
EN
DO

PE
RS

PE
CT

IV
ES 

®

  Volume 2, Issue 2, 2009

Department of Endocrine Neoplasia and Hormonal Disorders

N E W S L E T T E R

Table of Contents  

 
 

Thyroid Cancer Survivorship: An Overview  
Upcoming Events                                   
Cancer Survivorship, M. D. Anderson 
     Overview               
Dept of Endocrine Neoplasia & HD Ranked
     41st in Nation    
Notes from Endocrine Faculty Team                                  
Featuring the Thyroid Survivorship Clinic                                             
Introducing Our New Fellows                             
Health Profiles and Quality of Life of 518           
     Survivors of Thyroid Cancer - A Synopsis 
Clinical Trials                   
Thyroid Nodule Clinic

Page 1

Page 3

Page 4

Page 4
Page 5
Page 5

Page 6
Page 7
Page 8

Thyroid Cancer Survivorship:
An Overview

There has been a gradual 
appreciation that the life 
trajectory of individuals 
diagnosed and treated for 
cancer extends far beyond 
the often limited duration of 
active therapy. Indeed, both 

the national Coalition for Cancer Survivorship (NCCS) es-
tablished in 1986 and the Office of Cancer Survivorship 
(OCS) established in 1995 have served to highlight the 
importance of life after cancer treatment. For many ma-
lignancies, cancer is now considered a chronic condition 
with prolonged life expectancy occasionally punctuated 
by intervals of disease reactivation requiring treatment 
but also with need to monitor life-long for the detection 
and management of potential cancer-related late effects. 
Thyroid cancer exemplifies this biological profile better 
than most solid tumors; the Thyroid Cancer Survivors’ As-
sociation (Thyca) was established in 1995 to provide sup-
port and education for survivors of thyroid cancer, their 
families, and the providers who care for them. 
As an offshoot of this emphasis on health care after 
the acute cancer therapy period, cancer survivorship 
long-term clinics are emerging as an important mecha-
nism with which to focus on long-term surveillance for 
disease recurrence, detection and management of po-
tential treatment related complication and late effects 
including second malignancies as well as promotion of  
health.
The Thyroid Cancer Survivorship Clinic at M.D. Anderson 
Cancer was developed to provide an environment where 
thyroid cancer survivors can be  evaluated and their po-
tential sequelae of cancer and cancer therapy addressed. 
In addition, it can serve as an opportunity to develop ev-
idence-based guidelines for treatment goals and long-
term surveillance. 
Recent projections estimate that 1,479,350 new cancer 
cases  will occur in the United States during the year of 
2009; of these, 37,200 individuals will be diagnosed with 
thyroid carcinoma.1 The pool of thyroid cancer patients 
is expanding because of increasing incidence of the dis-

ease and improved survival of most patients with thyroid 
carcinoma.  The overall 10 year survival for patients with 
differentiated thyroid cancer approaches 90-95%2 mak-
ing this condition a very attractive survivorship model. 
There are no formally established guidelines to guide 
thyroid cancer survivors and their health caregivers and 
there is limited evidence-based information about their 
long term management needs, goals and targets. 

Sequelae of cancer therapy in thyroid cancer survivors: 
Thyroid cancer survivors are generally healthy individu-
als who lead a productive life after treatment. However, 
many survivors may face a wide range of long-lasting late 
effects of their disease in their near normal life span. An 
earlier report from  the University of Texas M. D. Ander-
son Cancer Center (UTMDACC) showed that two thirds 
of thyroid carcinoma survivors reported that their prior 
cancer history and treatments led to significant, lasting 
symptomatology such as fatigue.3 Similarly, reports from 
other institutions showed impaired quality of life in thy-
roid cancer survivors compared with controls indepen-
dent of TSH levels.4,5 Older and less educated patients 
were reported to have a more significant decrease in 
qualify of life.6 

Potential Surgical Complications: 
Surgery is the most important initial treatment of thyroid 
carcinoma. The disease burden at the initial diagnosis and 

Mouhammed Amir Habra, M.D., FACP, FACE, Assistant 
Professor, Department of Endocrine Neoplasia and Hor-
monal Disorders

(Habra, continued on Page  2)
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Upcoming Events
American Society for Bone 
and Mineral Research’s 
31st Annual Meeting, 
Sept 11-15, 2009, Denver, 
CO. (www.asbmr.org)

AACE Advances in Thy-
roid Cancer Management, 
October 16-17, 2009, Chi-
cago, IL. (www.aace.com).

