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Abstract

Introduction: The purpose of this study was to evaluate the added value of
follow-up fluorodeoxyglucose positron emission tomography/computed
tomography (FDG PET/CT) to clinical assessment and predicting survival
outcome in patients with differentiated thyroid cancers.
Methods: This is an institutional review board approved, retrospective study of
202 biopsy-proven thyroid cancer patients at a single tertiary centre. A total
of 327 follow-up or surveillance PET/CT scans done 6 or more months from
initial treatment completion were included in this study. Median follow-up
from completion of primary treatment was 94 months (range, 6.17–534.1
months). Overall survival benefit was measured using Kaplan–Meier plots
with a Mantel–Cox log-rank test. Multivariate Cox regression model is pro-
vided with clinical covariates.
Results: Of the 327 PET/CT scans from 202 patients, 161 were positive and
166 as negative for recurrence or metastasis. A total of 23 patients died
during the study period. Patients with a positive PET/CT scan had shorter
overall survival than those who had a negative scan (P < 0.0001, hazard ratio
6.1 (3.0–14.3) ). In the context of clinical assessment, PET/CT identified
recurrence in 50% (25/50) of scans without prior clinical suspicion and ruled
out recurrence in 36.8% (102/277) of scans with prior clinical suspicion. In a
multivariate Cox regression model, factors associated with overall survival
were stage (P < 0.0001), time to scan (P = 0.0005) and PET/CT result
(P < 0.0001).
Conclusion: FDG PET/CT performed in follow-up more than 6 months from
primary treatment completion adds value to clinical judgment and a prog-
nostic marker of overall survival in thyroid cancer patients.
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Introduction

Thyroid cancer is one of the common endocrine malig-
nancies and has gained special importance because of
an observed increase in incidence over the last few
decades all over the world.1,2 This increase in incidence
has been attributed to papillary thyroid cancer.
However, the mortality of thyroid cancer has remained
the same.2 Thyroid cancers exhibit a range of histo-

logical variants, from the relatively less aggressive,
differentiated thyroid cancers to the less favourable,
aggressive, undifferentiated or anaplastic thyroid
cancers. The prognosis and outcome of thyroid cancers
vary across the different histological types. Papillary
and follicular thyroid cancers have a relatively good
prognosis with mortality rates less than 10%. However,
almost one-third of these patients exhibit disease
recurrence in their lifetime.3
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18F-fluorodeoxyglucose positron emission tomography/
computed tomography (18F-FDG PET/CT) has been found
to have an increasing impact in the staging and follow-
up of many human solid tumours, including thyroid
cancers.4–8 The role of FDG PET/CT has been established
in differentiated thyroid cancer (DTC) lesions with nega-
tive radioiodine (RAI) uptake and elevated serum
thyroglobulin (Tg).9,10 The American Thyroid Association
(ATA) has advised the use of FDG PET/CT in the locali-
sation of disease in patients with DTC who have elevated
Tg more than 10 ng/mL and a negative RAI whole body
study. A multidisciplinary expert panel convened by
the American Society of Clinical Oncology and the
Society of Nuclear Medicine has also recommended the
use of FDG PET/CT in the same context. However,
the panel has not advocated the use of FDG PET/CT in
the surveillance of these patients.11 There has been
considerable research evaluating the value of FDG
PET/CT in the follow-up of differentiated thyroid cancer
in the past.12–16

The objective of this study was to evaluate the prog-
nostic value of follow-up FDG PET/CT on overall survival
(OS) of patients with DTC and to estimate the added
value of FDG PET/CT for clinical assessment at the time
of the scan during follow-up.

