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INTRODucrıON

Clinical evaluation biochemical analyses and thyroid scanning are known
to be principal diagnostic tools in experience of thyroid diseases. Among these
physical examination is the first method to be performed, but it is often insuf-
ficient to reach the exact diagnosis. On the other hand in biochemical anayIses
and thyroid seaning. the results are generally associated with the function of the
g1and 1,12. Thus, the new diagnostie methods have been investigated for asses-
sing the tbyroid gland and so for this purpose the diagnostic methods, such
as xcroradiography, CT, termography, needle aspiration biopsy and thyrolymp-
hography have been used. These methods provide wortier knowledge with a
different approch, sinee they show the thyroid without depending on its funetion.
Since, elinical examination is insufficient to define the quantity and quality
of the lesion, one should keep in mind that the solitary nodule detected by elinical
examination may be a part of multuinodular goitre or an adenoma, a cystic
nodule or a malingnant nodule 16,19.

Thyrolymphography which has recently bcen begun to be employed in
the diagnosis of the thyroid diseases could be easily performed with a portable
roentgen aparatus. Beside it is law eost and easily application, due to' the morp-
hologic image it provides detailer knowledge than the other methods. Tbus
thyrolymphography gives the possibility to advance in diagnosis and treat-
ment. In this study, we aimed to find out how a relatively new radiologicaldiag-
nostic method, thyrolymphography could be successful and provide helpful
results in the diagnosis of the thyroid diseases.

Thyrolymphography .is a new radiologic diagnostic method, for the pur-
pose of showing the thyroid and surrounding Iymphnodes which thyroid drains
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into , it is performed by giying "lipiodol ultraf'luid., lo thyroid tissue percuta-
neusyl, in order to be able to visualized the thyroid, parathyroid and varies
pathology of the neck.

lNDICA TlONS

Thyrolyphography is indicated in ı) determining whether or not the so-
titary nodule is present and its relation to malignancy, 2) determining nodule
number, 3) determining the spreading of the tbyroid cancers, 4) showing. the ,
retrosternal goitre and 5) planaing the surgical treatment of head-rıeck. tumor:
and deterrnining hyperfunction of the tlıyroid and parathyroid glands.

EVALUATION

a. Evaluation of the thyroid gland: Thyroid gland having a rich lymphatic
strueture gi es a regular retieular appearanee (fig. ı,2). In thyroid pathologies,
the following lympbographie patterns were recognized. cı) in hyperthyroidism:
The centrast medium rapidly distrubutes to irıterglandular lymphatics and
reaches to peripheral lyrnphatic nodes within ı5 minutes, and 60-90 % of corıt-
rast medium leaves the thyroid witlıin 48 hours 24, 2 ) In nodular goitre: The
nodules in paranchyına are seen in filling as one or IDO[e numbers, their sizes

Figur 1.58 years old woman, there is normal thyrolymphography on the 15th minute radiog-
raIDS.The e show reticular view from anteroposterior and lateral projections.
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are ranged O. 5 to 4 cm. and their sbape could be oval, circled and regular
14,ı9. Adenomas, adenomatoııs dejeneration, cysts, and colloidal goitre give
nodular appearances, 3) In hypothyroidism: The distrubution of the co nt-
rast mediıım is showand tbyroid gland is smail, 4) In thyroiditis: There is a
difTuclty in injectiorı and no structural changes, 4) In the carcinorna: Regular re-
ticular pattern is impaired ard "pacby wool appearance" is seen 10,19. Thy-
roid shows an irregular growth.

b. Evaluntion of the cervical lymph nodes: The hilum of the Iyrnph node
has a regular appearance, but iıs parancbyına indicates granular appearance.
Iymph nodes generally begin to f'ill one hour arter injection of centrast medium,
and 24 hours later f illing beeame complete (Fig. 2). In maligriant turnors, mar-
ginal defecıs that are in tbe maner of ',moth-eaten" are found, The rnediastinal
Iympb nodes can be shown in 4 to 20 % 8,21,23. . _ ,

Figur 2,The same patient's 24 th hour radiograrns arter centrast injectiorı. cervical lyrnph rıodes
and thyroid lobes are seen, deep jugular nodes have been noıeced on the lateral radi-

ograrn.