80th Annual Meeting of 
the American Thyroid
Association, Sept. 23-27, 
2009. The Breakers Hotel, 
Palm Beach, FL. (http://
www.thyroid.org/ann_
mtg/2009_80th/index.html)

North American Neuro-
Endocrine Tumor Society 
Annual Conference
Diagnosis & Manage-
ment Strategies: A Mul-
tidisciplinary Approach
October 2-3, 2009
Charlotte Marriott City - 
Charlotte, North Carolina
(Additional information 
to be announced later)

ThyCa’s 12th Interna-
tional Thyroid Cancer 
Survivor’s Conference, 
Oct. 16-18, 2009. Boston, 
MA. (http://www.thyca.
org/ConfFlyer2009.pdf ) 

Third Annual Thyroid 
Neoplasms Confer-
ence, Oct. 21-24, 2009
El Dorado Hotel, 
Sante Fe, NM
(http://www.mdander-
son.org/conferences)

The Endocrine Society 
ENDO 2010, June 19-22, 
2010.  San Diego, CA.  
(www.endo-society.org)

Continued on page 3

(Habra, continued from Page 1)
and the presence of lymph nodes determine 
the extent of initial surgical resection. Not 
surprisingly more extensive surgery will carry 
higher risk for unwanted side effects includ-
ing vocal cord paralysis, regional pain, and hy-
pocalcemia, among others. Fortunately, many 
of these complications tend to be transient 
however, some patients may experience long 
lasting complications. Hypoparathyroidism, 
in particular, requires continuous monitoring 
and medication adjustments as these patients 
need to maintain serum calcium level in a nar-
row range to avoid problems from hypocalce-
mia, hypercalciuria, or hypercalcemia. 

Potential Complications after radioactive io-
dine therapy: 
Radioactive iodine (RAI) is often used as an 
adjunct treatment in patients with differenti-
ated thyroid carcinoma and is very well tol-
erated in most cases. However, since salivary 
and lacrimal glands have iodine uptake trans-
porters, damage to these glands may occur 
after radioactive iodine leading to problems 
such as xerostomia, altered taste, dental car-
ries, salivary calculi, enlarged salivary glands, 
excessive tearing secondary to lacrimal duct 
obstruction.7-11 
The risk of secondary malignancies after radio-
active iodine is less well established, however, 
in a review of large cohort of thyroid cancer 
patients, the risk of second primary malignan-
cies in patients treated with radioactive iodine 
was increased in a dose dependent manner 
compared to the general population. The es-
timated increased risk was about 53 solid tu-
mors and 3 leukemia cases for each 10,000 
patients during 10 years of follow-up.12 Simi-
larly, in a recently published meta-analysis, 
those treated with radioactive iodine expe-
rienced an increased risk of 19% of develop-
ing a second primary malignancy compared 
to controls. The risk was significantly high for 
leukemia but contrary to previous reports, 
there was no significant increase reported in 
solid tumors including bladder, breast, central 
nervous system, gastrointestinal tract, lung, or 
melanoma.13 Such reports are  raising  aware-
ness regarding RAI potential toxicity and are 
creating the need to critically re-examine 
the clinical application of this very targeted 
and effective modality to optimize its use in 
patients with more extensive disease who 
are more likely to derive clinical benefit from 
radioactive iodine therapy while limiting the 
exposure of lower risk patients. Despite these 
recent reports, there are no specific recom-
mendations to screen thyroid cancer survivors 
differently from general population. 

Potential complications from thyroid hor-
mone suppression: 
Thyroid hormone replacement aims to replace 
thyroid hormone after thyroid ablation and to 
suppress TSH levels to reduce the risk of cancer 
recurrence. While most patients do well with 
thyroid hormone therapy, a group of patients 
have a poorly explained sense of chronic fa-
tigue despite seemingly appropriate thyroid 
hormone dosing; some patients continue to 
complain of fatigue well after the acute cancer 
treatment. It is still unknown if these patients 
have selective defect in thyroid hormone 
replacement at tissue level that was not re-
flected in their laboratory testing. Attempt to 
combine levothyroxine (T4) replacement with 
liothyronine (T3) has anecdotally helped alle-
viate improve the symptoms of some patients 
but it has been difficult to document objective 
clinical benefit in recently conducted clinical 
trials.  At the other end of the thyroid replace-
ment spectrum, some patients may develop 
hyperthyroid symptoms associated with TSH 
suppressive therapy that could exacerbate 
other co-existing disorders such as post meno-
pausal hot flashes and anxiety disorders. 

Patients with differentiated thyroid carcinoma 
often received higher dose of thyroid hormone 
replacement to suppress TSH production. While 
TSH suppression improves long term outcome 
in patients with advanced differentiated thy-
roid carcinoma, the benefit of this practice is 
less clear in patients with more limited disease. 
Long term thyroid hormone suppression can 
be an additional source of co-morbidity. 
The incidence of atrial fibrillation is increased 
by 3-fold in patients over 60 years of age who 
have TSH less than 0.1 milli Unit/liter.14 Simi-
larly, subclinical hyperthyroidism is associated 
with left ventricular dysfunction, increased 
heart rate, and potentially increased risk for 
ischemic events. Short term studies that in-
clude a small number of patients with endog-
enous subclinical hyperthyroidism showed the 
restoration of normal sinus rhythm, normal 
heart rate and left ventricular mass after nor-
malizing TSH with medical therapy or radioac-
tive iodine. Still, there are no large randomized 
studies with long term follow up to verify these 
findings.15-18

