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INTRODUCTION

Nowadays cancers are regarded as one of the most 
significant health problems around the world1, mea-
ning that  the number of involved person is rising2 
and they impose a major disease burden on the so-
ciety3. Thyroid cancer is the fifth most common can-
cer among the women4. It is worth to mention here 

that this cancer is one of the most common endocri-
ne diseases5 which has the most number of mortality 
rate compared to other subtypes of this cancer6.

The incidence rate of thyroid cancer shows a 
twofold increase from 1990 to 2013 in both sexes7. 
It is anticipated that approximately 57 thousand new 
cases of cancer will occur in 2017 in America and 
that this number would be 3.4% of all cancer inci-
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Abstract – Objective: Thyroid cancer is one of the most common endocrine cancers with high 
mortality rates compared to other cancers of this subtype. Further knowledge about the incidence 
and mortality of this disease and its geographical distribution are salient for early diagnosis and 
prevention of this cancer. Therefore, this study has been implemented with the aim of determining 
the incidence and mortality rate of thyroid cancer and its relationship with Human Development 
Index (HDI) in the world in 2012.

Materials and Methods: This is an ecological study conducted based on the data from GLO-
BOCAN project of World Health Organization (WHO) and HDI from World Bank. The correlation 
between standardized incidence rates (SIRs) and standardized mortality rates (SMRs) of thyroid 
cancer with HDI and its components was assessed with correlation coefficient by using SPSS 15.

Results: A total of 298102 incidences of and 39771 deaths from thyroid cancer were recorded 
in 2012 worldwide. The standardized incidence and death rate of thyroid cancer were 4 and 0.5 
per hundred thousand people, respectively. A positive correlation of 0.408 was seen between the 
standardized incidence rate of thyroid cancer and human development index. This association was 
statistically significant if p<0.001. In stark contrast, however a negative correlation of -0.309 was 
seen between the standardized mortality rates of thyroid cancer with Human Development Index. 
This correlation was statistically significant when p<0.001. 

Conclusions: The highest incidence rate of thyroid cancer occurs in very high HDI countries and 
the highest mortality rate occurs in low and average HDI countries. In order to reduce the incidence 
and mortality of thyroid cancer, further investigations are needed to prevent this disease.
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at http://globocan.iarc.fr/Default.aspx)30. Human 
Development Index (HDI) data were obtained by 
Human Development Report in 201331 including in-
formation about HDI and its components for every 
country in the word in 2012. Evaluation of the age-
specific incidence and mortality rates were obtained 
from global cancer project by international agency 
for previously published research on cancer1,30,32. 

In this study, the correlation bivariate method 
was applied for assessing the correlation between 
age-specific incidence and mortality rate (ASR) 
with Human Development Index (HDI) and its com-
ponents. 

Statistical Analysis

Statistical analyses were performed using SPSS 
(Version 15.0, SPSS Inc., Chicago, IL, USA). Sta-
tistical significance was assumed if p<0.05. All re-
ported p-values are two-sided.

RESULTS

The incidence rate of thyroid cancer

A total of 298102 thyroid cancer cases occurred in 
2012 worldwide: 66179 of them were men and 229923 
were women (Sex Ratio = 0.28). Among all of thyroid 
cancer population,147319 were in countries with a 
very high HDI, 54861 cases in countries with high 
HDI, 84613 in countries with medium HDI and 11188 
cases in countries with low HDI. Five countries which 
had the highest number of thyroid cancers were Ame-
rica with 52,126 cases, China with 46361 cases, Re-
public of Korea with 32992 cases, India with 13877 
cases and Brazil with 13904 cases. Five countries 
that had the remarkable rate of thyroid cancer in men 
were America with 13142 cases, China with 11269 
cases, the Republic of Korea with 5350 cases, India 
with 3960 cases and Italy with 2648 cases, respec-
tively. Five countries that had the highest number 
of thyroid cancer in women included America with 
38,984 cases, China with 35,092 cases, Republic of 
Korea with 27642 cases, Brazil with 11265 cases and 
Italy with 9944 cases.

Age-standardized incidence rate 
of thyroid cancer

The standardized incidence rate of thyroid cancer 
was four per hundred thousand people which was 
1.9 per hundred thousand people in men and 6.1 in 
women in the world. The standardized incidence 
rate of thyroid cancer in countries with very high 
HDI was 9.9 per hundred thousand people, 4.8 per 
hundred thousand people in countries with high 
HDI, 2.2 per hundred thousand people in countries 
with average HDI, and 1.3 per hundred thousand pe-
ople in countries with low HDI. 

dence cases actually8. This ascending trend already 
exists in every continent except Africa, may be due 
to inadequate detection9. Although the incidence 
and prevalence of thyroid cancer is increasing, the 
death rate remained stable at 1-2%  during 1973 to 
2002 due to early diagnosis and treatment10-13. 