Materials and methods

Eligible patients and follow-up

This was a retrospective study performed under a waiver
of informed consent approved by the Institutional
Review Board. The guidelines of the Health Insurance
Portability and Accountability Act were followed. All
patients treated for biopsy-proven DTC at a single ter-
tiary centre with one or more follow-up FDG PET/CT scan
performed at least 6 months from primary treatment
completion were included in the study. Between March
2001 and January 2013, a total of 202 thyroid cancer
patients met our study inclusion criteria providing a total
of 327 follow-up PET/CT scans (range, 1–6 per patient).
These scans were performed as part of clinical follow-up
of DTC patients with history of elevated Tg and a nega-
tive RAI scan on follow-up (Fig. 1) or at the time of
clinical concern for suspected recurrence by clinicians. All
patients were followed until death or censored on the last
day of follow-up at our institution. Median follow-up from
completion of primary treatment was 94 months (range,
6.17–534.1 months). Patient demographics, histology,
stage and other therapy details are summarised in
Tables 1 and 2.

Fig. 1. Positive follow-up PET/CT and outcome: anterior (a) and posterior (b) planar radioiodine scintigraphy, anterior maximum intensity projection(c), axial fused

PET/CT (d, e) images of a 50-year-old man with follicular thyroid cancer who underwent follow-up imaging 5 years after completion of treatment with elevated

thyroglobulin. The radioiodine scintigraphy images show a negative study, and the PET/CT study demonstrates increase FDG uptake within multiple pulmonary

nodules and the lamina of T12 vertebra, consistent with metastatic disease. Despite treatment, the disease progressed resulting in death 3 years after the study.
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Image analysis

Board certified nuclear medicine physicians interpreted
all PET/CT images at the time of study for clinical read-
ings. The clinical reports were retrospectively read and
categorised into positive, indeterminate and negative
studies by a nuclear medicine postdoctoral fellow. Posi-
tive studies clearly stated recurrence of primary disease
or evidence of FDG-avid metastasis. Indeterminate
studies did not confirm nor deny recurrence and their
impressions used language such as: ‘indeterminate’ or
‘cannot exclude recurrence’. Negative studies clearly
concluded no evidence of recurrence in the impression.
The first positive scan for recurrence was used in the
analysis of OS, and all subsequent scans were excluded
from the study. Follow-up studies were further grouped
based on routine surveillance or secondary to clinical
suspicion for recurrence or metastases. Last clinical note
of the requesting physician and the indication for the
study in the clinical report were analysed to establish
clinical suspicion, which was clearly stated as a concern
for recurrence or metastasis following positive patient
symptoms, positive physical exam, rising Tg in the
setting of a negative whole body iodine scan, or review

of a recent CT scan with suspicious findings. For routine
PET/CT scans, the scans were performed as part of
routine follow-up without a clear indication of disease or
recurrence or metastasis.

Outcome measures

The primary clinical endpoint of the analyses was OS,
which was defined as the time between follow-up FDG
PET/CT scan and death. For each patient, the date of the
PET/CT scan was recorded. Additionally, the date of
death was recorded from review of medical records and
a public registry of death (http://www.ancestry.com17).
Patients who were alive were censored at the time of last
clinic visit.

Results

Categorisation of PET/CT result

A total of 327 FDG PET/CT scans were obtained from 202
thyroid cancer patients (77 male, 125 female). Of these
patients, 93.6% (189/202) had one to three scans and
6.4% (13/202) had four to six scans. For clinical utility
purpose, the negative and indeterminate reports were
grouped as ‘negative for tumor recurrence or metastasis’
and positive reports were grouped as ‘positive for tumor
recurrence or metastasis’. PET/CT scans for recurrence
or metastasis were negative in 166 scans and positive in
161 scans. Of the negative scans, 49.4% (82/166) were
completed 6–48 months after treatment and 50.6% (84/
166) were completed greater than 48 months after
primary treatment completion. Of the positive scans,
53.4% (86/161) were completed 6–48 months after
primary treatment and 46.6% (75/161) were completed
greater than 48 months or more after primary treatment
completion.

Cox regression models and patient outcome

Age, gender, race, histology (papillary carcinoma vs.
follicular), stage (early stage defined as stage I or II vs.

