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Calcifications
In the presence of microcalcifications, the ATA recom
mends FNA of all nodules >1.0 cm and the SRU strongly 
considers FNA at the same size.
The SRU also strongly considers FNA for solid nodules 
with coarse calcifications >1.5 cm.
Solid Nodules
The ATA recommends FNA of nodules >1 cm if hypoe-
 
choic, and >1-1.5 cm if solid 
AND
 iso-or hyperechoic.
The SRU strongly considers FNA for solid nodules 
>1.5 cm, but does not distinguish between hypo-, iso-, 
or hyperechogenicity.
Mixed Cystic and Solid Nodules
The ATA recommends FNA >1.5-2 cm for a mixed cystic 
and solid nodule if any suspicious features are present 
and >2.0 cm if no suspicious features are present.
The SRU strongly considers FNA for a mixed cystic and 
solid nodule >2.0 cm, or nodules that are mostly cystic 
with a mural nodule, or nodules that have shown sub
stantial growth.
Spongiform Nodules
The ATA recommends FNA at >2 cm for a spongiform 
nodule.
The SRU does not consider a spongiform nodule as a 
separate category, and these nodules are treated as mixed 
cystic and solid nodules as described above.
Purely Cystic Nodules
The ATA and the SRU agree that FNA is not indicated in 
the purely cystic nodule.
Abnormal Cervical Nodes
If abnormal nodes are present, the ATA and the SRU 
both strongly recommend FNA of ipsilateral nodules of 
any size.
Both groups agree that in patients with multiple nodules 
of similar sonographic characteristics, if no nodule has suspi
cious characteristics, observation alone is reasonable and
) (
The American Thyroid Association (ATA) recently released 
a revised version of its publication “Management Guidelines 
for Patients with Thyroid Nodules and Differentiated Thyroid 
Cancer”
1
. This commentary will compare the new ATA guide
lines to the SRU Consensus Conference Statement for Management of Thyroid Nodules Detected at Ultrasound, 
published in 2005
2
.
Both the ATA guidelines and the statement were com
posed by teams of physicians including endocrinologists and 
endocrine surgeons. However, unlike the SRU, the ATA 
group did not include radiologists. The ATA guidelines are 
an exhaustive compilation of recommendations for the opti
mal care of patients with thyroid nodules and differentiated thyroid cancer, with two specific recommendations related to 
the role of fine needle aspiration (FNA) in the evaluation of 
thyroid nodules. The majority of the 47 recommendations in 
the document deal with management of thyroid cancer 
patients. When evaluating the ATA guidelines, please note 
that Table 3, Sonographic and Clinical Features of Thyroid 
Nodules and Recommendations for FNA, is incorrectly for
matted as it appears in the November issue of 
Thyroid
(S. Mandel, personal communication). When looking at 
Table 3 in the online version of the article, be sure that you are looking at the corrected version.
Both the ATA and the SRU panels attempted to use evi
dence-based medicine whenever possible for decision 
making. The ATA strongly recommends thyroid sonography 
for all patients with known or suspected thyroid nodules, 
and the SRU statement is directed to nodules detected at 
ultrasound. Both groups agree that certain characteristics 
place patients into the category of high risk of malignancy, 
including family history, history of head/neck irradiation, and 
prior history of thyroid cancer. In this high-risk group, the ATA strongly recommends biopsy of all nodules >5 mm in 
size with suspicious sonographic characteristics (hypoechoic, 
internal vascularity, irregular margins, microcalcifications, 
absent halo, or taller-than-wide shape). The ATA believes 
that there is insufficient evidence to recommend FNA of nodules without suspicious features between 5 and 10 mm, even in patients with a high risk history. The SRU recom
mendations are general, and specifically exclude those 
patients with historical, physical or other features that suggest 
that they are at increased risk for cancer.