Averagely, thyroid cancer is 3 to 4 times more 
common in women than men14,15 in all age groups. 
However, it is more common in people over 30 and 
its peak is after the fertility years in women; among 
men, it is more likely observable at about 45 to 49 
and 65 to 69 years old14,16. The incidence of this 
cancer is more than 2 times in developed countries 
compared to developing countries in both sexes17. 

The incidence rate of this cancer may be widely 
variable around the world due to potential causes, 
such as access to medical care, ethnical racial diffe-
rences, geographical and environmental variety in-
cluding excessive iodine or deficiency and exposure 
to radiation. This amount has been observed in par-
ticular regions such as Hawaii18-20. It is worth to point 
out that Gardner syndrome, familial adenomatous 
polyposis syndrome, Cowden syndrome, celiac dise-
ase, obesity and high levels of thyrotropin (TSH) are 
presented along with stimulating thyroid cancer cells 
growth and its metastasis as a mitogen21-24.

United Nations Development Program (UNDP) 
has applied the Human Development Index (HDI) 
for the first time in 1990 in order to measuring hu-
man development more comprehensively25. Arith-
metic HDI represents three indicators of life inclu-
ding expectancy at birth, access to knowledge and 
per capita income, which are used for investigating 
the status of illnesses and deaths between countri-
es26. As a matter of fact, this index is associated 
with the incidence and mortality rate of many can-
cers27-29. The knowledge about the incidence and 
mortality rate of thyroid cancer can be useful for 
health programs and research activities and consi-
dering the possible role of the HDI. This study has 
been performed with the aim of determining the in-
cidence and mortality rate of thyroid cancer and its 
relationship with development index and its compo-
nents worldwide in 2012.

MATERIALS AND METHODS

This is an ecologic study in the world for assessing 
the correlation between age-specific incidence and 
mortality rate (ASR) of thyroid cancer with Hu-
man Development Index (HDI) and its components 
that include: life expectancy at birth, mean years 
of schooling and gross national income (GNI) per 
capita. Data about the age-specific incidence and 
mortality rate (ASR) of countries for the year 2012 
were obtained from global cancer project (available 
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average HDI, and 0.9 per hundred thousand people 
in countries with low HDI. The highest standardi-
zed death rate of thyroid cancer were observed in 
Vanuatu with 4.6 per hundred thousand people, 
Papua New Guinea with 4.4 per hundred thousand 
people, Solomon Islands with 4.2 per hundred thou-
sand people, Ethiopia with 2.9 per hundred thousand 
people and Timor-Leste with 2.8 per thousand peo-
ple, respectively. Five countries that had the highest 
standardized mortality rate of thyroid cancer for 
men were Timor-Leste with 2.5 per hundred thou-
sand people, Ethiopia with 2.1 per hundred thousand 
people, New Caledonia with 2 per hundred thousand 
people, Eritrea with 1.9 per hundred thousand peo-
ple and Guam with 1.9 per hundred thousand peo-
ple, respectively. Besides, other countries that had 
the highest standardized death rate of thyroid can-
cer in female patients included Vanuatu with 7.9 per 
hundred thousand people, Solomon Islands with 7.3 
per hundred thousand people, Papua New Guinea 
with 6.6 per hundred thousand people, Ethiopia with 
3.5 per hundred thousand people and the State of 
Palestine with 3.3 per hundred thousand people.

The relationship between age-standardized 
incidence rate of thyroid cancer and human 
development index

There is statistically significant relationship (p=0.408) 
between the standardized incidence rate of thyroid 
cancer and human development index (p<0.001). 
Also, the positive correlation between components of 
human development index and the standardized inci-
dence rate of thyroid cancer was observed. 

A positive correlation was observed between the 
components of human development index and stan-
dardized incidence rate of thyroid cancer, as well as 
this correlation was 0.397  between the standardized 
mortality rate and life expectancy at birth (p<0.001), 
was 0.375  with mean of education years (p<0.001) 
and was 0.297 with income level per person of the 
population (p<0.001).  

The relationship between age-
standardized mortality rate of thyroid 
cancer and human development index

A negative correlation of -0.309 was observed 
between the standardized mortality rates of thyroid 
cancer with Human Development Index, which was 
statistically significant (p<0.001). Also, there was a 
negative correlation between the components of hu-
man development index and standardized mortality 
rate of thyroid cancer, as well as this negative corre-
lation was -0.149 between the standardized mortali-
ty rate and life expectancy at birth (p=0.054), was 
-0.342 with mean of education years (p<0.001) and 
was -0.230 with income level per person of the po-
pulation (p=0.003). 