Table 1. Characteristics of the 202 patients included in the study

Characteristic n (%)

Age (year)†

<40 64 (31.7)

40–65 104 (51.5)

>65 34 (16.8)

Sex

Female 125 (61.9)

Male 77 (38.1)

Race

White 163 (80.7)

Black/other 39 (19.3)

Histology

Papillary thyroid cancer (PTC) 184 (91.1)

Follicular thyroid cancer (FTC) 18 (8.9)

Stage

I 68 (33.7)

II 8 (4)

III 36 (17.8)

IV 26 (12.9)

Unknown 64 (31.7)

Treatment‡

Surgery 200 (99)

Radiation 11 (5.5)

Chemotherapy 0 (0.8)

RAI 194 (96)

PET/CT outcome

Negative 89 (44.1)

Positive 113 (55.9)

Died 23 (11.4)

†Mean ± SD, 49 ± 16.2 year. ‡Non-cumulative (i.e. patients could have

more than one treatment).

Table 2. Histopathology details of patients with available histopathology

reports (n = 99)

Histology No extrathyroidal

or lymphovascular

or perineural

invasion

Extrathyroidal and/or

lymphovascular

and/or perineural

invasion

n (%) n (%)

Papillary thyroid cancer

Conventional type 25 (12.4) 44 (21.8)

Tall cell variant 4 (2.0) 9 (4.5)

Hurthle cell/Oncocytic variant 2 (1.0) 1 (0.5)

Follicular variant 4 (2.0) 6 (3.0)

Foci of anaplastic carcinoma 2 (1.0)

Follicular thyroid cancer 2 (1.0)
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advanced stage, defined as stages III or IV), treatment
type (surgery vs. other), post-surgical RAI treatment
and PET/CT result (positive for tumour vs. negative for
tumour) were included in the univariate and multivariate
Cox regression models. Significant variables in the
univariate analysis included age, stage, time-to-scan
and PET/CT result. Only variables significant in the
univariate analysis were included in the multivariate Cox
model. When adjusting for these covariates, stage
(P < 0.0001), time-to-scan (P = 0.0005) and PET/CT
result (P < 0.0001) were the only variables significantly
associated with OS (Table 3). We also performed a hier-
archical regression analysis including the statistically sig-
nificant clinical variables from the univariate analysis in
the first step and then included PET/CT result in the
second step. There was statistically significant change in
the model statistics (Log likelihood 27.3 and chi-square
54.6 to Log likelihood 43.0 and χ2 86.0; P < 0.0001).

PET/CT result and Kaplan–Meier
survival analysis

Of the 327 studies included in this study, 161 were
positive for recurrence and 166 were negative. A total of
23 patients died during the study period: 21/23 (91.3%)
had at least one positive PET/CT scan and 2/23 (8.7%)
had all negative PET/CT scans (P < 0.0001). Of the 23
patients who died, 20 (87%) had papillary thyroid cancer
and three (13%) had follicular histopathology. The

Kaplan–Meier analysis based on PET/CT scan results
showed a significant difference in OS between those who
had a positive PET/CT scan and those who had a nega-
tive scan (log-rank, P < 0.0001, hazard ratio (HR) (95%
CI) = 6.1 (3.0–14.3) ) (Fig. 2). A similar subgroup
analysis demonstrated a significant difference in OS
between PET-positive and PET-negative groups in 168
scans completed between 6–48 months (log-rank,
P < 0.0001, HR (95% CI) = 7.8 (3.0–26.4) ) and in 159
scans completed after 48 months (log-rank, P = 0.0020,
HR (95% CI) = 3.7 (1.2–13.9) ), following primary
treatment completion (Fig. 3a,b). The study also dem-
onstrated a significant difference in OS between PET-
positive and PET-negative groups among patients with
advanced stage disease (III & IV) (log, rank,
P = 0.0001, HR [95% CI] = 5.6 (2.5–14.4). There was
no such significant difference in OS among patients with
early stage disease (Fig. 3c,d).

