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Abstract. – OBJECTIVE: Malignancies and
autoimmune thyroid disease are still controver-
sial, but recent studies prove that a long lasting
thyroid disease may be linked with malignancy,
e.g. papillary thyroid carcinoma in patients with
Hashimoto thyroiditis. Having in mind that thy-
rotropin is a thyroid growth factor, the relation-
ship between its serum values, as well as the
levels of anti-peroxidase and anti-thyroglobulin
antibodies and thyroid malignancy in patients
with nodular thyroid goiter was examined.

PATIENTS AND METHODS: Six-hundred-
thirty-seven medical records, which included the
thyroid fine-needle aspiration cytology were ret-
rospectively evaluated. Patients were grouped
regarding the levels of thyrotropin, anti-peroxi-
dase and anti-thyroglobulin antibodies (in or out
of the reference ranges) and compared with cy-
tology findings for establishing their prognostic
potential for malignancy.

RESULTS: Elevated serum thyrotropin (≥≥ 4.5
mIU/L) was found in 27.3% of patients with thy-
roid malignancy compared with 10.8% with be-
nign and 16.1% with unspecified cytology find-
ing (p < 0.01). In the group of patients with malig-
nant cytology findings 7.0% of them had elevat-
ed anti-peroxidase antibodies level, and 1.4%
had anti-peroxidase antibodies level in reference
range. In the group of patients with malignant
cytology findings 4.2% of them had elevated an-
ti-thyroglobulin antibodies level, and 1.4% had
anti-thyroglobulin antibodies level in reference
range.

CONCLUSIONS: In patients with elevated
serum thyrotropin concentration and/or chronic
thyroiditis the occurrence of thyroid malignancy
is increased.
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Introduction

Nodular goiters (NGs) are clinically recogniz-
able enlargements of the thyroid gland1. Numer-
ous studies suggest a prevalence of 2-6% with
palpation, 19-35% with ultrasound, and 8-65% in
autopsy data2,3. A solitary thyroid nodule exists
within a thyroid gland of normal dimensions and
morphology, whereas a dominant thyroid nodule
exists within a diffuse or multinodular goiter4,5.
Most of the lesions are benign, but the principal
problem facing the clinician is that of identifying
the malignant nodule requiring surgery6. 
There are a number of well-established predic-

tors of malignancy in thyroid nodules, including
the finding of hard and fixed lesions on clinical
examination, rapid growth of nodules, associated
hoarseness, dysphagia or lymphadenopathy, al-
though all of these symptoms and signs are rela-
tively uncommon at diagnosis7. Since clinical
findings cannot distinguish benign from malig-
nant process, a fine-needle aspiration (FNA) is
considered to be an essential tool in providing a
rational approach to the clinical management of
these nodules8. Diagnostic categories of thyroid
FNA can be qualified as “malignant”, “benign”,
“unspecified”, and “unsuccessful”. 
Thyrotropin (TSH) is known as thyroid growth

factor, as well as for thyroid nodules, but the
pathogenic role of TSH in thyroid oncogenesis is
unclear9. Suppression of serum TSH concentra-
tions by administering exogenous thyroid hor-
mone may inhibit the growth of established nod-
ules as well as the development of new thyroid
nodules10,11. There is mounting evidence that the
serum concentration of TSH is an independent
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predictor for the diagnosis of thyroid malignancy
in patients with nodular thyroid disease10. It is
believed that this hormone plays a role in onco-
genesis and the progression of malignancy since
the TSH concentration increased in patients with
more aggressive tumors, that is why patients with
high serum TSH concentration and borderline cy-
tology results require more detailed tests and
more aggressive treatment.
On the other side, important clinical markers

for autoimmune thyroid disease are antibodies to
thyroid peroxidase (anti TPO-Ab) and thyroglobu-
lin (anti Tg-Ab). Link between malignancy and
autoimmune thyroid disease (AITD) is less con-
troversial then in the past, since many recent stud-
ies dealt with it. Kim et al12 showed an increased
risk for papillary thyroid carcinoma (PTC) in pa-
tients with Hashimoto thyroiditis (HT), indicating
that a long lasting thyroid disease may be a basis
for developing malignancy. A meta-analysis of ten
studies13 showed a 2.77-fold increased incidence
of thyroid cancer in patients with HT, compared
with control populations, confirmed in recent stud-
ies14,15 and also the association between Graves’
disease and thyroid cancer was found16. Haymart
et al9 found a significant association between
pathological HT and higher TSH levels. Fiore et
al17 shown that the frequency of thyroid cancer
was not significantly different between antibody-
positive and antibody-negative patients, and higher
serum TSH concentration was found in those with
PTC when compared with subjects with benign
disease. The coexistence of PTC with HT is asso-
ciated with good prognostic factors, and P2X7R
expression in PTC was correlated with poor prog-
nostic factors and the absence of HT18.
The aim of the study is to analyze the relation-

