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I-131 therapy of differentiated thyroid cancer (DTC) was first
performed in 1943 [1]. Since then, seven decades have passed,
and the worth and efficacy of I-131 therapy in DTC treatment
has been proven time and again in several landmark studies [2,
3]. I-131 therapy has contributed to a normalization of life
expectancy in most DTC patients [4].

The aim of postoperative I-131 therapy, also called I-131 ab-
lation, was threefold: (1) to treat any remaining, unknown cancer
tissue in the thyroid remnant, lymph nodes or other locations and
so to (2) prevent recurrence. Furthermore, (3) the destruction of
any remaining healthy thyrocytes contributed to making follow-
up easier by making sure no non-cancerous source of the tumour
marker thyroglobulin would be available [5].

The recent 2015 edition of the American Thyroid
Association’s (ATA) guideline [6] on the diagnosis and treatment
of thyroid nodules and differentiated thyroid cancer proposed to
formally reclassify the indications for post-operative I-131 treat-
ment into three categories: (1) therapy (known remaining DTC
tissue), (2) adjuvant therapy (high-risk of disease-relatedmorbid-
ity and morality) and (3) remnant ablation.

As discussed in our previous editorial [7], the recommen-
dations in the ATA 2015 guideline may be interpreted as gen-
erally advising against I-131 ablation. While all current guide-
lines, including the EANM one, concur in refraining from

ablation in patients with microcarcinoma (i.e., DTCwith stage
T1a without known lymph node or distant metastases) the
ATA guidelines, in contrast with the EANM procedure guide-
line for I-131 therapy of malignant thyroid disease [8], are
ambiguous towards post-operative I-131 therapy in most
non-microcarcinomas as well. This is best illustrated by the
Bconsider^ recommendation for postoperative I-131 treatment
either for ablation or as an adjuvant therapy in large groups of
low- and intermediate-risk patients - basically meaning that
the physician should follow his or her own instincts, gut feel-
ing, and experience to decide whether post-operative I-131
therapy would be necessary or not.

One would have expected this ambiguity, which was al-
ready present in the previous edition of the ATA guidelines,
to decrease with an increasing body of evidence. However, as
the study of Frangos, Iakovou et al. in this edition of the
European Journal of Nuclear Medicine and Molecular
Imaging shows, it has increased over time. Using the 2015
ATA guidelines [6], 42.0 % of the total patient population
was classified with a Bconsider^ indication^ for post-
operative I-131 therapy, whereas this was the case for
28.6 % using the 2009 ATA guidelines [9].

As stated previously, clear data that I-131 therapy is effec-
tive in this setting are ignored in the ATA 2015 guidelines and
recommendations against I-131 therapy are made essentially
without evidence to support said recommendations.
Unfortunately, the ATA guidelines on the management of
DTC are considered the standard of reference by many clini-
cians outside of the field of nuclear medicine throughout the
world. Considering that in many countries the influence of
nuclear medicine physicians on patient and treatment selection
is limited, this increasing ambivalence and ambiguity towards
I-131 therapy will inevitably lead to a reduction of the number
of patients referred for radioiodine treatment, which in turn will
likely lead to an increase in the number of recurrences and
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possibly even deaths from thyroid cancer. Furthermore, the
physicians seeking clarity on whether a patient requires I-131
therapy will be bitterly disappointed to find that the mainstay of
their patients will in fact have a Bpossible indication^.

Although based on the limited body of prospective evi-
dence, we have to agree that in some patients there might
indeed be little evidence for or against post-operative I-131
therapy, and we also believe that the current ATA-guidelines
for whatever medical or legal reasons are involved are too
ambiguous on this point and, therefore, in essence unusable
for everyday clinical practice.

Again, as also stated before [7], there is much that is new
and good in the 2015 American Thyroid Association manage-
ment guidelines for adult patients with thyroid nodules and
differentiated thyroid cancer. However, when it comes to nu-
clear medicine, the document appears to lack both knowledge
and substance, resulting in uncertainty and ambiguity. In this
sense the EANM’s own guidelines [8] on the subject are much
clearer and leave little room for doubt and insecurity.
Therefore, we can only encourage you, readers and col-
leagues, when in doubt to refer to this document rather than
the ATA 2015 guidelines.
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