The complications of the ıhyrolymphography:

The method should not be applied to the patients having a sensıtıvıty to
to iodine. The infectioıı may develope if one does not care of sterilizatiorı. The
fatty embolism may develope if contrast medium is irıfected into vascular struc-
tures. The foreign body reaction developes against contrast medium.
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MATERIAt AND METHODS

In present study, between September 1978 and october 1982, 64 patients
were reveiwed, in these patients patholoogıc thyroid was thought to be present
and whom previously ultrasorıography, then later thyrolympnography were
performed. Of the patients 37 were female and 28 were male. The method was
performed as deseribed by Mathoba-Kikuchi 14, Ultrasonography was carried l

out as con trol and then bilateral cervical and PA (postero-anterior) chest
radiograıns were obtained, premedieation was not perforıned. Under sterile
circurntances, outlines of the thyroid was defined by tracheal palpation. A
neeeIle of 21 gauge was inserted into thyroid lobe in close to isthrnus, with a
slope of a 45 degree angle to the midline Fig 3 NeedIe was controlled by
aspirating whether the blood came into the diyagrarn injector. J,5 to 2ml.
lipiodol ultraf luid was injected slowly within two minutes, and this was observed
by f1oroscopy. The same procedure was applied to both lobest, Fifteen mi-
nutes, i h, 6 lı and 24 lı after injection, AP (antero-posterior) and lateral
radiograms of the neck were obtained, at 24 th. hour, PA chest radiogram
were also obtained. For thyrolymphograplıic application and radiograms a
Pieker Galaksy radiodiagnostic apparatus with the television camera and
500 mA was used. Radiograms were obtained with e beam dosage of 57-60 Kv.,
0.5 second and 160 MAS. Distanee of tube was 90 cm. In all cases (except 14
ultrasonography was used as a control proeedure. 61 of the total 64 cases were
exarnined by operating and 3 by taking the biopsy

Figur 3-.The position of the needle in applying the thyrolymphography has been seen.
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ltESULTS

The cases experienced had stories ranging from one month to 20 years.
There W<\S a familial story in 13 cases (% 20.3). No cases had a stroy of serısi-
tivity to iodine. The findings included the results of physical examination, ult-
sonography and thyrolymphography.

ı. Clinical examination: In eleyen cases hypertphyrodism, in 18 solitary
nodule, in 298 multiple nodules, in 4 thyroid cancer, in ı hyperparathyroidism,
and in one other case aberrant thyroid were suspected. Histopathological com-
parison of these cases has been given in table ı.

2. Ultrasonograhpy: In 22 cases the solitary nodule was diagnosed preo-
peıatively. Of these, 12 were solitary solide and 10 cystic. The other 29 were
diagnosed as multiple nodular goitre,.

3. Thyrolyrnphography: In 64 cases, thyrolymphographic evaiuation re-
resiults were as follows: hyperthyroidism in 8, solitary nodule in 17, multiple
nodule in 24, thyroid cancer in 7, parathyroid adenoma in 2, and normal pa-
renchyma in i (Table i).

Thyrolmphography was unsuccessful technically in 4 cases.

In the patients with hyperthyroidism, the gland was hypertrophied and
and rapidely opacified. After injection the contrast spread immediately within
the gland, reached to regional lymph nodules during 10 to 15minutes, and pro-
vided fine reticular view (Fig +14). A case in which thyrolymphography was
unsuccessful was reported to have toxie hyperthroidism histopathologieally.

Solitary nodules were usually seen an oval, raund, 0,5-3 cm in size, and well-
defined filling defect in opacified thyroid (Fig 5). When the contrast was in-
jected into the cystie nodule, contrast material initially floats as isolated drop-
lets in cystic fluid, later settles to the base (Fig 6). On the erect radiogram was
observed air-fluid level (fig 7).

Multiple nodules were also seen like solitary nodules, but single (Fig 8, 9
and 10). In a case with multiodular goitre, which was operated on 48 hours
after thyrolymphography, taking its photograpyh, the spreading of the corıt-
rast material was observed in the thyroid (Fig ıi).

Both the thyroid parenchyma and nodule itself were seen with structural
changes in the thyroid Iymphography of the cases with thyroid cancer. The thyroid
gland was irregularlygrown and the spreading of the contrast material was in
an amorphous pattern, and reticular view was lost. Thyroid parenchyma showed
"pachy wool view.; This view was specific for malignaney. This abnormal pat-
tern may be related to change in the structure of the turnaral area (Fig 12).
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Figur'4,22 years old male, there are multiple nodulcs within reıeıieular view in the lower poles.
rı is seen that on radiograms i5 minules arter injection, the thyroid is enlarged and re-
gional Iymph rıodes are visualized.

