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Disappearing Thyroid Nodules: A Case Report  
and Review of Evidence

Tonet Seres-Noriegaa, c, Antonio J. Amorb

Abstract

We present the case of a 24-year-old African-American woman who 
noticed an anterior cervical mass during self-examination 2 weeks 
prior. Although she experienced no compressive, local or systemic 
symptoms, she expressed aesthetic concerns. Ultrasound findings 
identified a single left thyroid nodule, cystic and with internal sep-
tations and eccentric solid areas (EU-TIRADS 2) measuring 22.9 
mm in maximum diameter, warranting fine-needle aspiration (FNA) 
due to aesthetic concerns. Initial blood tests showed no inflamma-
tory markers or thyroid axis abnormalities. Despite recommendations 
for therapeutic intervention, the patient declined the procedure after 
observing a reduction in the mass. Four months later, follow-up ultra-
sound revealed complete resorption of the nodule. This report reviews 
evidence on thyroid nodule disappearance/resorption, emphasizing 
the importance of individualized, patient-centered care.

Keywords: Thyroid nodule; Thyroid cyst; Spontaneous resolution; 
Resorption; Disappearance; Thyroid ultrasound

Introduction

This case report presents a remarkable instance of complete 
spontaneous resolution of a cystic thyroid nodule in a young 
woman, representing an uncommon phenomenon within the 
natural history of thyroid nodules. According to a recent sys-
tematic review and meta-analysis, thyroid nodules have a 
prevalence of approximately 25% in the general population, 
particularly among women [1]. While most are discovered in-
cidentally and are small in size and clinically insignificant, up 

to 10-15% may be malignant [2]. The natural history of thyroid 
nodules varies widely, with limited data available on shrinking 
or disappearing nodules.

A multicenter, prospective European study involving 992 
patients indicated that over 5 years of follow-up, benign thyroid 
nodules tend to grow in approximately 15% of cases, remain 
stable in approximately 70% of cases, and shrink in another 
15% of cases [3]. Among the factors that have been associated 
with growth are the presence of multiple nodules, larger nodule 
size, male sex, and young age [3]. However, the natural history 
of thyroid nodules rarely ends in their complete resolution [4].

This case is particularly noteworthy as it involves com-
plete resolution of a large cystic nodule that exceeded 20 mm 
in diameter, a phenomenon that challenges conventional man-
agement approaches and highlights the importance of individ-
ualized patient care.

Case Report

Investigations

A 24-year-old African-American woman presented to the en-
docrinology clinic with a left anterior cervical mass that she 
detected during self-examination 2 weeks earlier. The mass 
was painless and caused no compressive symptoms at the tra-
cheoesophageal or neurological levels, though it represented 
a significant cosmetic concern for the patient. There were no 
accompanying signs or symptoms of cervical or systemic in-
flammation.

The patient reported no known drug allergies and admit-
ted to occasional smoking and alcohol consumption. She had 
no history of thyroid disease but reported a maternal history 
of primary hypothyroidism. No family history of nodular or 
malignant thyroid pathology was noted.

The patient had a history of grade III obesity (maximum 
weight: 132 kg, height: 170 cm, body mass index (BMI): 45.7 
kg/m2). With improved lifestyle habits, including daily physi-
cal activity and nutritional counseling, she achieved a weight 
loss of 42.6 kg over 2 - 3 years (current weight: 89.4 kg, BMI: 
30.9 kg/m2).

Additionally, she had undergone tonsillectomy for recur-
rent tonsillitis. Her regular medications included combined 
oral hormonal contraception (ethinylestradiol 30 µg and lev-
onorgestrel 150 µg, Seasonique®). There was no history of ra-
diation exposure to the head and neck region.
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Clinical findings

Physical examination revealed several important findings 
that guided subsequent management decisions. The examina-
tion identified a small, mobile, non-painful, soft, compress-
ible mass located in the left anterior neck region. The mass 
demonstrated mobility with swallowing and the patient ex-
hibited no signs of compressive symptomatology. Important-
ly, there was no evidence of lateral neck lymphadenopathy, 
which would have raised suspicion for malignant disease. 
The examination also revealed no signs of thyroid ophthal-
mopathy, and the remainder of the thyroid gland appeared 
normal on palpation.

Diagnostic assessment

Initial blood tests confirmed euthyroidism (thyroid-stimulat-
ing hormone (TSH): 3.51 µU/mL (0.35 - 4.94); free T4: 0.97 
ng/dL (0.7 - 1.48)), and inflammatory markers were within 
normal ranges. Other serum biochemical parameters showed 
no significant abnormalities.