ship of serum TSH concentration with thyroid
malignancies in patients with nodular thyroid
goiter, as well as correlation between levels of
anti TPO-Ab and anti Tg-Ab as markers of AITD
and thyroid malignancies.

Patients and Methods

Six-hundred-thirty-seven medical records
which included a thyroid FNA cytology obtained
by the patients with the nodular thyroid goiter
were retrospectively reviewed. FNA was fol-
lowed by physical examination, medical history
review, laboratory tests and thyroid ultrasound in
all patients. FNA samples were divided in four
diagnostic categories: “benign”, “malignant”,

“unspecified”, and “unsuccessful”. The category
“unspecified” refers to indefinite lesions which,
based on cytological appearance, could not be
classified with certainty into one of the “benign”
or “malignant” group; these include follicular,
Hurthle cell and suspicious findings. The catego-
ry “unsuccessful” was related to those samples,
which did not have enough material or the same
material was not adequate for diagnosis. 
Serum TSH was measured by an immunolumi-

nometric assay on a random-access analyzer (Ar-
chitect; Abbott Diagnostics Division, North, Chica-
go, IL, USA). All patients were classified on the
basis of the serum TSH concentration into three
categories: TSH   less than normal (< 0.5 mU /l),
TSH in reference range   (0.51-4.5 mU / l), and TSH
above normal (> 4.51 mU/l).
Anti TPO-Ab and anti Tg-Ab were measured

with a fluorescence immunoenzymometric assay
for the quantitative measurement of the IgG class
of these antibodies (AxSYM; Abbott Diagnostics
Division). The reference value for both is < 30
IU/ml (data provided by manufacturer), so the
patients were grouped by those criteria: first
group – in reference range, and the second one –
above reference range.
Blood for TSH and antibodies testing were

sampled in a range from one to fifteen days be-
fore FNA.

Statistical Analysis
Accompanying descriptive statistics, the ana-

lytical statistics (ANOVA and Kruskal-Wallis
test) and correlation analysis (Spearman correla-
tion) were used to evaluate data. p < 0,05 was
considered statistically significant. 

Results

Out of 637 patients, 581 were females and 56
males (mean age 52.5 ± 13.9). FNA cytology re-
vealed 583 benign lesions, 22 malignant lesions,
while 30 were unclassified, and in one case the
FNA was unsuccessful. In the benign group the
average value of TSH was 3.12 ± 12.70 mU/l
with median 1.15 mU/l, the average value of
TSH in the malignant diagnostic category group
of patients was 9.83 ± 17.48 mU/l with a median
of 3.31 mU/l, while the average value of TSH in
those patients with indeterminate diagnosis was
3.16 ± 3.80 mU/l with a median of 2 mU/l. A sig-
nificant difference between the four diagnostic
categories by TSH level groups was found (χ² =
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8.136, p = 0.017) by Kruskal-Wallis tests, but
very high standard deviation in malignant group
indicates nonhomogeneity of that group.
Considering the serum TSH levels, 134 were

below the reference range, 429 were in reference
range, and 74 were above it. A distribution of
FNA diagnostic categories depending on the
serum TSH levels are given in Table I. 
The level of anti TPO-Ab was in reference

range in 380 (59.7%) of patients and for the other
40.3% it was elevated. Very similar results were
obtained for anti Tg-Abs: elevated in 41%, and
59% in reference range. The level of antibodies
was examined depending on FNA diagnostic cat-
egories, and the data were presented in Table II.
The key fact is that 7% of patients with malig-
nant cytological findings had increased level of
anti TPO-Ab, while only 1.4% had its value in
reference range. Regarding anti Tg-At, 4.2% of
patients with malignancies had elevated levels,
since in only 1.4% of them the levels were in ref-
erence range.