Figur 5,Solid solitary nodule, 21 years old male, two hours afıer injection the radiogram shows
a solitary nodule of 3 cm diarneter in the rnidline and that the contrast material reaches
to regional lyrnph rıodes.
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Figur 6.Cystie solitary nodule, 22 years old womarı, two hours afıer iojection the radiogram
shows a cystic nodule wiıh a dimeosion of 3x3 cm and comrast maıerial floating as
as drops wiıhin the cyst and precipiıated.

Figur 7.Thyroglossal cyst, 22 years old rnale, ıwo hours after injecıion the radiogram shows a
eysıie nodule with a dimension of 2x2 cm and fluid level io the cyst.
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Figıır g,MlIltinodlılar goltre. 21 years old woman. on the radiogram obtained 24 hoıır after in-
jection, nodular filling defccts are seen in lower right lobe (i OxlOrnrn) and left lobe (3-4

mm). In the right side, there are opacif'ied cervical Iymph nodes and bilateral cervical costa,

Figur 9. Multinodular goitre, 20 years old ma le. 2 hours after injectiorı the radiograms show
multiple filling defeets in upper and lower poles of both lobes.
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Figur Iü.Mulıuıodular goitre, 14 years old gırl, on the radiogram obtained 2 hours after injec-
tion, various sized and mulıinodular filling defects have been seen wiıhirı middle and
upper zones of both lobes. Bilateral cervical lyınph nodes are visualized.

Cervical Iymph node metases were not seen, but the side with caneer Iymph
nodes did not fiIl (Fig 13). The injection of the contrast material was trouble,
in the patients with cancer, since thyrolymphography wazs unsuccessful ın one
case.

A retrosternal goitre could be noteced by thyrolymphography in a case
with hyperthyroidism, which had not been to detected by the other methods (Fig ı4).

Cervical and rnediasıinal Iymph nodes were able to be dernonstruıed a
at a rate of70.8 % and 18.8 % İn our patieııts, respectively.

Cervical Iymph nodes' opacificatioıı depends on the nature of the thyroird
disease, but they have usually been able to be seen during the first two hour.

A case who was thought to have aberraııt thyroid clinicaIJy was found
to have anormal thyroid by thyrolymphography.

nıscussıox
Although, scintigraphy of which the approch to so1itary nodule is esserıti-

ally in the form of reduction or disappearance of function. gives information
about the size and function of the lesion, it causes misdiagnosis in several cases
8,13.
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Table i:The distribution of the lesions according to the diagnostie procedures.

Methods

Clinical examin. Ultrasonography Thyrolymphograpnhy

Oisorders NCD NCtD CDR(%) NCD NCtD CDR(%) NCD NCtD CDR(%)-- -- - -- -- --
Hyperthyroidy II 9 80.1 - - - 8 8 100.0
Solitary nodule 18 9 50.0 22 18 81.8 17 15 88.2
Multiple nodule 28 18 64.2 29 27 93. i 24 22 90. i
Cancer 4 3 75.0 - - - 7 7 100.0
Parathyroid adenoma 2 2 100.0 - - - 2 2 100.0
Normal thyroid - - - i 1 100.0 1 1 100.0
Aberrant thyroid i

Total 64 41 64. ı 52 46 88.5 59 55 93.2

NCO : Number of elinical diagnosis,
NCtD : Number of eorrect diagnosis,
CRD : Correct diagnosis ratio.



Figur i1,0n operation material of multinodular goitre, 20 years old male, in photograph soon

af ter operation multinodular capsul formation and centrast material residue are seen.

In the 50 % cases which scintigraphy reveals normal function, malignancy
have been observed 4.13. Moreover, it is also impossible that scirıtgraphy dis-
tinguishes malignant from benign cases. Brown et elI 5. found malignacy in
25.2 % of cases which were diagnosed as hypoactive nodule by scintigraphy
an in 12.2 % as active nodule. lt is known that scintigraphy insufficient in de-
termination of number of nodule at a rate of 22.5-48.0 /~.

A1though, the correct diagnosis rate is 10.0-90.0 % by needle aspiration
biopsy, it is not accepted in general, because of the fact that it could produce
malign cell implantation and also the tissue specimen may not be always taken
from the lesion area.

it has been reported that ultrasound has been successful in the differanti-
tiation of solid andeystic nodule but it can not differentiate benign and maling
lesion. lt is also insufficient in determining the nodules smailer than 0,5 cm
in size.

