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[ Abstract | Thyroid cancer is one of the most common endocrine tumors. Medullary carcinoma of the thyroid (MTC), which

accounts for 1%~5% of the total thyroid cancers, is a diffuse neuroendocrine cell-like tumor, originating from the parafollicular cells
(C cells). MTCs have significant difference in biological behavior and prognosis. Despite of its low incidence rate, it has a high
degree of malignancy and is not sensitive to radiotherapy and chemotherapy. Hence, Early diagnosis of MTC is of great clinical
significance. Ultrasound is the main imaging method for preoperative diagnosis of MTC, but the ultrasonic features of MTC are
different from those of usual malignant thyroid nodules and lack of typical sonographic features. Herein, this article reviewed the
progress of ultrasound in the diagnosis of MTC.
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