Conflicting reports exist about the effects of 
subclinical hyperthyroidism on bone health. 
Reduced bone density in cortical bones was 
reported in some studies of women with sub-
clinical hyperthyroidism.19,20 A meta-analysis 
found reduced cortical bone density in post 
menopausal women with exogenous sub-
clinical hyperthyroidism compared to controls 
while premenopausal women and men did not 
have significant decline in bone density.21,22 
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(Habra, continued from page 2)

Some literature suggest that estrogen and calcium supplementa-
tion could ameliorate the effect of TSH suppression on bone loss.
Long term thyroid hormone suppression (> 6 years) in women with 
differentiated thyroid carcinoma reduced the efficacy of bisphos-
phonate therapy compared with control or women who had thy-
roid hormone suppression for shorter period (3 years).23

Summary: 
Thyroid cancer survivors enjoy long life expectancy but may expe-

rience life long complications attributable to surgery, radioactive 
iodine, or thyroid hormone suppression. These potential complica-
tions increases over time as the active initial cancer therapy is com-
pleted and the acute threat of the malignancy ebbs. Accordingly, a 
comprehensive examination of individuals treated for thyroid can-
cer should be undertaken as soon as possible to detect and correct 
problems and to improve quality of life in these patients.  

For a full list of references, please contact  Charles Stava, at cstava@
mdanderson.org.

Cancer Survivorship - M. D. Anderson Overview

The outlook continues to get better for people with cancer. On 
the strength of public awareness and early detection, and im-
proved forms of treatment, for many patients cancer has evolved 
from an often-fatal disease to a treatable or chronic condition. 

Today, two-thirds of cancer patients can expect to live five 
years or longer. There are more than 11 million survivors in the 
United States and an estimated 22.4 million world.

Who are cancer survivors?  The National Cancer defines a sur-
vivor as anyone who has been diagnosed with cancer, from the 
time of diagnosis and treatment through the remaining years of 
life. The definition has been expanded to include people who 
have been affected by the diagnosis, such as family members 
and caregivers.

Within this definition are stages or phases of survivorship:
•	 Living	with	cancer	refers	to	the	experience	of	receiving	

a cancer diagnosis and any treatment that may follow 
•	 Living	through	cancer	is	the	period	following	treatment	

in which the risk of cancer recurring is relatively high 
•	 Living	 beyond	 cancer	 refers	 to	 post-treatment	 and	

long-term survivorship
Why is this important? As many survivors have learned, recov-

ery is not always the end of the cancer experience. Even years 
after successful treatment, cancer recurrence is a possibility. 
Cancer therapies can leave health issues that require lifelong 
monitoring. Finally, recovering from the emotional, social, and 
economical trauma of cancer can take longer than recuperating 
from treatment.

To meet the needs of this growing population of long-term 
survivors, M. D. Anderson is developing survivorship as a distinct 
phase of the cancer care continuum. The Breast Cancer Survi-
vorship and the Life After Cancer Care Clinics served as models 
for M. D. Anderson’s clinical survivorship plan.  These innovative 

efforts focused on the ongoing health and well-being of survi-
vors not only disease surveillance, but by proactively addressing 
their medical and psychosocial needs in areas like osteoporosis, 
lymphedema and sexuality.  Similarly, more than 1,400 young 
survivors have taken advantage of M. D. Anderson’s Pediatric 
Long-Term Follow-Up Clinic, which helps young people transi-
tion to adult life.

The mission of M. D. Anderson’s Cancer Survivorship Program is 
to address the outcomes of cancer and its therapy, and improve 
cancer survivors’ health and quality of life through integrated 
programs in patient care, research, prevention, and education.

The cancer center is building and expanding the existing fam-
ily of clinical, research, educational, and mission areas that will, 
above all, serve the needs of cancer survivors and, secondly, 
provide a model for similar efforts around the nation and the 
world.

Building on the platform of M. D. Anderson’s multidisciplinary 
patient–centered  model of care, in which every patient benefits 
from a diverse team of cancer specialists, long-term survivor-
ship care is  designed and coordinated by a multidisciplinary 
team along the distinct “domains” of  – disease surveillance, 
cancer risk reduction,  screening for second cancers, late effects 
monitoring/ management, and quality of life. A component of 
this care includes provision of a comprehensive care summary 
and follow-up plan of care.   M. D. Anderson’s “Passport Plan for 
Health” is an electronic tool designed for the survivors and their 
community providers to communicate the survivor’s treatment 
history, follow-up plan of care along the survivorship domains.

M.D. Anderson’s Survivorship model is in the pilot phase for 
Genitourinary, Gynecologic, and Endocrine (Thyroid) cancer pa-
tients who have completed cancer treatment at M. D. Anderson.