Furthermore, the five countries that had the 
highest age-standardized incidence rate of thyroid 
cancer included: Republic of Korea with 52.8 per 
hundred thousand people, New Caledonia with 22.2 
per hundred thousand people, Puerto Rico with 16.1 
per hundred thousand people, French Polynesia 
with 15.2 per hundred thousand people, and United 
States of America with 13.2 per hundred thousand 
people, respectively. Other countries with highest 
age-standardized incidence rate of thyroid cancer 
for men included Republic of Korea with 17.3 per 
hundred thousand people, New Caledonia with 8.3 
per hundred thousand people, French Polynesia with 
6.8 per hundred thousand people, Italy with 6.7 per 
hundred thousand people, and the United States of 
America with 6.4 per hundred thousand people. 
The countries with the highest age-standardized 
incidence thyroid cancer for women included 
Republic of Korea with 88.6 per hundred thousand 
people, New Caledonia, with 35.8 per hundred 
thousand people, Puerto Rico with 25.4 per hundred 
thousand people, French Polynesia with 24 per 
hundred thousand people and Canada with 20.6 per 
hundred thousand people.

 
Number of deaths from thyroid cancer 
The number of 39771 deaths occurred from thyroid 
cancer worldwide in 2012: 12626 cases of them were 
men and 27145 cases were women (sex ratio=0.46). 
The number of cancer deaths in countries with very 
high HDI was 8620, 8214 in countries with high 
HDI, 16690 in countries with an average HDI, and 
5941 cases in countries with low HDI. Five countries 
that had the highest number of deaths from thyroid 
cancer included China with 5484 deaths, India with 
3290 deaths, Indonesia with 3103 deaths, Russia 
with 2020 deaths and America with 1965 cases. 
Five countries that had the most cases of death from 
thyroid cancer in men included China with 2272 
death cases, India with 953 deaths, Indonesia with 
920 deaths, America with 857 deaths and Japan 
with 593 deaths. Considering female patients, five 
countries that had the highest number of deaths 
from thyroid cancer were China with 3212 deaths, 
India with 2337 deaths, Indonesia with 2183 deaths, 
Russia with 1538 deaths and Japan with 1171 deaths.

Age-standardized mortality rate 
of thyroid cancer

Standardized death rate of thyroid cancer was 0.5 
per hundred thousand people in 2012 in the world: 
this amount was 0.3 in men, and 0.6 per hundred 
thousand people in women. Standardized mortality 
rate of thyroid cancer was 0.3 per hundred thousand 
people in countries with very high HDI, 0.7 per hun-
dred thousand people in countries with high HDI, 
0.5 per hundred thousand people in countries with 
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One of the aspects of the HDI is life expectancy 
at birth. In this study, it has a significant positive 
correlation with the standardized incidence rate of 
thyroid cancer and a negative significant correlation 
with mortality of that.  The results of another study 
found that life expectancy at birth is directly related 
to age-related diseases such as cancer. By developing 
the countries and eliminating other causes of morta-
lity and increased life expectancy, the incidence of 
cancer and other chronic diseases has increased due 
to people’s increased interacting time with related 
risk factors27. However, in relation to thyroid cancer 
mortality, it is noteworthy that aging is along with the 
cumulative incidence of dying from this cancer44. A 
study41 conducted in Germany showed that survival 
significantly reduces in patients older than 60 years.

Also in this study, a significant relationship has 
been observed between the standardized inciden-
ce rate and death from thyroid cancer and another 
component of the human development index (litera-
cy level or average years of education). The level of 
education had a positive and significant correlation 
with the incidence of this cancer and a significant ne-
gative correlation with mortality rate of that. A study 
in Switzerland showed that the incidence of thyroid 
cancer in people with high education levels occurs 
more than those with lower levels of education45. This 
may be due to detection bias as a result of disparities 
in the method of diagnosis46. In addition, the level of 
education may be related to health conditions such as 
stage of diagnosis, timeliness, cancer treatment, and 
psychological support, which have direct or indirect 
effects on mortality rates from cancer47-53.