PET/CT results by clinical assessment

We evaluated the added value of FDG PET/CT to clinical
assessment in follow-up at the time of the PET/CT scan.
Of the 327 scans, 50 (15.3%) were obtained for routine
follow-up without clinical suspicion of recurrent disease
and 277 (84.7%) were obtained to evaluate for sus-
pected disease. In the context of clinical assessment,
PET/CT identified recurrence or metastasis in 50% (25/
50) of scans performed without prior clinical suspicion
and ruled out recurrence or metastasis in 36.8% (102/
277) of scans performed with prior clinical suspicion
(Fig. 4, Table 4).

Table 3. Cox regression analysis

Univariate Cox regression analysis

Estimate 95% CI P-value

Age 0.05 0.03, 0.07 <0.0001*

Gender −0.16 −0.47, 0.14 0.2865

Race 0.45 −0.004, 1.05 0.0521

Histology −0.42 −0.94, 0.30 0.2171

Stage <0.0001*

I–II −1.78 −2.99, −0.98

III–IV 1.21 0.70, 1.87

Treatment −9.0 −17421, 17403 0.5176

RAI −10.0 −18298, 18278 0.0886

Time to scan −0.01 −0.01, −0.002 0.0061*

Clinical suspicion 0.25 −0.15, 0.60 0.2069

PET positive −0.91 −1.33, −0.55 <0.0001*

Multivariate Cox regression analysis

Age 0.02 −0.001, 0.05 0.0585

Stage <0.0001*

I–II −1.77 −3.0, −0.88

III–IV 1.03 0.47, 1.73

Time to scan −0.001 −0.02, −0.61 0.0005*

PET positive −0.86 −1.40, −0.61 <0.0001*

*Significant variables. χ2: 86.0 (P < 0.0001); Log-likelihood: 43.0. Without

PET: χ2: 54.6 (P < 0.0001); Log-likelihood: 27.3.

Fig. 2. Kaplan–Meier survival plot for all scans (n = 327) in our study. OS

between scans with positive and scans with negative PET/CT for thyroid

tumour recurrence or metastasis differed significantly.
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Discussion

The objective of the study was to evaluate the prognostic
value of FDG PET/CT on OS of differentiated thyroid
cancer patients following completion of treatment per-
formed in the presence or absence of clinical suspicion
prior to the study more than 6 months from the com-
pletion of primary treatment. Our study showed that
PET/CT is a significant predictor of OS in patients with
thyroid cancer performed at any time after treatment
completion, especially in patients with advanced stage
cancers. In patients with early stage disease, there was

no such difference. Additionally, PET/CT identified recur-
rence or metastasis in 50.0% of scans performed without
prior clinical suspicion and ruled out recurrence or
metastasis in 36.8% of scans performed with prior clini-
cal suspicion.

In the follow-up of DTC, FDG PET/CT has a distinct role
in the follow-up of RAI negative thyroid cancer lesions
with an elevated Tg level and has an impact on treat-
ment planning and prognosis.10,15,16,18 Although there is
substantial literature supporting the use of FDG PET/CT
scan in patients with elevated Tg levels, there is no clear
mention of the optimal timing and frequency of PET/CT

Fig. 3. (a and b) Kaplan–Meier survival plots by time to scan. Overall survival for patients with scans performed 6–48 months after treatment (a) and scans

performed more than 48 months after treatment (b). OS differed significantly between positive and negative PET/CT scan results for thyroid tumour recurrence or

metastasis scans in patients with scans 6–48 months after treatment and in patients with scans more than 48 months post-treatment completion. (c and d)

Kaplan–Meier survival plots by stage: early vs. advanced. Scans were performed in patients with early stage (I & II) (a) or advanced stage (III & IV) (b) thyroid cancer.