The following criteria apply to those patients without a 
high risk history.
) (
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FNA can be deferred. Both groups recommend repeat FNA if 
nodule growth occurs, defined by the ATA as >50% change 
in volume, or 20% increase in at least two dimensions; how
ever, the amount of time allowed for growth is unclear. Both groups agree that a repeat FNA under ultrasound guidance is 
indicated for any nodule with initial non-diagnostic results.
All in all, the two sets of guidelines are very similar. For both groups, more worrisome sonographic (and clinical) 
characteristics prompt FNA at smaller nodule sizes. Both sets 
of guidelines have some flexibility built in, to allow decision-
making to be based on individual patient circumstances. 
Whichever guideline is chosen, following these recommen
dations should allow diagnosis of the majority of clinically 
significant thyroid cancers while avoiding FNA in nodules that are highly likely to be benign.
) (
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FNA largest nodules only
FNA likely unnecessary
) (
Multiple nodules, with no suspicious 
characteristics and multiple sonographic 
similar coalescent nodules
) (
Nondiagnostic sample
Repeat
Repeat
) (
Substantial Growth Since Prior
If >50% change in volume or 20% increase Substantial growth of nodule requires
in at least 2 dimensions at 6-18 month:
repeat FNA
Repeat FNA
) (
Purely Cystic Nodule
Not indicated
Probably unnecessary
) (
Spongiform Nodule
>2.0 cm
>2.0 cm
Or sonographic monitoring without FNA
) (
Mixed Cystic and Solid
With suspicious sonographic
>2.0 cm
characteristics:
>1.5-2.0 cm
Without suspicious sonographic 
characteristics:
>2.0 cm
) (
Solid Nodule
AND
 hypoechoic
>1 cm
1>.5 cm
AND
 iso- or hyperechoic
>1-1.5 cm
>1.5 cm
) (
Microcalcifications
>1 cm
>1 cm
) (
Abnormal Cervical Nodes
All
All
) (
High Risk History Including: 
Hx head/neck irradiation 
Prior history thyroid cancer 
Positive family history
18FDG avid on PET scanning 
Multiple Endocrine Neoplasia 
Rapid growth and hoarseness
With suspicious sonographic 
characteristics:
>5 mm
Without suspicious sonographic 
characteristics:
>5 mm
Insufficient evidence to address
Not addressed
) (
ATA
SRU
) (
Recommendations for Fine Needle Aspiration of Thyroid Nodules
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The $6.48 Coke: What It Costs to Put on a Meeting
Susan Roberts, SRU Staff
) (
time an attendee decides to take a couple of bottles of water 
served at a break to their room, thinking that they are free, 
they have in fact cost the society about $13.00. Items such
as coffee and tea are charged by the container, regardless 
of how much is actually consumed. Individual meals are 
charged based on how many are ordered, regardless of 
whether they are all consumed.
Following is a list of common items that might be served at an SRU event, with prices based on catering menus pro
vided by the hotel in 
Las Vegas
, and priced before the service charge and tax are added. Tax on food items in 
Nevada
 is currently 8.1%. In other locations, such as 
Chicago
, 
both the base cost of food and beverage and the tax are considerably higher.
Coffee
$84.00 per gallon
(approximately 16 indi
vidual servings)
Orange
 or other breakfast juice $36.00 per pitcher
(approximately 8 indi
vidual servings)
Yogurt
$6.00 per individual
container
Bottled water
$4.75 per bottle
Canned soda
$5.00 per can
Cold buffet lunch
$45.00 per person
Hot, three-course dinner
$89.00 per person (without
beverage)
Audiovisual services are another large meeting expense, particularly for an organization such as the SRU where presentations are very image-intensive and must utilize state-
of-the-art equipment. In addition to labor fees for the people 
who set up and operate the audiovisual equipment, there are 
also equipment rental fees. Some sample costs from the 2009 
meeting follow:
Projectionist
$135.00 per hour, $202.50
overtime, $270.00 
weekends
Audio engineer
$145.00 per hour, $217.50
overtime, $290.00 