Discussion 

Among the patients with elevated serum TSH
concentration was a relatively large proportion
[27.3% (6/22)] of those with malignant cy-
topathological findings. It can be assumed that
the risk for developing thyroid malignancy in-

creases in patients with elevated or in the upper
third of referent range of serum TSH concentra-
tions. Another explanation would be that patients
with low concentrations of TSH develop an au-
tonomous function, which is associated with a
low risk of thyroid malignancy. 
Fiore et al17 found a significant age-dependent

development of thyroid autonomy (TSH < 0.4
mU/ml) in patients with benign thyroid disease,
but this reduction of TSH with age was less evi-
dent in those with papillary thyroid carcinoma
(PTC). There is a possibility that even after PTC
required total thyroidectomy, 131I-whole-body-
scan remains negative followed by detectible Tg
indicating micrometastasis19. Furthermore, in
patients with multinodular goiter, the frequency
of thyroid autonomy was higher and the risk of
PTC was lower than in those with solitary nod-
ules17. Ichikawa et al20 pointed the expression of
TSH receptor on the cell membrane of the thy-
rocyte in benign and malignant tumors, and
Carayon et al21 shown that TSH increases the
production of adenylate cyclase leading to
cyclic adenosine monophosphate (cAMP) pro-
duction and cell growth through the stimulation
of these receptors. Independent of age, thyroid
cancer incidence correlates with higher TSH.
Higher TSH is associated with extrathyroidal
extension of disease22.
In a study on 1,500 patients, Boelaert et al23

showed that more of those with serum concentra-

TSH (mU/l)

Fine-needle aspiration cytology result ≤ 0.5 0.51-4.5 ≥ 4.51

Benign 22% 67.2% 10.8%
Malignant 9.1% 63.6% 27.3%
Unspecified 9.7% 74.2% 16.1%
Unsuccessful 100.0% 0 % 0%

Table I. Diagnostic categories depending on the serum thyrotropin (TSH) concentration.

Fine-needle aspiration cytology result

Benign Malignant Unspecified Unsuccessful

Anti TPO-Ab (IU/ml) ≤ 30 94.6% 1.4% 4.0% 0%
> 30.1 83.0% 7.0% 9.0% 1.0%

Anti Tg-Ab (IU/ml) ≤ 30 91.3% 1.4% 7.2% 0.1%
> 30.1 87.5% 4.2% 8.3% 0%

Table II. Diagnostic fine-needle aspiration categories depending on the levels of anti-peroxidase antibodies (anti TPO-Ab),
anti-thyroglobulin antibodies (anti Tg-Ab).



2827

Autoimmunity and thyrotropin level in developing thyroid malignancy

tion of TSH over 0.9 mIU/l are associated with a
risk of thyroid malignancy diagnosis. Patients
with subclinical hyperthyroidism (TSH < 0.4
mIU/l) had the lowest risk of malignancy, and
patients with subclinical hypothyroidism (TSH >
5.5 mIU / l) had the highest risk. 
Haymart et al9 examined 843 patients who re-

quired surgical treatment and their preoperative
serum concentration of TSH. The likelihood of
malignancy was 16% when TSH was < 0.06
mIU/l, 25% for TSH between 0.40 and 1.39
mIU/l, 35% for TSH between 1.40 and 4.99
mIU/l and 52% in those with TSH of 5.0 mIU/l
or greater. The risk of malignancy in thyroid nod-
ules increases in parallel with TSH concentra-
tions within the normal range.
There are plenty of arguments claiming oth-

erwise. The development and progression of
thyroid tumors are associated with phenotype-
specific mutations of genes involved in growth
control25. Derwahl et al26 have shown in their in
vitro studies that other factors such as insulin-
like growth factor IGF-1 are important in stim-
ulating a growth of thyroid cancer, while Kimu-
ra et al27 hypothesized that collaboration of
TSH with insulin and IGF-1 exerted its prolif-
erative effect. TSH via cAMP, and various
growth factors, in cooperation with insulin or
insulin growth factor 1 (IGF-I) stimulate cell
cycle progression and proliferation in various
thyrocyte culture systems, including rat thyroid
cell lines (FRTL-5, WRT, PC Cl3) and primary
cultures of rat, dog, sheep and human thyroid.
Shi et al28 found that there is an inverse rela-
tionship between TSH receptor mRNA levels
and cancer aggressiveness. These results indi-
cate that decreased TSH receptor and increased
c-myc gene expression levels are associated
with thyroid cell de-differentiation. It is be-
lieved that thyroid cancer often occurs in the
contralateral lobe compared to hyperfunctional
nodule where TSH is suppressed. Studies deal-
ing exploration of the genome have shown that
serum TSH concentrations were lower in pa-
tients who are carriers of one of the two alleles
that are associated with an increased risk of
papillary and follicular carcinoma.
Autoimmune thyroid diseases (AITD) com-