OS differed significantly between patients with positive and negative PET/CT scan results for thyroid tumour recurrence or metastasis in patients with advanced

stage cancer only. No deaths occurred in the early stage patients with a negative PET/CT during the study period.
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studies in DTC.19–21 The ATA recommends a FDG PET/CT
to be considered when RAI scan does not identify per-
sistent disease. The indication for a PET/CT study seems
to be tailored to the clinical scenario and risk stratifica-
tion of the individual patient.22

In our study, PET/CT detected recurrent or metastatic
disease in 50.0% of scans performed without prior clini-
cal suspicion and excluded disease in 36.8% of scans
performed with prior clinical suspicion. In current
evidence-based clinical practice, a follow-up FDG PET is
performed in DTC patients with history of elevated Tg
with a negative RAI study with no evidence of recurrent
disease, in the follow-up of patients with history of
metastatic disease or in patients with invasive Hurthle
cell thyroid cancer (HTC).22 Among the 327 scans,
84.7% of the studies were obtained because of prior
clinical suspicion and 15.3% studies were obtained as
part of a routine follow-up. Although half of the PET/CT
studies performed without prior clinical suspicion were
positive, this could be the result of a high-risk group of
patients with disease identified earlier in the follow-up
period and patients continued to be on surveillance,
without symptoms or signs before the follow-up scans.
Considering the indications of PET/CT studies in the

evaluation of patients with differentiated thyroid cancer,
our observation of the indication for the studies is rel-
evant. The number of routine studies demonstrated
almost similar proportion with 43.7% studies requested
between 6 and 48 months following treatment, and
56.3% studies requested after 48 months. Similarly,
among the studies requested with prior clinical suspi-
cion, 51.1% studies were requested between 6 and 48
months after treatment completion, and 48.8% studies
were requested after 48 months of completion of treat-
ment. These observations show that a PET/CT study
performed with prior clinical suspicion is more likely to
be positive.

In patients with DTC, established common prognostic
factors are distant metastasis, incomplete surgical resec-
tion, tumour stage, vascular invasion, Hurthle cell his-
tology and male gender.23–27 Robbins et al.28 evaluated
the prognosis for metastatic thyroid carcinoma in 400
thyroid cancer patients and found that age and PET
result were strong predictors of survival in the multivari-
ate analysis. In the multivariate Cox regression analysis
in our study, we have observed that only stage, time-
to-scan and the PET result were significantly associated
with OS. Although tumour stage and PET results have
been demonstrated as significant factors in the above-
mentioned studies, time-to-scan has not been specifi-
cally evaluated as a significant factor in these. This can
be related to more aggressive disease leading to an early
PET scan in follow-up and detection of recurrence. Inclu-
sion of PET/CT result to the hierarchical regression
analysis in the second step to other significant covariates
revealed significant change in the survival prediction
model. This observation shows that the added effect of
PET/CT result for survival after all other significant clini-
cal covariates considered in the survival prediction
model.

We acknowledge limitations to the current study. This
a retrospective study and the errors of confounding are
not controlled as for prospective studies. The results of
the PET/CT studies were ascertained from the review of
the clinical reports, but the images were not reviewed.
The PET results included indeterminate results, the
cause of which we have not analysed. The cancer stage
was not reported in the electronic medical records of all
patients, and the effect of clinical stage on OS could have
been underestimated. We did not ascertain the histology

Fig. 4. Added value of PET/CT to clinical assessment. PET/CT was helpful in

excluding tumour in 36.8% (102/277) of scans ordered with clinical suspicion of

recurrence and identifying recurrence in 50% (25/50) of scans ordered with no

prior clinical suspicion.

Table 4. Clinical suspicion PET/CT results

PET/CT result Routine n (%) Clinical suspicion n (%) Total n (%) P-value

Positive 25 (7.7) 136 (41.6) 161 (49.2) P = 0.4726*

Negative 21 (6.4) 102 (31.2) 123 (37.6)

Indeterminate 4 (1.2) 39 (11.9) 43 (13.2)

Total 50 (15.3) 277 (84.7) 327 (100)

*Pearson χ2 test.
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of potential recurrences. Certain factors such as Tg dou-
bling time29 could not be included in the analyses
because of the time interval between the studies and the
tests in some patients.

