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To determine how the updated 2015 American Thyroid Association 
(ATA) Guidelines may have influenced the management of 
differentiated thyroid carcinomas (DTC) in the United Stated.

A retrospective evaluation of patients with well-differentiated thyroid 
cancer was performed using the TriNetX Research Network. 

Patients with well-differentiated thyroid carcinomas were identified 
using ICD-10 (C73) and ICD-0 (C73, C73.9) codes. Patients with 
non-well differentiated thyroid carcinomas were excluded using 
ICD-0 codes (8345/3, 8021/3, 8337/3, 8513/3). 

Data extracted included patient demographics, total number of 
patients diagnosed with well-differentiated thyroid cancers,  
and total case numbers categorized by three main treatment 
modalities–partial thyroidectomy, total thyroidectomy, and radioactive 
iodine (RAI) therapy–between the 2010-2018. 

Patient data was further stratified according to implementation 
timeline of the updated 2015 ATA guidelines. Date ranges used to 
stratify the data were 2010-2014 and 2015-2018. To provide data 
stratification for high risk patients, both 2010-2014 and 2015-2018 
groups were further divided by age into cases <55 years of age and 
>55years of age5. Additional stratification was performed based of 
location of treatment (academic vs. non-academic medical center). 

Differences between groups were compared using chi-squared (x2) 
test. P-values <0.05 were considered statistically significant. 

Globally thyroid cancer incidence has risen, largely due to increased 
detection of small papillary carcinomas, while mortality and disease 
free survival has remained relatively stable1,2 These trends have 
raised concerns regarding advanced imaging contributing to over 
diagnosis and over treatment of thyroid cancer and revaluation of 
surgical intervention and RAI use2. 

The 2015 American Thyroid Association Guidelines acknowledged 
these changes in epidemiology and aimed updates towards 
“minimizing potential harm from over-treatment3.” This was done by 
expanding lobectomy eligibility, limiting adjacent RAI, and supporting 
active surveillance for select patients3. 

Following the 2015 ATA Guidelines, patients were 7.76% more 
likely to undergo thyroid lobectomy and 19.68% less likely to 
undergo RAI treatment. Specifically: 

• A statistically significant increase in thyroid lobectomy was 
observed in both age cohorts and in both academic and non-
academic medical centers 

• A significant decrease in RAI therapy was observed in both 
age cohorts and academic and non-academic medical centers 

• A statistically significant increase in total thyroidectomy was 
observed in ≥55 years cohort and in non-academic centers. 

These trends align with a emerging shift towards patient centered 
care. Lobectomy offers the advantages of preserving endogenous 
thyroid function while also reducing risks of hypoparathyroidism and 
recurrent laryngeal nerve injury without compromising disease free 
survival4. In addition, the updated AJCC staging guidelines–which 
raised cutoff age from 45 to 55–better aligned with tumor biology 
and survival outcomes5.  Emerging evidence finds that patients ≥55 
years demonstrated more aggressive tumor biology and mutations 
(BRAF, RAS,TERT), which aligns with the AJCC new age cutoff 
and trends identified in this study6. 

Limitations of the study included a retrospective database design 
and inability to to distinguish initial and completion thyroidectomies.

Following the publication of the updated ATA Guidelines, the clinical 
management of DTC in the US has changed with increased thyroid 
lobectomy and decreased RAI treatment, consistent with the de-
escalation of treatment outlined in the updated guidelines. 

This is consistent with the hypothesis that the 2015 ATA Guidelines 
were successful in influencing treatment patterns in patients with 
DTC.  
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Figure 3. Rates of RAI treatment before and after 2015. An 
asterisk (*) indicates p<0.05, identifying a significant difference.

Figure 2. Rates of total thyroidectomy before and after 2015. An 
asterisk (*) indicates p<0.05, identifying a significant difference.

Figure 1. Rates of thyroid lobectomy before and after 2015. An 
asterisk (*) indicates p<0.05, identifying a significant difference.