prise Graves disease and Hashimoto thyroiditis29,
characterized by lymphocytic infiltration and au-
to-reactivity against thyroid autoantigenes, pro-
ducing anti TPO Ab and anti Tg Ab. 
Hashimoto’s thyroiditis leads to hypothy-

roidism and increase of serum TSH concentration,

while Graves’ disease increases serum TSH con-
centration through TSH receptors stimulation. It
could be assumed from the above that a connec-
tion between humoral thyroid autoimmunity and
thyroid malignity is made through TSH receptors,
or a structure of the thyroid gland is changed lead-
ing to development of thyroid malignancy.
Our findings have shown a significantly higher

proportion of patients with malignant cytological
findings and increased level of anti TPO Ab and
anti Tg Ab, but also like it was expected, in-
creased levels of these antibodies were noticed in
patients with higher serum TSH concentration. 
A meta analysis of 10 studies by Singh et al13

has shown that patients with Hashimoto’s thy-
roiditis have even a 2.77 times higher risk for
thyroid malignancy compared with the control
group. Boelaert et al23 have shown in a 2006
study a significantly higher frequency of cancer
in patients with present anti TPO Ab in compari-
son with patients where antibodies were not pre-
sent. The results in this series of patients do not
support the claim that thyroid cancer is more ag-
gressive in Graves’ disease patients than in eu-
thyroid patients16.
Contrary to already specified, Rebuffat et al31

study has shown that anti TPO antibodies achieve
cell-mediated cytotoxicity and antiproliferative
activity in papillary thyroid carcinoma cell and
not found higher risk for thyroid malignancy in
patients with Hashimoto thyroiditis.
Kim et al31 suggested that a positive serum

TgAb test was an independent predictor for thy-
roid malignancy in thyroid nodules along with
serum TSH levels regardless of the presence of
AIT. Of the 1638 patients, malignant nodules
had a higher rate of positive TgAb (30.8% vs.
19.6%; p < 0.001) and elevated TSH levels (2.5
± 2.8 mIU/L vs. 2.1 ± 2.0 mIU/L; p = 0.021)
than benign nodules31. Co-occurrences of chron-
ic lymphocytic thyroiditis (CLT) and thyroid
cancer (DTC) have been repeatedly reported32. 

Conclusions

In patients with elevated serum TSH concen-
tration the risk of developing thyroid malignancy
is increased. This hormone should be used as an
additional diagnostic tool in identifying patients
who require further investigation and/or surgical
treatment. The role of thyrotropin in a develop-
ment of thyroid malignancy is not confirmed yet,
further studies are needed for enlightening the
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molecular mechanisms link of thyroid autoimmu-
nity and thyroid cancer.
According to level of anti-thyroid antibodies

and malignant cytopathological findings it can be
assumed that the patients with chronic thyroiditis
more often develop thyroid cancer. Understand-
ing the relationship between thyroid autoimmuni-
ty and differentiated thyroid cancer provides im-
plication of immunotherapy in treatment of thy-
roid carcinoma. 

––––––––––––––––––––
Acknowledgements
The study was presented as a poster presentation at the 15th
International Congress of Endocrinology and 14th European
Congress of Endocrinology. It was held on May 5th-9th,
2012 in Florence, Italy.

–––––––––––––––––-––––
Conflict of Interest
Authors did not have any support funding of the paper. The
authors hereby declare that have not received nor shall re-
ceive any financial benefits from publishing the paper, nei-
ther they have received any financial incentive from a third
party. We, the author and co-authors, hereby solemnly de-
clare that we are not in any situation which could give rise
to a conflict of interest.

References

1) TONACCHERA M, PINCHERA A, VITTI P. Assessment of
nodular goiter. Best Pract Res Clin Endocrinol
Metab 2010; 24: 51-61.