Conclusion

FDG PET/CT performed in the follow-up more than 6
months from primary treatment completion is a prog-
nostic marker of OS in thyroid cancer patients, per-
formed at any time after treatment completion,
especially in patients with advanced stage disease
(stages III and IV). PET/CT also adds value to clinical
assessment by excluding recurrence or metastasis in
36.8% of patients suspected of disease and identifies
recurrence in 50% without prior clinical suspicion.

References

1. Pellegriti G, Frasca F, Regalbuto C, Squatrito S,
Vigneri R. Worldwide increasing incidence of
thyroid cancer: update on epidemiology and risk
factors. J Cancer Epidemiol 2013; 2013: 965212.
doi: 10.1155/2013/965212.

2. Davies L, Welch HG. Current thyroid cancer trends in
the United States. JAMA Otolaryngol Head Neck Surg
2014; 140: 317–22.

3. Grogan RH, Kaplan SP, Cao H et al. A study of
recurrence and death from papillary thyroid cancer
with 27 years of median follow-up. Surgery 2013;
154: 1436–46, discussion 46–7. [Research Support,
Non-U.S. Gov’t].

4. Subramaniam RM, Wilcox B, Aubry MC, Jett J,
Peller PJ. 18F-fluoro-2-deoxy-D-glucose positron
emission tomography and positron emission
tomography/computed tomography imaging of
malignant pleural mesothelioma. J Med Imaging
Radiat Oncol 2009; 53: 160–9, quiz 70.

5. Dibble EH, Karantanis D, Mercier G, Peller PJ, Kachnic
LA, Subramaniam RM. PET/CT of cancer patients:
part 1, pancreatic neoplasms. AJR Am J Roentgenol
2012; 199: 952–67.

6. Davison J, Mercier G, Russo G, Subramaniam RM.
PET-based primary tumor volumetric parameters and
survival of patients with non-small cell lung carcinoma.
AJR Am J Roentgenol 2013; 200: 635–40.

7. Paidpally V, Tahari AK, Lam S et al. Addition of 18F-
FDG PET/CT to clinical assessment predicts overall
survival in HNSCC: a retrospective analysis with
follow-up for 12 years. J Nucl Med 2013; 54: 2039–
45.

8. Antoniou AJ, Marcus C, Tahari AK, Wahl RL,
Subramaniam RM. Follow-up or surveillance 18F-FDG
PET/CT and survival outcome in lung cancer patients.
J Nucl Med 2014; 55: 1062–8.

9. Palaniswamy SS, Subramanyam P. Diagnostic utility
of PETCT in thyroid malignancies: an update. Ann
Nucl Med 2013; 27: 681–93.

10. Asa S, Aksoy SY, Vatankulu B et al. The role of
FDG-PET/CT in differentiated thyroid cancer patients
with negative iodine-131 whole-body scan and
elevated anti-Tg level. Ann Nucl Med 2014; 28:
970–79.

11. Fletcher JW, Djulbegovic B, Soares HP et al.
Recommendations on the use of 18F-FDG PET in
oncology. J Nucl Med 2008; 49: 480–508.

12. Caobelli F, Pizzocaro C, Guerra UP. Prognostic
significance of FDG PET/CT on the follow-up of
patients of differentiated thyroid carcinoma with
negative I131 whole-body scan and elevated
thyroglobulin levels. Clin Nucl Med 2013; 38: 196.

13. Marcus CS. Prognostic significance of FDG PET/CT on
the follow-up of patients of differentiated thyroid
carcinoma with negative I131 whole-body scan and
elevated thyroglobulin levels. Clin Nucl Med 2013;
38: 195.

14. Pachon-Garrudo VM, Cuenca-Cuenca JI,
Ruiz-Franco-Baux J et al. Value of the negative
PET-FDG in the middle term follow-up of
differentiated thyroid cancer in patients with negative
131 I-Na scan and elevated thyroglobulin serum
levels. Rev Esp Med Nucl Imagen Mol 2012; 31:
315–21.