weekends
continued on next page
) (
Registration fees for an educational conference are estab
lished to help cover the costs to the organization to run the 
meeting. The largest expense to the SRU, and to most organi
zations, is generally the obligation to the venue where the 
meeting is held.
When the SRU contracts with a hotel for space to hold its 
annual meeting and postgraduate course, there are a number 
of variables that factor into the terms of the contract. Because 
of the number of sleeping rooms that are used during the 
meeting, the SRU meeting management staff is able to nego
tiate a waiver of meeting room rental fees. If the number of 
sleeping rooms that was negotiated when the contract was signed are not used, the society would be obligated to pay 
attrition fees to the hotel, which can be significant. The SRU 
has been very fortunate over the past several years to meet 
or exceed its sleeping room obligation and therefore has not 
been faced with paying attrition fees.
The highest cost to the society in conducting a conference 
at a hotel is food and beverage. In addition to utilizing a certain number of sleeping rooms, a hotel contract also 
includes an obligation to spend a certain amount of money on food and beverage during the course of the meeting. At 
the SRU meeting, food and beverage events include the 
opening reception on Friday evening, breakfasts, and breaks, 
as well as any lunch or committee meetings at which food is 
served. If you have ever ordered anything from room service 
in a hotel you have probably noticed that the total amount of the meal exceeds the price of the actual food item by a fairly 
large amount. This is because food and beverage items are 
priced by what is termed “plus plus”, which means the cost 
of the actual item plus a taxable service charge and state tax. 
Service charges can be quite high, often 20% or more of the 
actual cost of the food item. The “plus plus” method of 
pricing applies to catered events as well. Food and beverage 
charges vary by hotel, but as an example, the base price of
a can of soda served during a break is usually about $5.00. 
When a service charge of 20% and tax of 8% are added, the 
total cost of the can of soda is $6.48. If you compare this with what you might spend to purchase the same item in
a supermarket, it will help you to understand why food 
and beverage expenses for a meeting are so high.
Individually packaged items are charged “on consump
tion”, meaning that costs are calculated by the hotel based 
on the number of individual units that are consumed. Every 
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SRU Members in 
Haiti
 during the January Earthquake
Robert D. Harris, MD and Douglas L. (Rusty) Brown, MD
) (
Two SRU members were on separate medical mission 
trips in 
Haiti
 at the time of the 
January 12, 2010
 earthquake. 
Although the earthquake devastated the capital city of 
Port-
au-Prince
 and the immediate area, both members were in 
the northern part of the country, where the earthquake
was felt but there was little damage. They provided the 
following reports.
Robert D. Harris, MD
Tuesday, January 12, 2010
, 
4:53 pm EST.
 Do you remem
ber where you were then? This was the official occurrence of 
the devastating earthquake in southern 
Haiti
, and I found 
myself waiting at a small northern Haitian hospital in Limpe, 10 miles west of Cap Hatien, as our hosts tried to wrangle
a rental car for the drive to 
Port-au-Prince
. My 20-year-old 
daughter Chelsea and I were just starting our trip home after 
spending a week performing sonographic exams on a donat
ed Sonosite 180 machine in a small regional hospital in Le 
Borgne, about 30 miles west of Cap Hatien. The weather had 
been foggy and rainy most of the previous week and our 
flight to 
Port-au-Prince
, scheduled to depart at 
2:30
 that day, had been cancelled due to poor visibility. Had the flight not 
been cancelled, we would have landed in 
Port-au-Prince
 about an hour before the quake. We count ourselves
 