Since Xeroradiography giving useful information in desectirıg of cyst wall
and caIcifications does not provide information about the structural properties
of the nodule, the maling cases can not be differantiated.
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Figur 12.Thyroid carıcer, 45 years old woman, on the radiogram obtained 24 hours after cont-
rast injectiorı, it is seen that the gland is irregularly enlarged an the centrast rnateria

.has a "patchy \\'001' view.

. Thermography is successful in thyroid nodule at a ratio 57.0 %
parathyroid lesions 90-.0 /~ . Thermography has not been accepted
of its mistakes of 43.0 o,~ in the diagnosis of the thyroid nodules.

The extensive studies have recently begun on thyrolymphographywhich
can differentiate the thyroid cancer from other thyroid lesions and can give
valuable knowledge corıceruing cervical lyrnph nodes. Consequently, in recent
studies, it has been reported that thyrolynıphography provides correct diag-
nosis in solitary thyroid nodule of 85.7-89.5 ~~ and that it can also reveal Iynıpn
node at a rate of 67.0-75.0 % 2.11,22,23.

and in
because

lt has been considered that it is a valuable finding in determining of thyroid
cancer that cervical lyrnph nodes can be showed, on the other hand, the diag-
nosis of malignarıcy can be made, since in thyrolymphoraphy rnorphologic
changes which those can be criteria in differentiation of benign and malign
areseen 3,6,7,8.910,14,15,17,19.

When we compare the thyrolymphograplıic findings with the histopato-
thogic ones, it has been seen that highest success was obtained in the hyper-
thyroidism and thyroid cancer(lOO.O %).
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Figur 13.Thyroid ca,ncer, eleven years old boy, on ıhe radiogram obtained 24 hours afıer injic-
tion, a solitary nuule with a dimension of 15xl5 mm and cervical Iynıph rıodes in ıhe
right, and irrcgularly stained thyroid tissue and rıodular firmaıion in ıhc Icfı are sccrı.
Bccausc of tumoral blocage of cervical lymph nodes, they could not be seerı.

In the studies of this subject, in hyperthyroidy, the correct diagnosis rate
of 100.0 % and 90.9 % have been achived by Akaydın 2 and Sınyrnis 22, and
Kocaoğlu ii respectively.

Although, exceIlent morphologic appearence is obtained by ıhyrolympho-
graphy, it İs unclear that whether it provides knowledge about thyhroid func-
tions.

Some irıvestigators have accepted the fact that contrast matcriul is distri-
ributed fast in hyperthyroidism and slow in hypothyroidism as u ref lucrion of
and slow in hypothyroidisrn as II ref'laction of function 10,21.

In our study, succes of ıhyrolymphcgraphy was 88.2 (:/~, .while success
of elinic was 50.0 :i~in the recognition of the solitary nodule. On the other hand,
differentiation solid-cystic could be done by control ultrasonogruphy al a rate
of 81,8 % lt can be determined whether structural changes oceurs in rnaligrıancy
are present by observing the morphology of the nodule and surrounding thyroid
tissue İn thyrolymphography. Rosen 20 has reported that he could differeıı-
tiate the solid and cystic nodules at a rate of 90.0 % but could not find
criteria that could be used in differentiation of benign and malignant by ult-
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Figur 14.Hyperthyroidism and retrostemal goitre, 20 years old rnale, on the radiogram obtai-
ned LSmin after injection, it is seen that thyroid is enlarged and is localized in retroster-
nal space and that the contrast reaches to the cervical lyrnph nodes.

rasonography. In present study" in the ease of multiple nodules, the success
of the clinic, ultrasonography and thyrolymphography were 64.2 %, 93. i %
90. i % respeetively. The smail nodules up to 0.5 cm in size and the parenchyma
of the thyroid gland were Cıearly detected by thyrolymplıography. [n the mul-
tinodular cases while Akaydın 2 has reported a correet diagnosis at a rate
95.4 % Kocaoğlu II, Ören 18, Ram 19 and Smyrnis 22 have reported 100.0
% Success was achieved at a rate of 80.0 ~.~ by elinical examination and 100.0
% by thyrolymphography. The distribution of the contrast material was similar
to "patcyh wool view' in malignant lesions. In the investigations by thyrely-
mphography, Akaydın 2 and Ören 18 have reported the correct diagnosis of
67.7 % Ram ı9 ı00.0 % and Sachdeva 21 83.3 %.