In this study, a significant positive correlation 
was seen between the standardized incidence rate of 
thyroid cancer and another component of human de-
velopment index (appropriate income levels (GDP)) 
and a negative significant correlation between the 
standardized mortality rate and appropriate income 
levels (GDP). Socio-economic status may be consi-
dered as a substitute for access to diagnostic techno-
logy. The incidence of this cancer in cities with high 
economic and social status is higher than that in 
cities with lower social and economic status54. For 
instance, a study in Los Angeles found that thyroid 
cancer in people with high socio-economic level 
is more than in people with low socio - economic 
status55. In addition, delay in providing medical and 
health care as a result of low socio-economic level, 
may be a major factor in the increased metastases of 
thyroid cancer and have a reducing effect on the pro-
gnosis of this cancer. So, the prognosis of this can-
cer is more favorable in developed countries with 
better economic status in comparison with develo-
ping countries. Lower mortality in countries with 
high development is due to early detection, access to 
medical care, and appropriate treatment56.

DISCUSSION

Overall, the number of 298102 new cases and 39771 
deaths of thyroid cancer have been recorded in 2012. 
The highest incidence rate is apparent in very high 
HDI countries and the highest mortality rate is 
observed in countries with low and medium HDI. 
The incidence rate of this cancer is widely variable 
around the world, which is associated to potential 
causes such as ethnical, racial, geographical diffe-
rences and variety in environment33. 

According to our findings, the standardized inci-
dence rate of thyroid cancer is correlated with the Hu-
man Development Index and its markers in the world, 
and the standardized incidence rate of that is soaring 
in developed countries. The results of the study con-
ducted in the United States revealed that the inciden-
ce of this cancer has been plunged to approximately 
three-fold from 1975 to 2009 (from 4.9 to 14.3 per 
100 thousand people). So, thyroid cancer epidemic is 
growing in this country but it seems that this climbed 
incident is due to better diagnosis34. Moreover, consi-
dering industrial lifestyle, in countries with high HDI, 
the chance of involving with thyroid cancer risk fac-
tors, including exposure to medical radiation, may be 
raised. As a result, increased incidence rate of thyroid 
cancer is probably due to a combination of the appa-
rent advancement of detection methods and increasing 
exposure to carcinogens4. Among other risk factors of 
this cancer, history of benign adenoma or nodules, goi-
ter, or taking too much or lack of iodine, reproductive 
factors such as the recent pregnancy should be poin-
ted out. Although, some risk factors such as exposure 
to ionizing radiation and inherited genetic mutations 
have been well documented, but the main causes of 
these malignancies remains unclear35-38. 

In this study, the standardized mortality rate 
of thyroid cancer is associated with human deve-
lopment index and its markers in the world and the 
countries with the highest standardized mortality 
rates of thyroid cancer also include low and medium 
HDI countries. Average death rate of thyroid cancer 
has changed from 92 in 2010 to 99 in 1990 around 
the world, meaning that it has increased 50%. Ho-
wever, in areas with low level of development, such 
as the Middle East and parts of Africa, this rank has 
reached to 74 in 2010 from 84 in 1990 (has changed 
86%)39. Overall, 10-year survival rate of this disea-
se is between 80 to 95% depending on the type of 
thyroid carcinoma40. However, the age of diagnosis 
of thyroid cancer varies widely41. Given that cancer 
survival is lower for people who are diagnosed at a 
later age, due to this fact, in countries with a lower 
level of development, later diagnosis is more com-
mon, so the higher rate of deaths from thyroid can-
cer in less-developed countries is more justifiable 
than in developed ones42,43. 
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CONCLUSIONS

The highest incidence rate of thyroid cancer occurs 
in very high HDI countries and the highest mortality 
rate of that occurs in low and average HDI countri-
es. In order to reduce the incidence and mortality of 
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of investigating the causes of this cancer is necessary. 

Conflict of Interest: 
The Authors declare that they have no conflict 
of interests.

REFERENCES

    1.	 Ferlay J, Soerjomataram I, Dikshit R, Eser S, Mathers 
C, Rebelo M, Parkin DM, Forman D, Bray F. Cancer 
incidence and mortality worldwide: sources, methods 
and major patterns in GLOBOCAN 2012. Int J Cancer 
2015; 136: E359-E386. 

    2.	 Mohammadian M, Soroush A, Mohammadian-Hafshe-
jani A, Towhidi F, Hadadian F, Salehiniya H. Incidence 
and mortality of liver cancer and their relationship with 
development in Asia. Asian Pac J Cancer Prev 2016; 17: 
2041-2047.

    3.	 Belpomme D, Irigaray P, Sasco AJ, Newby JA, Howard 
V, Clapp R, Hardell L.The growing incidence of cancer: 
role of lifestyle and screening detection (Review). Int J 
Oncol 2007; 30: 1037-1050.

    4.	 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.