2) DEAN DS, GHARIB H. Epidemiology of thyroid nod-
ules. Best Pract Res Clin Endocrinol Metab 2008;
22: 901-911.

3) LANDIS SH, MURRAY T, BOLDEN S, WINGO PA. Cancer
statistics. CA Cancer J Clin 1998; 48: 6-29.

4) COOPER DS, DOHERTY GM, HAUGEN BR, KLOOS RT,
LEE SL, MANDEL SJ, MAZZAFERRI EL, MCIVER B, SHER-
MAN SI, TUTTLE RM; AMERICAN THYROID ASSOCIATION
GUIDELINES TASKFORCE. Management guidelines for
patients with thyroid nodules and differentiated
thyroid cancer. Thyroid 2006; 16: 109-142.

5) POLYZOS SA, KITA M, AVRAMIDIS A. Thyroid nodules--
Stepwise diagnosis and management. Hormones
2007; 6: 101-119

6) WONG CK, WHEELER MH. Thyroid nodules: rational
management. World J Surg 2000; 24: 934-941.

7) HEGEDÜS L. Clinical practice. The thyroid nodule. N
Engl J Med 2004; 351: 1764-1771.

8) BALOCH ZW, LIVOLSI VA. Fine-needle aspiration of
the thyroid: today and tomorrow. Best Pract Res
Clin Endocrinol Metab 2008; 22: 929-939.

9) HAYMART MR, REPPLINGER DJ, LEVERSON GE, ELSON DF,
SIPPEL RS, JAUME JC, CHEN H. Higher serum thyroid

stimulating hormone level in thyroid nodule pa-
tients is associated with greater risks of differenti-
ated thyroid cancer and advanced tumor stage. J
Clin Endocrinol Metab 2008; 93: 809-814.

10) BOELAERT K. The association between serum TSH
concentration and thyroid cancer. Endocr Relat
Cancer 2009; 16: 1065-1072.

11) PAPINI E, PETRUCCI L, GUGLIELMI R, PANUNZI C, RINALDI
R, BACCI V, CRESCENZI A, NARDI F, FABBRINI R, PACELLA
CM. Long-term changes in nodular goiter: a 5-
year prospective randomized trial of levothyroxine
suppressive therapy for benign cold thyroid nod-
ules. J Clin Endocrinol Metab 1998; 83: 780-783. 

12) KIM KW, PARK YJ, KIM EH, PARK SY, PARK DO J, AHN
SH, PARK DO J, JANG HC, CHO BY. Elevated risk of
papillary thyroid cancer in Korean patients with
Hashimoto's thyroiditis. Head Neck 2011; 33: 691-
695. 

13) SINGH B, SHAHA AR, TRIVEDI H, CAREW JF, POLURI A,
SHAH JP. Coexistent Hashimoto’s thyroiditis with
papillary thyroid carcinoma: impact on presenta-
tion, management, and outcome. Surgery 1999:
126; 1070-1076.

14) VASILEIADIS I, BOUTZIOS G, CHARITOUDIS G, KOUKOULIOTI
E, KARATZAS T. Thyroglobulin antibodies could be a
potential predictive marker for papillary thyroid
carcinoma. Ann Surg Oncol 2014; 21: 2725-2732.

15) CHEN YK, LIN CL, CHENG FT, SUNG FC, KAO CH. Can-
cer risk in patients with Hashimoto's thyroiditis: a
nationwide cohort study. Br J Cancer 2013; 109:
2496-2501.

16) YANO Y, SHIBUYA H, KITAGAWA W, NAGAHAMA M, SUGI-
NO K, ITO K, ITO K. Recent outcome of Graves’ dis-
ease patients with papillary thyroid cancer. Eur J
Endocrinol 2007; 157: 325-329.

17) FIORE E, RAGO T, PROVENZALE MA, SCUTARI M, UGOLINI
C, BASOLO F, DI COSCIO G, BERTI P, GRASSO L, ELISEI R,
PINCHERA A, VITTI P. Lower levels of TSH are asso-
ciated to a lower risk of papillary thyroid cancer in
patients with thyroid nodular disease: thyroid au-
tonomy may play a protective role. Endocr Relat
Cancer 2009; 16: 1251-1260. 

18) KWON JH, NAM ES, SHIN HS, CHO SJ, PARK HR, KWON
MJ. P2X7 receptor expression in coexistence of
papillary thyroid carcinoma with Hashimoto’s thy-
roiditis. Korean J Pathol 2014; 48: 30-35.