In our study cervical and upper mediastinal Iymph nodes could be seen
at the ratio of 70.8 and 18.8 ~/~ respectively. In the previous studies, Sachdeva
21 has reported that he could demonstrate the servical Iymph node (70.0 %)
and mediastinallymph node (10.0 %), and Ören 18 cervical lymph node (68.9 %).
and mediastinallymph node (22.8 %).

In this study, cancer at a rate of 12.7 %, hyperthyroidism 14.5 %, solitary
nodule 27.2 %, nultinodular goitre 40.0 %, normal thyroid 1.8 % and adenoma
of the parathyroid 3.6 % were determined by the teehnic of the thyrolmphog-
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raphy. Ram et all i9 in their thyrolymphographie series of 53 cases, have
obtained the diagnosis of the caneec ı7.0 /~ hyperthyroidism 19,0 /~, solitary
nodule J5,8 /o and multinodular goitre 13.2 %. Gandhi 10, in his thyrolymp-
hographic study of 44 çases, has determined the caneec 16.0 %, hyperthyroidism
13.6%, solitary nodula 11.3%, and muIıinodular goitre 56.8 %.

In our study, sinee thyrolymphography was unsueeessful in the most advarıced
thyroid lesions at ratio of 7.8 %, and it was unable to show the superficiallymph
rıodes and thyroid lesiolis which were sınaller than 0.5 cm, so it is uncIear whet-
her it gives information about thyroid funetions. But on the other hand it can
provide the differerıtiaıion of benign-malign, solid -cystic , and sıngle-mulıiple
nodule, gives the information about the variations of the thyhroid and cervical
lyrnph nodes and could be apJied cheaply, simpJy and easily, and is successful
at rate of 93.2 %. From all above we concIuded that thyrolmyphography the
",'as a radiological diagnostic method that provides an important easiness to
physician in the direction of the treatment.

CONCLUSION

it was concluded that thyrolymphography was superior to the other di-
agnostic methods because of the following reasons and it eould be useful when
it is considered to applied with them.

I. The overal success of thyrolymphograhpy is 93.2 %, and can be easily
applied in every hospital having an apparatus ofradiography.

2. it can differentiate the benign- malign nodules as well as it determines
ıhe quality and quantity of the thyroid nodules.

3. lt shows the smail nodules up to 0.5 cm and the thyroid tissue a part
from the thyroid nodules well.

4. it gives helpful knowledge about the diagnosis and treatment of the
other ıhyroid diseases and the lesions of the head, neck and parathyroid.

5. it is superior to ultrasonogrophy beeause it can differentiate benign
and malign lesions.

6. When the thyrolymphography is applied with the physical examination,
the thyroid funetion tesıs, scanning, ultrasonography and especially needle as-
piration biopsy, it provides important advance in the diagnosis and treatment,
beeause information about the thyroid function and morphology eould com-
pansate each other's findings.

7. Thyrolymphography has some limitations, teehnical insufficieney at a
rate of 7.8 % , gives undear informations about the thyroidial funetions, and
unable to show adequately the superfieiallymph nodes.
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8. It is yet unclear ,whether it forrns the tumoral eells implantations and
it is harmfu! to the treatment i 13ı.

9. it has been eoncIuded that more studies were necessary to f'ind out the
reliability of the pathy-wool appearance in the deiagnosis of the thyroid caneer.

SUMMARY

In this study, \ve tried to determine the diagnostic value, and importarıce
of the thyrolymphography in evaluations of the thyroid diseases, by appliying
the ultrasonography and thyrolymphography to 64 patients in whom . it \~a~
though that they had thyroid lesions. The obtainad results were compared to
the histopathologic findings. The eorrect diagnosis was achieved at a rate of 64. ı
~/,~by elinical exuminatiorı and the differentiation of the solid and cysıic lesion
at a rate of 88.5 % by ultrasonograhpy, a success of 93.2 % was obtained by
thyrolymphography. It has been found that thyrolyrnpography was more suc-
cessful especially in the the cases thyroid cancer and hyperthyroidism were
thought to be present. Additionally the cervical Iymph nodes at a rat e of 70.8
~':.and mediastinal Iymph nodes at a rate of 18.8 /~ were showed.

