Editorial
‘Epidemic’ of Thyroid Cancer: Epidemic of Diagnosis
Thyroid cancer is the most common endocrine cancer and accounts for about 1% of all
cancers. The incidence has been rising for last few decades all over the world except
Africa and the rise in some countries has been of epidemic proportions. In Singapore,
the incidence has increased by about 225% between the time periods of 2000 and 2014
(unpublished data). The increase has been seen in both men and women.1 Women especially
in earlier age continue to have an increased incidence of thyroid cancer. This has been attri
buted to improved access to healthcare due to events related to menopause and reproduction.2
Current evidence shows that the increased incidence of thyroid cancers is seen predomi
nantly in the papillary subtype, with no increase seen in other subtypes, such as follicular
cancer, anaplastic and poorly differentiated cancer, and medullary cancer. The increase has been prominent in smaller
size tumors (less than 4 cm), and more than 50% are of the micropapillary type.3 However, there has been an increase
in larger sized cancers and advanced stage disease as well which can hardly be explained with increased screening
and detection.4 Despite the increasing incidence of thyroid cancer, the effect on mortality has not changed; and has
been stable over the last few decades.
What are the factors that have led to the increased incidence of papillary thyroid cancers? There is no doubt that
more cancers are being detected with increased detection with the overzealous use of ultrasound. A good example
is that of the thyroid cancer epidemic seen in Korea where there was a strong correlation between the propor
tions of the population screened in a region in 2008 and 2009 and the regional incidence of thyroid cancer in 2009.5
The increasing use of computed tomography (CT) has also contributed to some increase and treatment of smaller
cancers. The more liberal use of CT will further inflate the incidence of thyroid cancer possibly as a result of radia
tion exposure.6 Other factors that may also have contributed to the increased papillary over follicular thyroid cancer
include iodine prophylaxis and increased incidence of BRAF mutations over the decades.7
What is effect of the clinical and economic burden as a result of increased incidence of thyroid cancer? Total
thyroidectomy is not without its risks especially permanent hypoparathyroidism and vocal cord paralysis. Added
to that is the need for life-long thyroxine, associated problems of physiological suppression and the morbidity of
cardiovascular and bone-related problems.8 Recent data have suggested that such a rapid increase in thyroid cancer
for the next 10 years in the US would cost an estimated $18 to 20 billion.9 The diagnosis of cancer is associated with
a 2.5-fold increase in bankruptcy in the US and, therefore, the increasing incidence and treatment may carry many
more risks.10 What about the medicolegal risks? So far, increase in thyroidectomy has not translated to increased
litigation,11 but this is something that may need monitoring in the future.
Therefore, should we be treating the micropapillary and small thyroid cancers less aggressively? Evidence from
Japan and Memorial Sloan-Kettering Cancer Center has shown that only a small proportion (8%) of the cancers pro
gressed and developed lymph node metastasis over a median of 5 years.12 Mortality from thyroid cancer is anyway
low, with effective postoperative treatment modalities like radioiodine ablation that prevents tumor recurrence
and mortality. One needs to find a compromise between over diagnosis and beneficial early screening. Perhaps as
Cronan suggested in his editorial, it should be time to turn of ultrasound machines for screening13 and focus on the
cancers that pose the biggest risk to patients.
To summarize, the epidemiology of thyroid cancer is not an epidemic of disease but an epidemic of diagnosis.14
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