Fran Zandastra, RN, MBA, OCN,  Director, M.D. Anderson Cancer Center Cancer Survivorship    
       Program
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Notes from the Endocrine Faculty Team

Publications:

Waguespack SG. A perspective from pediatric endocrinology 
on the hereditary medullary thyroid carcinoma syndromes. Thy-
roid. 2009 Jun;19(6):543-6. 
Ying AK, Huh W, Bottomley S, Evans DB, Waguespack SG. Thy-
roid cancer in young adults. Seminars in Oncology. 2009 Jun; 
36(3):258-74.  
Schlumberger MJ, Elisei R, Bastholt L, Wirth LJ, Martins RG, Loca-
ti LD, Jarzab B, Pacini F, Daumerie C, Droz JP, Eschenberg MJ, Sun 
YN, Juan T, Stepan DE, Sherman SI. Phase II Study of Safety and 
Efficacy of Motesanib in Patients with Progressive or Symptom-
atic, Advanced, or Metastatic Medullary Thyroid Cancer. Journal 
of Clinical Oncology. 2009 June 29 [Epub ahead of print].
Sherman SI, Molecularly Targeted Therapies for Thyroid Can-
cers. Endocrine Practice. 2009 June 22:1-27 [Epub ahead of 
print].
Shin SH, Holmes H, Jimenez C, Kee SS, Potylchansky E, Lee JE, 
Evans DB, Perrier N. Outpatient minimally invasive parathyroi-
dectomy is safe for elderly patients. Journal of American Col-
lege of Surgeons. 2009 Jun;206(6):1071-6.
Stava CJ, Jimenez C, Hu MI, Vassilopoulou-Sellin R. Skeletal 
Sequelae of cancer and cancer treatment. Journal of Cancer 
Survivorship. 2009 Jun;3(2):75-88.
Cheung HC, Hai T, Zhu W, Baggerly KA, Tsavachidis S, Krahe R, 

Cote GJ. Splicing factors PTBP1 and PTBP2 promote prolifera-
tion and migration of glioma cell lines. Brain. 2009 Jun 8. [Epub 
ahead of print].
Ye L, Santarpia L, Gagel RF. Targeted Therapy for Endocrine 
Cancer: The Medullary Thyroid Carcinoma Paradigm. Endocrine 
Practice. 2009 Jun 22:1-24
Santarpia L, Ye L, Gagel RF, Beyond RET: potential therapeutic 
approaches for advanced and metastatic medullary thyroid car-
cinoma. Journal of Internal Medicine. 2009 Jul:266(2):99-113. 
Santarpia L, Sherman SI, Marabotti A, CLayman GL, El-Naggar 
AK. Detection and molecular characterization of a novel BRAF 
activated domain mutation in follicular variant of papillary thy-
roid carcinoma. Human Pathology. 2009 Jun;40(6):827-33. 
American Thyroid Association Guidelines Task Force, Kloos RT, 
Eng C, Evans DB, Francis GL, Gagel RF, Gharib H, Moley JF, Pacini 
F, Ringel MD, Schlumberger M, Wells SA Jr. Medullary thyroid 
cancer: management guidelines of the American Thyroid Asso-
ciation. Thyroid. 2009 Jun;19(6):565-612.
Smith GL, Smith BD, Garden AS, Rosenthal DI, Sherman SI, Mor-
rison WH, Schwartz DL, Weber RS, Buchholz TA. Hypothyroidism 
in older patients with head and neck cancer after treatment 
with radiation: a population-based study. Head Neck 2009 
Aug;31(8):1031-8. 

Honors and Recognition:

Robert F. Gagel, MD and Steven I. Sherman, MD were recently 
elected to the position of Chairman and Treasurer, respectively, of 
the International Thyroid Oncology Group, based in St. Louis, MO.  
They both currently serve on the Medical Advisory Council of Thy-
roid Cancer Survivors Association, Inc.

Maria E Cabanillas, MD, joined the Department of Endocrine Neo-
plasia and Hormonal Disorders as an assistant professor on August 
3, 2009. She previously worked with Dr. Sherman as a postdoctoral 
fellow for one year. More details and a bio-sketch on Dr. Cabanillas 
will be featured in the next newsletter issue.

Dept. of Endocrine Neoplasia & HD Ranked 41st in Nation!

M. D. Anderson Cancer Center has once again ranked No. 1 in cancer care in U.S. News & 
World Report’s “America’s Best Hospitals” annual survey.  The institution has achieved the top 
ranking six of the last eight years, and it has been either first or second in cancer care every 
year since the survey’s inception in 1990. 

Several M. D. Anderson sub-specialties also are ranked among the best in the nation: 
•	 Ear	Nose	and	Throat	-	No.	2
•	 Urology	-	No.	9
•	 Gynecology	-	No.	12
•	 Digestive	Disorders	-	No.	23
•	 Diabetes	and	Endocrine	Disorders	-	No.	41

In a separate survey of pediatric hospitals published by U.S. News & World Report in June, 
our Children’s Cancer Hospital was ranked No. 13 in the nation.  This also was the first time 
that the Department of Endocrine and Hormonal Disorders was recognized in the survey.