Cervical ultrasound (Fig. 1a) showed a normal-sized thy-
roid gland with homogeneous parenchyma and no increased 
Doppler signal. A solitary left lower thyroid nodule with reg-
ular shape, well-defined margins, cystic content, and internal 
septations was observed. It measured 11.2 × 13.9 × 22.9 mm 
(anteroposterior × transverse × longitudinal axes) and had a 

Figure 1. Initial and follow-up thyroid ultrasound images. (a) Initial ultrasound images (anteroposterior and longitudinal axes, re-
spectively). (b) Follow-up ultrasound image after 4 months (anteroposterior axis). *: strap muscles; ♣: left common carotid artery; 
♦: left sternocleidomastoid muscle;  ♠: left Longus colli muscle; ¶: esophagus.
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volume of 1.86 cc. Posterior peripheral areas showed mini-
mal isoechoic, homogeneous content. The absence of vascu-
larity and microcalcifications in these regions is compatible 
with intracystic debris. There was no central or lateral neck 
adenopathy suggestive of malignancy.

Therapeutic intervention

According to European Thyroid Imaging Reporting and Data 
System (EU-TIRADS) classification, the nodule was catego-
rized as EU-TIRADS 2, and fine-needle aspiration (FNA) was 
recommended for therapeutic purposes [5]. The recommended 
approach for such predominantly cystic nodules, which cause 
aesthetic concerns, involves draining the cystic content. De-
spite the high recurrence rate of thyroid cysts, simple drainage 
offers satisfactory results in up to approximately 20% of cases 
[4]. In case of symptomatic recurrence, ethanol ablation, pref-
erably, or surgery can be performed [6, 7].

The guidelines of the American Thyroid Association 
(ATA) [6] recommend performing FNA in nodules with suspi-
cious ultrasound features based on their size. In the reported 
case, it would be classified as benign and FNA is recommend-
ed only as therapeutic intervention. According to the European 
Thyroid Association (ETA) guidelines [7], the recommended 
approach is to proceed as described above: FNA for EU-TI-
RADS 2 for therapeutic purposes.

Follow-up and outcomes

Four months later, the patient reported gradual shrinkage of 
the cervical mass, which had become asymptomatic. Follow-
up ultrasound demonstrated complete resorption of the nodule. 
Anterior capsular and infrahyoid muscle retraction (notably 
the left sternothyroid muscle) was noted (Fig. 1b). Given the 
patient’s asymptomatic status, periodic ultrasound follow-up 
was agreed upon. The timeline of this case is shown in Table 1.

From a patient-assessed outcome perspective, the resolu-
tion of cosmetic concerns represented the primary treatment 
goal, which was achieved without invasive intervention. The 
patient expressed satisfaction with the conservative approach 
and relief regarding the benign course of the nodule.

The tolerability of the watchful waiting approach was 
optimal, as it involved no procedural discomfort or complica-
tions associated with invasive diagnostics. No adverse or un-
anticipated events occurred during the observation period. The 

complete resolution eliminated concerns about potential com-
plications from FNA, such as bleeding, infection, or technical 
difficulties. The outcome also avoided potential psychological 
distress associated with an inadequate or indeterminate cytol-
ogy result, which occurs in a significant percentage of thyroid 
FNA specimens.

Discussion

This case demonstrates several important clinical lessons re-
garding the natural history of thyroid nodules and the value of 
individualized patient management. The complete spontane-
ous resolution of a large, predominantly cystic thyroid nodule 
represents an uncommon phenomenon that challenges rigid 
adherence to clinical management protocols.

Initial evaluation includes clinical history and physical ex-
amination to narrow differential diagnoses. For masses of thy-
roid origin, key aspects include appearance, characteristics, as-
sociated symptoms, risk factors (e.g., prior cervical radiation), 
and family history of thyroid malignancy. Additionally, func-
tionalism, mainly hyperthyroidism or thyrotoxicosis, should be 
ruled out by anamnesis of suggestive symptoms, determination 
of serum TSH and, if below normal, an assessment of the use of 
radionuclide thyroid scan (preferably I123).

