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Case report on Non Invasive Follicular thyroid neoplasm with papillary like 

Nuclear Feature (NIFTP), A Diagnostic Dilemma  
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Abstract 

Non-invasive Follicular thyroid neoplasm with papillary like nuclear features (NIFTP) is a newer addition 

in WHO 2017 blue book of endocrine neoplasm and has an indolent behavior. We present a case of a 30 

years old female who presented with neck swelling slightly left to the midline. On USG a solitary nodule 

was identified in left lobe of thyroid with TIRADS5. On FNA a cytological diagnosis of papillary neoplasm 

was given and she underwent left lobectomy post which she was given histopathological diagnosis of 

NIFTP. It is a difficult entity to diagnose on FNA / biopsy until the entire nodule is submitted along with 

the capsule so overdiagnosis and over treatment is a risk. 

 

Introduction 

Non-invasive Follicular thyroid neoplasm with 

papillary like nuclear features (NIFTP) is a newly 

added variant of follicular neoplasm with very low 

malignant potential.
1
 NIFTP presents mostly by 

detection of a nodule on routine examination or 

incidentally on imaging. Histopathology shows 

solid, well-circumscribed or encapsulated nodule. 

Diagnosis is made by strict inclusion and 

exclusion criteria following submission of the 

entire nodule with capsule for histology It is a 

diagnostic dilemma to report due to high 

incidence of over diagnosis on FNA and even on 

biopsy as papillary or follicular carcinoma. But 

diagnosis of NIFTP should be made only on the 

surgical specimen after careful evaluation of 

capsular/ lymphovascular invasion. 

Case Report 

A 30 years old woman presented with swelling in 

midline of neck for the last 2 years. On 

examination of the neck a single swelling 

measuring (4x3) cms in midline of neck slightly 

towards left was observed, which was firm, non 

tender and moved with deglutition. TFT:T3 was 

raised and TSH reduced. On USG of thyroid, left 

lobe showed a well defined hetrogenousiso to 

hyperechoic solid cystic nodule with raised 

vascularity (3x3.5x4.5) cm. Radiological 

diagnosis of left thyroid lobe nodule, TIRADS 5 

was given. Following USG, FNA was performed 

from a private lab and diagnosis of papillary 

neoplasm of thyroid was given post which she 

underwent left thyroidectomy and we received the 

specimen for histopathological examination. 
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Grossly, left lobe of thyroid measured (5x4.5x2.5) 

cm. On cut section there was a well circumscribed 

nodule (4.5x4x2.5) cm, gray white to gray brown 

with focal tan brown areas. Microscopically, left 

lobe showed encapsulated neoplasm containing 

closely packed variable sized follicles and focal 

solid sheets of cuboidal to low columnar cells 

having round to elongated nucleus with some cells 

showing nuclear enlargement, crowding, irregular 

nuclear contours, chromatin clearing, nuclear 

grooving, pseudoinclusions noted with nuclear 

score 2. Follicles were filled with dark colloid and 

follicles cleft from stroma were noted. However, 

no psammomma bodies, tumor necrosis and 

mitosis were absent. Regrossing was done, entire 

nodule and capsule was submitted. Papillary 

architecture (<1%) and solid areas (<30%) with 

no capsular/ lymphovascular invasion seen. 

Hence, the final diagnosis of Non-invasive 

Follicular thyroid neoplasm with papillary like 

nuclear features (NIFTP) was given. 

 

 

 
 

Discussion 

NIFTP is a non-invasive neoplasm of thyroid 

follicular cells with a follicular growth pattern and 

nuclear features of papillary thyroid carcinoma 

(PTC) that has an extremely low malignant 

potential.
1 

Formerly known as "noninvasive 

encapsulated follicular variant of papillary thyroid 

carcinoma (EFVPTC)
2
 and was introduced as 

NIFTP in 2017 WHO classification of thyroid 

tumor.
3
The main goal of the introduction of 

NIFTP category was to prevent over diagnosis and 

overtreatment. 

These tumors do not show BRAF V600E 

mutations like papillary tumors but associated 

with RAS mutation as seen in Follicular tumors of 

thyroid. On USG, typically exhibit a 

circumscribed oval or round nodule with a 

hypoechoic rim and a hypervascular Doppler 

signal.
5 

Multifocality and bilaterality are part of 

the spectrum of NIFTPs, that can arise in a 
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multinodular background with variable sizes from 

microscopic lesions to very large ones.
6
FNAs of 

NIFTP are characterized by a microfollicular 

architecture along with variably nuclear features 

of PTC, including enlargement, crowding, contour 

irregularities with grooves, and chromatin 

clearing.
7,8

 

Diagnosis of NIFTP is only possible in surgical 

specimen for evaluation of capsular invasion and 

requires submission of the entire nodule. 

Histopathological criteria for diagnosis
1,2 

 

 

Inclusion criteria
 

Exclusion criteria 

Major features:
 

a. Encapsulation or clear demarcation 

b. Follicular growth pattern with less than 

1% papillae  

c. If solid, trabecular or insular patterns 

seen; these in total should be less than 

30% of the total tumor volume 

d. No psammoma bodies 

e. Nuclear features of papillary thyroid 

carcinoma (enlargement, crowding / 

overlapping, elongation, irregular 

contours, grooves, pseudoinclusions, 

chromatin clearing), nuclear score 

should be 2 or 3 

o Any capsular or vascular invasion but if 

the whole capsule has not been examined 

thoroughly then the default diagnosis is 

still noninvasive encapsulated FVPTC 

(EFVPTC) and it is NOT a NIFTP 

o True papillary structures in more than 1% 

of tumor volume, psammoma bodies, 

infiltrative border 

o Tumor necrosis (not associated with 

FNA), increased mitoses (defined as at 

least 3 per 10 HPF) 

o Cell / morphological characteristics of any 

other papillary thyroid carcinoma variant 

(e.g., tall cell, columnar cell, cribriform 

morular, diffuse sclerosing, etc.) or 

oncocytic lesion  
 

Minor features: 

a. Dark colloid 

b. Irregularly shaped follicle 

c. "Sprinkling sign" 

d. Follicles cleft from stroma 

e. Multinucleated giant cells within 

follicles 
 

 

Surgery is the main stay of treatment as NIFTP 

has nonmalignant behavior. However, 

identification of an associated microscopic PTC 

should be carefully evaluated because it could be 

a factor for LN metastasis or recurrence.
9
 

 

Conclusion  

NIFTP is a distinct entity from follicular or 

papillary carcinoma with features of both. 

However, it lacks capsular and lymphovascular 

invasion and has a very low malignant potential. 

The challenge is it’s over diagnosis as papillary/ 

follicular carcinoma via FNA as the entire nodule 

must be submitted along with capsule for a 

diagnosis of NIFTP. And treatment is different 

from follicular or Papillary Carcinoma as surgery 

suffices the treatment of NIFTP and it does not 

require further surgery or CRT. 
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