“Given the narrow focus of our work, and the relatively high morbidity and mortality of the 
cancer patient population in which we specialize, to be ranked this high is very special.  In fact, 
although we ranked #41 overall, our 8.6% ‘reputation score’ (percentage of endocrinologists 
in the last 3 years who recommended us for ‘challenging cases’) was #13 in the nation” said 
Steven I. Sherman, MD., chair, Dept. of Endocrine Neoplasia and Hormonal Disorders.

Rankings are based on a reputation survey of board-certified hematologists and oncologists 
around the nation, nurse-to-patient ratios and Magnet Status, some patient outcomes data, 
and several advanced technologies and services available to patients and the community. 
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Featuring the Thyroid Survivorship Clinic

Sherrie Flores, RNC, WHNP, ANP-C,  Dept of Endocrine Neoplasia and Hormonal Disorders

In order to serve better former patients who were successfully 
treated for thyroid cancer at M. D. Anderson Cancer Center, the 
Thyroid Survivorship Clinic was officially launched on January 30, 
2009 in the Endocrine Center. The clinic sees patients on Mon-
days, Wednesdays, and Fridays. The primary physician is Dr. Mou-
hammed A. Habra and the mid–level provider is Sherrie Flores, 
RNC, WHNP, ANP-C.  They each bring a wealth of knowledge on 
survivorship issues.
The mission of the Thyroid Cancer Survivorship Clinic is to foster 
the surveillance of patients for recurrence of their disease, while 
monitoring for and addressing any late effects related to thyroid 
cancer and its therapies. 
The guidelines for transitioning patients to long-term surveil-
lance were established within the department based on overall 
endocrinologist experience and literature reviews. The clinic is 
utilized by survivors referred from within our department and 
plans are currently underway to accept outside referrals in the 
near future.  Patients with no symptoms of recurrence or minimal 
evidence of disease between one to five years since the date of 
their last therapy are eligible to be seen in the clinic, contingent 

upon their disease stage.
The concept for the survivorship population is to focus on survi-
vors’ quality of life and wellness rather than illnesses as they move 
forward and away from their disease. Besides being seen by Dr. 
Habra and Sherrie Flores, each patient at the Survivorship Clinic 
also has a consultation with a social worker and a dietitian. The 
patient is screened based on the CDC guidelines matched for age, 
and his/her recent medical history such as bone health, mammo-
grams, pap smears, prostate health, cholesterol screening, den-
tal reports, cardiovascular health, and colon health are carefully 
studied. Other late effects such as difficulty of swallowing, cardiac 
disorders, low bone mineral density, dry mouth, intestinal tear-
ing, dental complications, and fatigue are addressed.  Referrals 
to specialists are conducted whenever necessary to ensure the 
patient’s continued well-being and optimal quality of life. 
To better monitor the survivors’ continued well-being, a prospec-
tive database was created to assist in the research of specific is-
sues.  This database is being handled by Jeffrey Cui, Database 
Coordinator, of the Department of Endocrine Neoplasia and Hor-
monal Disorders.

Introducing Our New Fellows

Christina Michaelis, MD

Christina is a native of the Houston area 
and attended undergraduate studies at 
the University of Texas in Austin, before 
starting medical school at UT Southwest-
ern Medical School in Dallas.  She stayed 
at UT Southwestern for her residency in 
Internal Medicine.  While there, Christina 
participated in retrospective research on 

adrenal vein sampling, which prompted her to pursue a fellow-
ship in endocrinology.  She is in her second year of fellowship, 
doing research and clinical work with Dr. Steven Sherman, where 
she currently works on a research protocol attempting to detect 
circulating thyroid tumor cells in patients with thyroid cancer, as 
well as updating a multi-institutional thyroid cancer database.  
After she completes her fellowship, she would like to focus most-
ly in clinical practice, likely in the Houston area.  Aside from her 
academic and clinical interests, she enjoys playing tennis and 
reading, and is a member of a monthly book club.

Maryam Ijaz Khan, MD 

Maryam grew up in Gujranwala, Pakistan 
and went to King Edward Medical School 
in Lahore, Pakistan. She completed her 
residency training in Internal Medicine at 
Barnes-Jewish Hospital Washington Uni-
versity in St. Louis from 2004-2007. After 
residency, she worked as a hospitalist at 

Memorial Hermann Hospital in The Woodlands for a year before 
joining the Endocrine Fellowship in June 2008. She thoroughly 
enjoyed her rotation during her first clinical year at M.D. Ander-
son where she was fascinated by the unique patient popula-
tion that are seen here every day. Currently, she is working with 
Dr. Waguespack on pituitary disorders, working on a database 
for post-transsphenoidal surgery patients, and participating in 
clinical trials for patients with acromegaly.