The imaging test of choice to assess thyroid tissue is cer-
vical ultrasound using a high-frequency linear probe (e.g., up 
to 14 MHz). No single feature assessed by ultrasound offers 
sufficient diagnostic yield to dictate, by itself, the likelihood of 
malignancy of a thyroid nodule. For this reason, multiple clas-
sification systems guide the indication for FNA based on a set 
of specific features, including the EU-TIRADS [5], the Ameri-
can College of Radiology TIRADS (ACR-TIRADS) [8], Ko-
rean TIRADS (K-TIRADS) [9], and ATA 2015 guidelines [6]. 
Although efforts are being made to develop an International 
TIRADS (I-TIRADS) [10], European guidelines recommend 
the use of the EU-TIRADS classification [5, 7]. In the case 
reported, the nodule was classified as EU-TIRADS 2 and FNA 
was recommended due to aesthetic concerns.

Thyroid nodules’ natural history varies widely, with lim-
ited data on shrinking or disappearing nodules. The frequency 
of thyroid nodule reduction, using different definition crite-
ria, has been estimated at 13.1-33.1% (Table 2) [3, 4, 11-19]. 
Spontaneous resolution ranges from 2.5% to 34% (Table 2). It 
is noteworthy that in many of the studies, prior FNA had been 
performed, which may alter the natural course of the nodule 
by draining or obliterating it [20]. A Korean study, particularly 

Table 1.  Chronology of Events and Clinical Evolution

Time point Clinical event Findings
Week 0 Initial presentation Patient detected left anterior cervical mass 2 weeks prior
Week 2 First consultation Physical examination, laboratory tests, cervical ultrasound
Month 0-4 Observation period FNA recommended but patient opted for observation
Month 4 Follow-up visit Patient reported gradual shrinkage, mass became asymptomatic
Month 4+ Ongoing follow-up Periodic ultrasound surveillance agreed upon

FNA: fine-needle aspiration.
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relevant to the reported case because of its similarity, followed 
59 subjects with predominantly cystic nodules > 20 mm in 
maximum diameter for one and a half years without perform-
ing FNA [4]. The study observed partial collapse in 22% of 
cases, with no instances of total collapse, emphasizing the unu-
sual nature of the current case [4].

Additionally, a population-based study in Denmark in-
volving 2,465 adults showed approximately 24% disappear-
ance of nodules after an iodization program and 11 years of 
follow-up [11]. Living in the most iodine-deficient region 
prior to the program was the sole parameter associated with 
nodule disappearance in multivariate models [11]. Other po-
tential predictors of nodular disappearance include cystic and 
small-size content [12] or nodules/pseudo-nodules in the con-
text of thyroiditis [21]. The main studies that have reported 
frequencies of thyroid nodule shrinkage and/or disappearance 
are summarized in Table 2.

Current clinical practice guidelines do not specifically ad-
dress the management of patients who decline recommended 
FNA, creating uncertainty about optimal surveillance strate-
gies. Once benignity has been confirmed, various therapeutic 
options can be considered for large, compressive nodules or 
those causing aesthetic concerns. The ATA recommends surgi-
cal excision or ethanol ablation for recurrent cystic nodules [6]. 
The ETA designates ethanol ablation as the preferred method 
for such nodules, with thermal ablation as a secondary option 
in cases where ethanol ablation fails [7].

From a broader clinical perspective, this case highlights 
the importance of patient-centered care and individualized 
treatment decisions. While guidelines provide important 
frameworks for clinical decision-making, they cannot account 
for all clinical scenarios or patient preferences. The success-
ful outcome in this case demonstrates that careful observation 
with appropriate surveillance can be a viable management 
strategy in selected patients with cystic thyroid nodules.

The primary take-away lessons from this case report en-
compass several important clinical principles. Spontaneous 
resolution of thyroid nodules, while uncommon, represents an 
important aspect of their natural history that clinicians should 
discuss with patients during counseling about management 
options. The phenomenon of complete nodule resolution, par-
ticularly in large cystic lesions, suggests that the natural histo-
ry of thyroid nodules is more variable than previously under-
stood, and that adherence to size-based FNA criteria may not 
always be necessary. Individualized management approaches 
that incorporate patient preferences alongside clinical guide-
lines can lead to favorable outcomes when combined with ap-
propriate surveillance and patient education. The case demon-
strates that shared decision-making should be respected when 
clinical circumstances allow, while maintaining appropriate 
safety measures through regular monitoring. Patients should 
be informed about the potential for natural resolution, espe-
cially in cases involving cystic nodules, while maintaining 
appropriate surveillance to ensure patient safety. Finally, this 
case contributes to the growing body of literature suggesting 
that watchful waiting may be appropriate for selected thyroid 
nodules, particularly those with benign imaging characteris-
tics in compliant patients who understand the importance of 
regular follow-up.
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