15. Vural GU, Akkas BE, Ercakmak N, Basu S, Alavi A.
Prognostic significance of FDG PET/CT on the
follow-up of patients of differentiated thyroid
carcinoma with negative 131I whole-body scan and
elevated thyroglobulin levels: correlation with clinical
and histopathologic characteristics and long-term
follow-up data. Clin Nucl Med 2012; 37: 953–9.

16. Alzahrani AS, Abouzied ME, Salam SA et al. The role
of F-18-fluorodeoxyglucose positron emission
tomography in the postoperative evaluation of
differentiated thyroid cancer. Eur J Endocrinol 2008;
158: 683–9.

17. Ancestry. Birth, marriage, and death. [database on
the Internet] 2014. [Cited 25 Mar 2014.] Available
from URL: http://search.ancestry.com/
search/category.aspx?cat=34.

18. Pomerri F, Cervino AR, Al Bunni F, Evangelista L,
Muzzio PC. Therapeutic impact of (18)F-FDG PET/CT
in recurrent differentiated thyroid carcinoma. Radiol
Med 2014; 119: 97–102.

19. Bannas P, Derlin T, Groth M et al. Can
(18)F-FDG-PET/CT be generally recommended in
patients with differentiated thyroid carcinoma and
elevated thyroglobulin levels but negative I-131
whole body scan? Ann Nucl Med 2012; 26: 77–85.

20. Dong MJ, Liu ZF, Zhao K et al. Value of 18F-FDG-
PET/PET-CT in differentiated thyroid carcinoma with
radioiodine-negative whole-body scan: a meta-
analysis. Nucl Med Commun 2009; 30: 639–50.

21. Helal BO, Merlet P, Toubert ME et al. Clinical impact
of (18)F-FDG PET in thyroid carcinoma patients with
elevated thyroglobulin levels and negative (131)I
scanning results after therapy. J Nucl Med 2001; 42:
1464–9.

Follow-up PET/CT in thyroid cancer

© 2015 The Royal Australian and New Zealand College of Radiologists 287

http://search.ancestry.com/search/category.aspx?cat=34
http://search.ancestry.com/search/category.aspx?cat=34


22. Cooper DS, Doherty GM, Haugen BR et al. Revised
American Thyroid Association management guidelines
for patients with thyroid nodules and differentiated
thyroid cancer. Thyroid 2009; 19: 1167–214.
[Practice Guideline].

23. Mazurat A, Torroni A, Hendrickson-Rebizant J,
Benning H, Nason RW, Pathak KA. The age factor
in survival of a population cohort of well-
differentiated thyroid cancer. Endocr Connect 2013;
2: 154–60.

24. Duntas L, Grab-Duntas BM. Risk and prognostic
factors for differentiated thyroid cancer. Hell J Nucl
Med 2006; 9: 156–62. [Review].

25. de Melo TG, Zantut-Wittmann DE, Ficher E, da
Assumpcao LV. Factors related to mortality in
patients with papillary and follicular thyroid cancer in
long-term follow-up. J Endocrinol Invest 2014; 37:
1195–200.

26. Nilubol N, Zhang L, Kebebew E. Multivariate analysis
of the relationship between male sex, disease-specific
survival, and features of tumor aggressiveness in
thyroid cancer of follicular cell origin. Thyroid 2013;
23: 695–702.

27. Pryma DA, Schoder H, Gonen M, Robbins RJ, Larson
SM, Yeung HW. Diagnostic accuracy and prognostic
value of 18F-FDG PET in Hurthle cell thyroid cancer
patients. J Nucl Med 2006; 47: 1260–6.

28. Robbins RJ, Wan Q, Grewal RK et al. Real-time
prognosis for metastatic thyroid carcinoma based on
2-[18F]fluoro-2-deoxy-D-glucose-positron emission
tomography scanning. J Clin Endocrinol Metab 2006;
91: 498–505.

29. Pacini F, Sabra MM, Tuttle RM. Clinical relevance of
thyroglobulin doubling time in the management of
patients with differentiated thyroid cancer. Thyroid
2011; 21: 691–2.

C Marcus et al.

© 2015 The Royal Australian and New Zealand College of Radiologists288