Online Referrals:
M. D. Anderson has created an online referral process, myMDAnderson, to help you get your patient into 
M. D. Anderson as quickly as possible. You can use myMDAnderson to follow the treatment your patients 
receive by viewing transcribed reports and accessing your patients’ schedules. To qualify for this free 
service, you must be a licensed, practicing physician.  To start a referral through myMDAnderson, please 
access this portal:   https://my.mdanderson.org/public/physicians/user/

Telephone Referrals:
Physician to Physician referrals to the Dept. of Endocrine Neoplasia and H.D., please call 713-792-2841. 
To speak to a New Patient Referral Coordinator, please call 713-563-4400.
For Pediatric Referrals (patients less than 18 years of age), please call 713-792-5410

Wish to refer a patient to M. D. Anderson?
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While thyroid cancer is among the few types of cancers that 
have increased in incidence over the last several years, it usually 
comes with favorable prognosis.  Comprising a vast majority of 
thyroid cancer cases, differentiated thyroid cancer (DTC) can 
represent either papillary or follicular thyroid carcinoma; up to 
90% of patients with DTC can become permanently cured and 
live a near-normal life expectancy.  Treatment for DTC usually 
involves multimodality interventions and permanent thyroid 
hormone replacement.  Exposure to these treatment regimens 
can leave survivors with unwanted health effects that may lin-
ger for many years.  Unfortunately survivors of thyroid cancer 
are one of the most under-researched populations of cancer 
survivors. To this date there are extremely few published stud-
ies that record the lasting effects of thyroid cancer and its treat-
ment on adult survivors.  One of these publications include the 
article, Health Profiles and Quality of Life of 518 Survivors of 
Thyroid Cancer, written by members of University of Texas M. 
D. Anderson Cancer Center’s Life After Cancer Care team, and 
published in the May 2003 issue of Head & Neck journal.  This 
article will recap the major points of the publication. 
In order to better understand the long term health effects of 
cancer survivors, the Life After Cancer Care Program (LACC) 
developed a survey that was mailed to over 12,000 survivors 
who were treated at M. D. Anderson and no longer required 
treatment for cancer. The survey was also made available on 
the LACC’s website.  These surveys contained over 20 questions 
pertinent to the survivor’s health and quality of life.  One of the 
questions included a checklist that permitted the participant to 
indicate which of the health effects he or she was experiencing 
or experienced since the completion of treatment.  Over 7,000 
surveys were returned and 518 (7%) were from survivors of thy-
roid cancer. 
The survey results were analyzed using Statistics for Windows 
(version 7.0) software program.  Frequency distribution and 
histograms were used to analytically distribute the responses. 
Descriptive statistics, including percentages, means, standard 
deviations, and ranges were also used to summarize the infor-
mation gleaned from the survey. 

Results
Out of 518 thyroid survivors who responded to the survey, 426 
(82.2%) were women and 92 (17.8%) were men.  The mean age 
at diagnosis was 37.6 + 11.6 years and that was independent of 
ethnicity. The men were significantly older than women than 
the women (43.8 + 12.6 vs. 36.6 + 11.0 years, respectively, P < 
.0001). 
The mean interval between the time of cancer diagnosis and 
the response to the survey was 11.0 + 12.5 years, and there was 
no significant difference found amongst gender or racial/ethnic 
groups. Figure 1 shows the distribution of the survivors’ time 
from diagnosis to the time of survey.  Most survivors were diag-
nosed between 3 to 10 years prior to the time of the survey. 

Figure 1.  Time from diagnosis in years.

The survey included the question ‘has cancer affected your over-
all health’ and 334 (64.5%) thyroid cancer survivors responded 
yes.  Significantly more women responded affirmatively than 
did men (67% vs. 54%, P = .03). For those who reported that 
their health was affected by cancer, we looked at the treatment 
options that they indicated on the survey.  Survivors who were 
treated with radiation were significantly more likely to report 
that cancer had affected their health than those who were not 
treated with radiation (70.5% vs. 39.6%, P = .0001). 
The checklist on the survey listed 22 specific health effects that 
the survivors were given the opportunity to indicate which they 
had experienced or were still experiencing since completion of 
treatment.  We chose to categorize these effects into 9 systems 
as shown on Table 1.  The most frequently reported health ef-
fects were neurologic (38.2%) and the least frequently, pulmo-
nary problems, (5.2%).  The most specific health effect reported 
was memory loss, which affected 18.1% of the participants. 
More men were likely to report neurologic effects (40.2% vs. 
37.8%), cardiovascular effects (13.0% vs. 10.8%), genitourinary 
(8.7% vs. 5.6%), and pulmonary effects (8.7% vs. 4.5%) than 
women.  On the other hand, more women were likely than men 
to report musculoskeletal effects (16.9% vs. 12.0%), gastro-
intestinal effects (11.5% vs. 4/3%), psychologic effects (12.7% 
vs. 6.5%), endocrinologic effects (9.2% vs. 3.3%), and integu-
mentary effects (6.6% vs. 5.4%). 