As a result, it was conc1uded that thyrolymphography was an irnportant
diagrıostic method in setting the preoperative treatment when used togelher es-
pecially with the needle aspiration biopsy, and giving excellent morphological
appearance , showing the smail nodules up to 0.5 cm, and differantiating the
benign-rnalign and solid-cystic apperances.

REFERENeFS

(KA YNAKLAR)

i. Akata, O.: Tiroid bezi hastalıkları. Cerrahi Ders Kitabı, Ankara Üni.
Tıp Fak. yayınları yayın sıra No: 318, Ankara, 1975, S: 21-44.

2. Akaydın, M.: Trioid lenfografisi, Ankara Oni. Tıp Fak. Genel Cerrahi
uzmanlıktezi , Ankara, 1979.

3. Beales,l.S.M.: Nundy, S: and Taylor, S.: Thyroid Iymphography.
Br j Surg 58: 168- i71, 1971.

4. Eradley, E.L.: Angiothyrography (a elinically useful diagnost!c pro-
cedure), Arch Surg 104: 662-666, 1972.

5. Brown, L: Kantounis, S.: The thyroid nodule, Arn) Surg 129: 532-536.
1975.:

6. Elhence , LP: Trehon, O.P: Gupta, C.K: Sikroria, S: and Shorma,
RO.: Thyroid Jymphography, Intarrıational Surg 62: 583-586,1977.

332

-c



7. Fernandez-Cruz, L: Asıudillo, E: Trias, M: and Pera, Cı: Estudio
linfografico de la glandula tiroides, Bulletin de la Societe Internationale de
Chirıırgie 2: 104-11 I, 1974.

8. Fernandez-Cruz, L: AstudiIlo, E: and Pera, c.: Lyrnphography of
the thyroid gland: Is intraglandıılar dissernination of thyroid careinoma possible?,
World J Surg i:647-654, 1977.

9. Fılıpovıe, Z: Dordevıe, J.: Diagnostie value of thyroid gland Iymphog-
raphy, Med Arch 31:17-20,1977.

LO. Gandhi, G.M: Chanker, S.: Thyroid Iymphography., Anı j Surg 131:
563-565, 1976.

ii. Kocaoğlu, H: Durmaz, i: Bilkay. Ö: TeIli, A: Güler, A.: Tirold len-
fografisi, Ege Üni. Tıp Fak. Dergisi 16: 735-741, 1977.

12. Larsen, P. R.: Tests of thyroid function, Med Clin North Am 59: 1063-1074.
1974.

13. Maloff, F: Wang, C. A: and Vickery, A.L.: Norıtoxicdiffuse or nodular,
Med Clin North Am 59: 1221-1233, 1975.

14. Matoba, N: and Kikuehi, T.: Thyroidolymphography, Radiology 92:
339-342, ı969.

15. McCarthy, J.J: Hanna, B.K: Noonan, T.J.: Thyroid lymphography,
journal of the lrish Medical Association 67: 641-643, 1974.

16. Miller, J.M: Hamburger J.I: Kini, S.: Diagnosis of thyroid nodules
use of fine-needle aspiration and needie biopsy, JAMA 241: 481-483, 1979.

17. Nurıdy, S: Beales, J.S. M: and Taylor, S.: Thyroid lyrnphography, Brit
.i Surg 5R: 294-1971.

18. Ören, D.: Tiroid lenfografisi, Atatürk Üni. Tıp Fak. Genel Cerrahi
uzmanlık tezi, Erzurum, 1980.

19. Ram. M.D: Hyde, G: Grifferı, W.O.: Thyroidography ın evaluation
oftlıyroid disease, Arch Surg 115: 588-592,1980.

20. Roseıı, I.B: -Walfish, P.G: Miskin, M.: The applieation of ultrasound
to the study of thyroid enlargernent management of 450 cases, Areh Surg 110:
940-944, 1975.

21. Sachdeva, H.S: Chowdhary, G.C: Bose, S.M: Gupta, B.B: Wig, J.D.:
Thyroid Iymphography, Areh Surg 109: 385-387,1974. -

333



22. Smyrnis, S.A: et al.: Thyrolmphography, Am J Surg 129: 646-650,
1975.

23. Sterns, E.E: and Doris, P.: Thyroid Iymphography of the dog, Cancer
21: 468-476,1968.

24. Yazıcı, Y: Aykar, E.: Tiroidografi ve tirolenfogr:ıfi, GA T A Bülteni
17: 35-40,1975. . _ l

334


