if detectable. 

  



 
 

Post Thyroidectomy Protocol – Last Updated 3/31/2024 - Page 2 of 2 

 
 

 Features that favor a malignant lymph node include: larger in size, more rounded in shape, eccentric cortical 
thickening, irregular or nodular borders, loss of the echogenic hilum, increased echogenicity relative to adjacent 
muscle and peripheral blood flow. Lymph nodes containing calcifications or areas of cystic change are almost 
always malignant. 
 

 
 
 
 
 
 
 
 
 

 
 

 
 
 

 Metastatic nodal involvement in differentiated thyroid cancer (i.e. papillary and follicular subtypes) is on the 
same side of the thyroid cancer in 67% of cases and involves more than one node in 50% of cases. 

 Metastatic nodule involvement most frequently involves levels III and IV followed by levels VI and V. Level II 
nodes are less frequently involved. 
 

 
 
 
 
 
 
 
 


