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INTRODUCTION 
Thyroid  nodules are a common clinical problem. Epidemiologic studies have shown the prevalence of 
palpable thyroid nodules to be approximately 5% in women and 1% in men living in iodine-sufficient 
parts of the world. In contrast, high resolution ultrasound can detect thyroid nodules in 19-67% of 
randomly selected individuals with higher frequencies in women and the elderly. The clinical 
importance of thyroid nodules rests with the need to exclude thyroid cancer that occurs in 5-10% 
depending on age, gender, radiation exposure, family history, and other factors. Differentiated thyroid 
cancer (DTC), which includes papillary and follicular cancer, comprises the vast majority (90%) of all 
thyroid cancers. In the USA, approximately 23,500 cases of DTC are diagnosed each year, and the 
yearly incidence may be increasing.  

In 1996, the ATA published treatment guidelines for patients with thyroid nodules and thyroid cancer 
(Arch Int Med, 1996). Over the last decade, there have been many advances in the diagnosis and 
therapy of both thyroid nodules and DTC. Controversy exists in many areas, including the most cost-
effective approach in the diagnostic evaluation of a thyroid nodule, the extent of surgery for small 
thyroid cancers, the use of radioactive iodine to ablate remnant tissue after thyroidectomy, the 
appropriate use of thyroxine suppression therapy, and the role of human recombinant thyrotropin. In 
recognition of the changes that have taken place in the overall management of these clinically 
important problems, the ATA appointed a task force to re-examine the current strategies that are used 
to diagnose and treat thyroid nodules and DTC, and to develop clinical guidelines using principles of 
evidence-based medicine. 

Members of the taskforce included experts in thyroid nodule and thyroid cancer management with 
representation by endocrinology, surgery, and nuclear medicine. Other groups have previously 
developed guidelines, including the American Associations of Clinical Endocrinologists and 
Endocrine Surgeons, the British Thyroid Association and The Royal College of Physicians, and the 
National Comprehensive Cancer Network, which have provided somewhat conflicting 
recommendations because of the lack of high-quality evidence from randomised controlled trials.    

   
 
COMMENT
Clinical guidelines serve to improve 
healthcare outcomes by promoting good 
practice, and also to propose cost-effective 
strategies as well as render access to 
medical knowledge more easily available. 
Such guidelines have probably become 
more useful today, perhaps because there is 
so much new information every day that it 
becomes more difficult to the non-expert in 
a given field to follow and apprehend the 

importance of scientific advances. This 
rather lengthy document from the ATA 
serves all of these purposes and it is not 
possible to summarize it (with 32 pages 
and 301 references). Every clinician 
dealing with thyroid nodules and thyroid 
cancer should probably read this article in 
great detail and keep it next to him in his 
office. The guidelines contain a total of 84 
recommendations, all of them extremely 
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useful for the diagnosis, management, and 
follow-up of patients with thyroid nodules 
and differentiated thyroid cancer (DTC). 
This remarkable document supersedes the 
first version of the guidelines published a 
decade earlier and takes account of the 
advances in knowledge that have occurred 
in various areas of investigation and 
management. The task force did a 
systematic review of the recent literature 
and based its opinions and 
recommendations on the “U.S.P.S.T.F.” 
grading system. One striking feature is, 
however, the relative paucity of 
prospective, randomized controlled trials in 
this disease. The revised guidelines of the 
ATA taskforce place particular emphasis 
on diagnostic evaluation and follow-up of 
palpable and non palpable thyroid nodules 
(incidentalomas), and in particular the role 
of fine needle aspiration cytology, as well 
as indications for surgery. For DTC, the 
document reviews the evidence for the 
most appropriate initial management, 
insisting on the quality of surgical 
resection for the best final outcome and the 
crucial role of an accurate postoperative 
staging. The document discusses how to 
deal with postoperative thyroid remnants 

and the role of radioiodine ablation. The 
document also discusses the long-term 
management of patients operated for DTC, 
with the importance of serum TG 
measurements (under l-T4 suppression and 
after stimulation by recombinant human 
TSH), the use of cervical ultrasonography 
in the follow-up, and the role of thyroxine 
suppression in relation with outcome. The 
document discusses the more difficult issue 
of how to manage recurrences and loco-
regional or distant metastases. The 
guidelines present three algorithms, 
respectively for remnant ablation 1-3 
months after surgery, follow-up 6-12 
months after remnant ablation, and long-
term follow-up 12 months or more after 
remnant ablation. Finally, the task force 
envisages some directions for future 
research, for instance for new therapies 
with oncogene inhibitors, modulators of 
apoptosis, angiogenesis inhibitors, 
immuno-modulators, gene therapy.  
Reprints of this highly important document 
can be obtained by contacting directly the 
administrative office of the ATA at: 
bsmith@thyroid.org.  
(Daniel Glinoer MD, PhD) 
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