19) ANSARI M, BABAEI AA, SHAFIEI B, JAVADI H, ASSADI
M, NABIPOUR I, ASLI IP. Pathological evaluation of
differentiated thyroid cancer in patients with
positive serum thyroglobulin and negative iodine
scan. Eur Rev Med Pharmacol Sci 2014; 18:
1925-1929.

20) ICHIKAWA Y, SAITO E, ABE Y, HOMMA M, MURAKI T.
Presence of TSH receptor in thyroid neoplasms. J
Clin Endocrinol Metab 1976; 42: 395-398.

21) CARAYON P, THOMAS-MORVAN C, CASTANAS E, TUBIANA
M. Human thyroid cancer: membrane thyrotropin
binding and adenylate cyclase activity. J Clin En-
docrinol Metab 1980; 51: 915-920. 

22) HAYMART MR, GLINBERG SL, LIU J, SIPPEL RS, JAUME JC,
CHEN H. Higher serum TSH in thyroid cancer pa-



2829

Autoimmunity and thyrotropin level in developing thyroid malignancy

tients occurs independent of age and correlates
with extrathyroidal extension. Clin Endocrinol
(Oxf) 2009; 71: 434-439.

23) BOELAERT K, HORACEK J, HOLDER RL, WATKINSON JC,
SHEPPARD MC, FRANKLYN JA. Serum thyrotropin con-
centration as a novel predictor of malignancy in
thyroid nodules investigated by fine-needle aspira-
tion. J Clin Endocrinol Metab 2006; 91: 4295-4301.

24) POLYZOS SA, KITA M, EFSTATHIADOU Z, POULAKOS P, SLAVAKIS
A, SOFIANOU D, FLARIS N, LEONTSINI M, KOURTIS A,
AVRAMIDIS A. Serum thyrotropin concentration as
a biochemical predictor of thyroid malignancy in
patients presenting with thyroid nodules. J Can-
cer Res Clin Oncol 2008; 134: 953-960. 

25) MATSUO K, FRIEDMAN E, GEJMAN PV, FAGIN JA. The thy-
rotropin receptor (TSH-R) is not an oncogene for thy-
roid tumors: structural studies of the TSH-R and the
alpha-subunit of Gs in human thyroid neoplasms. J
Clin Endocrinol Metab 1993; 76: 1446-1451.

26) DERWAHL M, BROECKER M, KRAIEM Z. Clinical review
101: thyrotropin may not be the dominant growth
factor in benign and malignant thyroid tumors. J
Clin Endocrinol Metab 1999; 84: 829-834.

27) KIMURA T, VAN KEYMEULEN A, GOLSTEIN J, FUSCO A, DU-
MONT JE, ROGER PP. Regulation of thyroid cellprolifer-

ation by TSH and other factors: a critical evaluation
of in vitromodels. Endocr Rev 2001; 22: 631-656.

28) SHI Y, ZOU M, FARID NR. Expression of thyrotropin
receptor gene in thyroid carcinoma is associated
with a good prognosis. Clin Endocrinol (Oxf)
1993; 39: 269-274. 

29) HUTFLESS S, MATOS P, TALOR MV, CATUREGLI P, ROSE NR.
Significance of prediagnostic thyroid antibodies in
women with autoimmune thyroid disease. J Clin En-
docrinol Metab 2011; 96: E1466-E1471.

30) REBUFFAT SA, MORIN M, NGUYEN B, CASTEX F, ROBERT
B, PÉRALDI-ROUX S. Human recombinant anti-thy-
roperoxidase autoantibodies: in vitro cytotoxic ac-
tivity on papillary thyroid cancer expressing TPO.
Br J Cancer 2010; 102: 852-861.

31) KIM ES, LIM DJ, BAEK KH, LEE JM, KIM MK, KWON HS,
SONG KH, KANG MI, CHA BY, LEE KW, SON HY. Thy-
roglobulin antibody is associated with increased
cancer risk in thyroid nodules. Thyroid 2010; 20:
885-891.

32) CUNHA LL, FERREIRA RC, MARCELLO MA, VASSALLO J,
WARD LS. Clinical et pathological implications of
concurrent autoimunne thyroid disorders and pap-
illary thyroid cancer. J Thyroid Res 2011; 2011:
387062.