Health Profiles and Quality of Life of 518 Survivors of Thyroid Cancer 
– A Synopsis

Charles J. Stava, MHSA,  Dept of Endocrine Neoplasia and Hormonal Disorders

Table 1. Major system health effects by gender.
Major system  Women          Men 
                            N           %      N        %
Neurologic           161        37.8   37 40.2
Cardiovascular            46         10.8   12 13.0
Musculoskeletal         71         16.9                  11  12.0
Gastrointestinal         49         11.5     4 4.3
Genitourinary            24           5.6     8 8.7
Endocrinologic           39           9.2     3 3.3
Integumentary            28           6.6     5 5.4
Pulmonary            19           4.5     8 8.7
Psychologic                 54         12.7     6 6.5
  Chi-square = 17.09, p < .05.

Continued on Page 7
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Phase II trial of Sunitinib (SU11248) in Iodine-131 refractory, un-
resectable differentiated thyroid cancers and medullary thyroid 
cancers

The goal of this clinical research study is to learn if sunitinib can 
help control thyroid cancer that has spread outside the thyroid. 
The safety of this  drug will also be studied. Patients must have 
histologically or cytologically conformed papillary, follicular, or 
Hurthle cell carcinoma; or medullary thyroid carcinoma.  The 
patient’s disease must have progressed despite treatment with 
iodine-131 therapy or they cannot be candidates for iodine-131 
therapy, as well as their malignancy could not be removed by 
surgery.  They must have radiographically or biochemically mea-
surable disease, and cannot have received prior receptor tyrosine 
kinase inhibitors or external beam radiation to the tumor region.

For more information, please contact Cheryl Mize, Research Nurse, 
at 1-713-792-2841 for further information.

A multicenter, randomized, blinded study to assess safety and ef-
ficacy of pasireotide LAR vs. octreotide LAR in patients with ac-

tive acromegaly .

This goal of this clinical research study is to compare an investiga-
tional treatment for acromegaly against the standard treatment 
for acromegaly. Pasireotide long-acting release (LAR), which is 
also known as som230 LAR, will be compared against Sandosta-
tin® LAR (octreotide LAR). Researchers want to learn if pasireotide 
LAR can help to control acromegaly. The safety of pasireotide LAR 
will also be studied. 
This is open to patients with active acromegaly demonstrated by 
a lack of suppression of GH nadir to < 1 µg/L after an oral toler-
ance test with 75 g of glucose (OGTT) (not applicable for diabetic 
patients) or a mean GH concentration of a 5-point profile within a 2 
hour time period of > 5 µg/L AND an elevated circulating IGF-1 con-
centration (age and sex adjusted). Patients who received pasireotide 
(SOM230) prior to randomization or have had pituitary irradiation 
within the last 10 years may not be considered.

For more information, please contact Pat Degen, Research Nurse Su-
pervisor, at 1-713-792-2396. 

Clinical Trials

The association between time elapsed since the time of cancer 
diagnosis and the reported presence of health problems was 
significant (chi square = 50.87, P < .001) and is outlined in Table 
2. Neurologic, gastrointestinal, integumentary, and psycholog-
ic effects appeared to diminish with the passage of time from 
diagnosis, whereas cardiovascular, musculoskeletal, genitouri-
nary, endocrinologic, and pulmonary effects were shown to in-
crease with the increase in time. 

Table 2. Major system health effects by time from diagnosis.
Major system            <10 y       10-20 y              >20 y 
                                        N      %             N        %            N         % 
Neurologic         135      42.1      25 28.7 38     34.5
Cardiovascular           31       9.7        6   6.9 21     19.1
Musculoskeletal         37     11.5      14 16.1 32     29.1
Gastrointestinal         40     12.4           8   9.2 5         4.5
Genitourinary            13       4.0           5   5.7 14     12.7
Endocrinologic          20       6.2      11     12.6 11     10.0 
Integumentary           21       6.5        6 6.9 6         5.5
Pulmonary           12       3.7        9      10.3 6         5.5

We chose to compare some of the health conditions reported 
by our cohort of thyroid cancer survivors with that of a national 
prevalence database (NHIS). We focused on data for women.  
There was a significantly lower reported prevalence of arthritis 
and heart disease among thyroid cancer survivors than in the 
general population; however, there was a significantly higher 
rate of migraine headaches reported by the thyroid cancer sur-
vivors.  Table 3 summarizes the results. 