as 
having used one of our nine lives - we felt the tremors
 
but experienced no damage to structures or humans.
) (
Upon our arrival in Port-au Prince on January 5, our 
group went to the Hotel Montana for a brief respite from 
travel, and we shared the magnificent views from this expen
sive hotel. Now, of course, the hotel lies in ruins, the site of much loss of life and property.
Our introduction to life in rural 
Haiti
 began on the first morning after arrival, when some natives brought in a post
partum patient in distress lying on a door, having no money 
for stretcher, after carrying her for several hours over muddy 
trails. She was hemorrhaging heavily, and we took her into
 
the labor and delivery ward where I got out my compact 
ultrasound machine to see if I could see anything in her 
pelvis. Color Doppler, such as it is on the old Sonosite 180, 
showed a boggy post-partum uterus and some increased 
vascularity. Meanwhile, the general practitioner examined the
 patient and found the umbilical cord sticking out from her 
vagina. Three physicians, including me, manually extracted 
her placenta over the next half hour, performing uterine 
massage and heavy manual traction.
 
In general, the week went well, I scanned patients with 
the providers from about 
9:00 am
 to 
4:00 pm
 on work days. 
As those of you who have worked in undeveloped countries 
know so well, the work ethic is quite different from that of 
the Western world. If something doesn't get accomplished 
today, there is always tomorrow and the next day...and the 
next day. If something is unavailable, you make do, or wait a
   
                                                        
continued on next page
) (
effective, efficient and enjoyable meeting.
) (
Justine Wood, Senior Meeting Manager at the 
ACR
 and the 
manager of the SRU annual meeting, is very proactive in negotiating the best rates and fees that can be obtained. 
However, in cities with very strong unions, it is difficult to 
negotiate reductions in standard rates.
When you attend the 2010 meeting in 
Las Vegas
, the 
information provided in this article may help you to have a 
better understanding of the challenges of putting on a cost-
) (
Projector, screen, VGA cable,
LCD data monitor
$1245.00 per meeting
room per day
Microphones (wired and
hand-held)
$325.00 per room per day
Speaker timer
$325.00 per room per day
Laser pointer
$35.00 per room per day
Power supply
$125.00 per location
) (
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performed general surgical procedures in the one operating
room at the clinic. A refurbished compact ultrasound ma
chine
 
had been donated to the clinic and my role was to 
teach the two local physicians to do some basic ultrasound 
exams. One of the physicians spoke some English, but we
had interpreters to help translate between English and 
Creole. We concentrated on basic exams like the gallbladder, 
kidneys, pelvis, and basic obstetrics. While we felt the earth
quake,
 
there was little damage in Ouanaminthe. The saddest 
part was that most of the local people we came to know had 
families in 
Port-au-Prince
 and were unable to contact them. Unfortunately, before we left many of them found out that 
their family members and friends had been killed. There has 
now been an influx of people into the town, straining the already limited capacity of the school and medical clinic.
Haiti
 is a country of extreme poverty, unlike anything I 
have ever seen. The country has a long and complicated 
history that contributes to this. We were fortunate to meet 
many caring and appreciative people during our trip. Despite 
the healthcare problems in this country, we are very fortu
nate compared to those in 
Haiti
. The healthcare providers 
there learn to get by on limited resources, though it is far 
from ideal. I learned that if you don't have a linear transduc
er, a transvaginal transducer isn't too bad for an ultrasound of 
the thyroid or a superficial mass. I also learned that goat tastes pretty good, but that’s another story.
. 
) (
couple of weeks for it to be obtained or resolved. The whole
pace is considerably more sluggish, and the resources very 
constrained. Doctors would inexplicably disappear at odd
 
times, with patients waiting in the exam room for them to return. I found myself wanting to interact more, to provide 
more hands-on teaching, but none of the three physicians
 
had included time for learning ultrasound in their daily
 
schedule. So, I saw patients with them, scanned where indi
cated, and delivered a couple of lectures on the basics of the
ultrasound machine knobology and basic physics, and a 
primer on 
OB
 ultrasound. These were well received, and I 
jumped at every chance to show them how to use the ma
chine. All in all, it was a very worthwhile trip, we received a 
lucky break, and my heart aches at the death and destruction we just missed but goes on seemingly uninterrupted.
Douglas L. (Rusty) Brown, MD
     I travelled to 
Haiti
 with a team of 15 people on a one-
week medical mission to the 
Univers
 
Medical
 
Center
 in 
Ouanaminthe
, 
Haiti
, arriving the Saturday before the earth
quake. We flew into the 
Dominican Republic
, driving across the border at Dajabon. The small medical clinic and a school 
are sponsored by the Coalition of Children in Need 
Association (COCINA). The team I traveled with included two general surgeons, anesthesiologists, and nurses who 
) (
SRU Members in 
Haiti
 during the January Earthquake (continued)
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