Table 3. Comparison of thyroid cancer survivors with the gen-
eral population with respect to occurrence of arthritis, heart 
disease, and migraine headaches.
Health National  Thyroid cancer  P-value                                 
condition          prevalence survivors
  (persons/1000) (persons/1000) 
Arthritis     
   Total         550           136         .00001
   <45 y          36                            68                           .05
Heart disease      
   Total                       269                            59                       .00001
   <45 y                        34                            43                             .5
Migraine headaches      
   Total                          24                          113        .00001

Discussion
DTC is an increasingly common disease with a generally excel-
lent prognosis, and survivors experience a near normal lifespan. 
Their treatment is usually limited to primary surgical resection 
of disease and radioisotope ablation of residual thyroid tissue 
or radioiodine-avid tumor deposits. 
The survivors of thyroid cancer who participated in the LACC 
survey reported a relatively fair quality of life.  However, this re-
port, however, indicated that the participants believe that their 
disease experience results in lasting health effects that are gen-
erally undesirable.  
Age and the passage of time seemed to affect the survivors’ per-
ceived impact of their cancer experience on their overall health 
and specific reported symptoms.  To some extent, the passage 
of time since diagnosis of DTC is associated with the aging of 
the survivors’ population, and the reported health effects re-
flect age rather than from cancer treatment.  However, we did 
notice that participants who had received some form of radia-
tion were almost twice as likely to report that their cancer had 
affected their overall health. 
Several limitations to this study must be outlined at the outset. 
It is a subset of a much large cohort, and the survey questions 
were not specific to thyroid cancer survivors. We had to assume 
that most of the respondents had DTC, because it is the most 
frequent form of thyroid cancer and has better survival progno-
sis than medullary or anaplastic thyroid cancer. In addition, we 
were not able to distinguish between those who received ra-
dioactive iodine from those who received radiotherapy, so they 
are both grouped together in our analysis, with the assumption 
that most had radioactive iodine. 
While mortality from DTC is low, it is apparent from this study 
that co-morbidity may be significantly more pronounced than 
generally appreciated.  There are no published studies that sys-
tematically investigated the long term health effects and qual-
ity of life issues in thyroid cancer survivors for us to compare our 
cohort of survivors with. 
Further studies will be needed to understand the extent and 
manner with which thyroid cancer and its treatment contrib-
utes to the health profile of this group.  Continued focus on the 
long-term effect of cancer therapy is important for cancer survi-
vors in general, and in particular, for this group of survivors with 
a near-normal life expectancy in general

Schultz PN, Stava C, Vassilopoulou-Sellin R. Health Profiles and Quality of 
life of 518 Survivors of Thyroid Cancer. Head & Neck. 2003 May; 25(5):349-
56.

Table 2. Major system health effects by time from diagnosis.
Major system            <10 y       10-20 y              >20 y 
                                        N      %             N        %            N         % 
Neurologic         135      42.1      25 28.7 38     34.5
Cardiovascular           31       9.7        6   6.9 21     19.1
Musculoskeletal         37     11.5      14 16.1 32     29.1
Gastrointestinal         40     12.4           8   9.2 5         4.5
Genitourinary            13       4.0           5   5.7 14     12.7
Endocrinologic          20       6.2      11     12.6 11     10.0 
Integumentary           21       6.5        6 6.9 6         5.5
Pulmonary           12       3.7        9      10.3 6         5.5

Table 3. Comparison of thyroid cancer survivors with the 
general population with respect to occurrence of arthritis, 
heart disease, and migraine headaches.
Health National  Thyroid cancer  P-value                                 
condition          prevalence survivors
  (persons/1000) (persons/1000) 
Arthritis     
   Total         550           136         .00001
   <45 y          36                            68                           .05
Heart disease      
   Total                       269                            59                       .00001
   <45 y                        34                            43                             .5
Migraine headaches      
   Total                          24                          113        .00001
   <45 y                        71                           130                        .004
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Do you need a Resource for a Suspicious Thyroid Nodule?

Thyroid nodules are fairly common, representing the most common endocrine problem in the 
United States, but effective evaluation is extremely important to rule out thyroid cancer.  

Dr. Naifa Busaidy, Director of the Thyroid Nodule Clinic at M. D. Anderson Cancer Center says, 
“The clinic serves as a resource for our physicians and all patients with thyroid nodules.  We 
want to be a part of your team in providing an exceptional experience for the community 
physician and their adult and pediatric patients.”  

Getting a rapid and accurate diagnosis in one place at one time for a patient anxious about 
whether or not they might have cancer, improves the experience for all those involved.  The 
experienced multidisciplinary team of endocrinologists, surgeons, mid-levels, cytopatholo-
gists radiologists and ultrasonographers at M. D. Anderson are here to help you.  We also have 
two pediatric endocrinologists who can evaluate pediatric patients of all ages. 

All patients receive within one day:
  - Consultation with a thyroid specialist

       - Thyroid ultrasound
       - Thyroid biopsy, if needed
        - Multidisciplinary conference to discuss treatment options, if needed.
   The Thyroid Nodule Clinic is located inside the Endocrine Center at M. D. Anderson Cancer Center at 1515 Holcombe in Houston, Texas.

                  For more information or to refer a patient for an appointment:
  New Patient Referral Coordinators: 713-563-4400,  and 713-792-5410 for patients under 18 years of age.
  Physician to Physician Referrals: 713-792-2841  
  Online Referrals: https://my.mdanderson.org/

Presenting the Thyroid Nodule Clinic