    5.	 Curado MP, Edwards B, Shin HR, Storm H, Ferlay J, 
Heanue M, Boyle P. Cancer incidence in five continents, 
Volume IX. 2007: IARC Press, International Agency for 
Research on Cancer.

    6.	 Davies L, Welch HG. Increasing incidence of thyroid 
cancer in the United States, 1973-2002. JAMA 2006; 
295: 2164-2167.

    7.	 Global Burden of Disease Cancer Collaboration, 
Fitzmaurice C, Dicker D, Pain A, Hamavid H, Moradi-
Lakeh M, MacIntyre MF, Allen C, Hansen G, Wood-
brook R, Wolfe C, Hamadeh RR, Moore A, Werdecker 
A, Gessner BD, Te AB, McMahon B, Karimkhani C, 
Yu C, Cooke GS, Schwebel DC, Carpenter DO, Pereira 
DM, Nash D, Kazi DS, De Leo D, Plass D, Ukwaja 
KN, Thurston GD, Yun Jin K, Simard EP, Mills E, 
Park EK, Catalá-López F, deVeber G, Gotay C, Khan 
G, Hosgood HD 3rd, Santos IS, Leasher JL, Singh J, 
Leigh J, Jonas JB, Sanabria J, Beardsley J, Jacobsen 
KH, Takahashi K, Franklin RC, Ronfani L, Montico 
M42, Naldi L, Tonelli M, Geleijnse J, Petzold M, 
Shrime MG, Younis M, Yonemoto N, Breitborde N, Yip 
P, Pourmalek F, Lotufo PA, Esteghamati A, Hankey 
GJ, Ali R, Lunevicius R, Malekzadeh R, Dellavalle R, 
Weintraub R, Lucas R, Hay R, Rojas-Rueda D, Wester-
man R, Sepanlou SG, Nolte S, Patten S, Weichenthal 
S, Abera SF, Fereshtehnejad SM, Shiue I, Driscoll T, 
Vasankari T, Alsharif U, Rahimi-Movaghar V, Vlassov 
VV, Marcenes WS, Mekonnen W, Melaku YA, Yano 
Y, Artaman A, Campos I, MacLachlan J, Mueller U, 
Kim D, Trillini M, Eshrati B, Williams HC, Shibuya K, 
Dandona R, Murthy K, Cowie B, Amare AT, Antonio 
CA, Castañeda-Orjuela C, van Gool CH, Violante F, 
Oh IH, Deribe K, Soreide K, Knibbs L, Kereselidze M, 



6

node, or distant metastases at diagnosis and normal in 
all other DTC patients. J Clin Endocrinol Metab 2013; 
98: 172-180.

  42.	 Ghoncheh M, Mohammadian M, Mohammadian-Haf-
shejani A, Salehiniya H. The incidence and mortality of 
colorectal cancer and its relationship with the human 
development index in Asia. Ann Glob Health 2016; 82: 
726-737.

  43.	 http://www.cancerresearchuk.org/health-professional/
cancer-statistics/statistics-by-cancer-type/thyroid-
cancer#heading-Four

  44.	 Yang L, Shen W, Sakamoto N. Population-based study 
evaluating and predicting the probability of death 
resulting from thyroid cancer and other causes among 
patients with thyroid cancer. J Clin Oncol  2013; 31: 
468-474.

  45.	 Levi F, Franceschi S, Te VC, Negri E, La Vecchia C. 
Descriptive epidemiology of thyroid cancer in the Swiss 
Canton of Vaud. J Cancer Res Clin Oncol 1990; 116: 
639-647.

  46.	 Iribarren C, Haselkorn T, Tekawa IS, Friedman GD. 
Cohort study of thyroid cancer in a San Francisco Bay 
area population. Int J Cancer 2001; 93: 745-750.

  47.	 Van Vliet , Eijkemans MJ, Steyerberg EW, Kuipers EJ, 
Tilanus HW, van der Gaast A, Siersema PD. The role 
of socio-economic status in the decision making on 
diagnosis and treatment of oesophageal cancer in The 
Netherlands. Br J Cancer 2006; 95: 1180-1185.

  48.	 Griggs JJ, Culakova E, Sorbero ME, van Ryn M, Po-
niewierski MS, Wolff DA, Crawford J, Dale DC, Lyman 
GH. Effect of patient socioeconomic status and body 
mass index on the quality of breast cancer adjuvant 
chemotherapy. J Clin Oncol 2007; 25: 277-284.

  49.	 Spiegel D. Effects of psychotherapy on cancer survival. 
Nat Rev Cancer 2002; 2: 383-388.

  50.	 Spiegel D, Giese-Davis J. Depression and cancer: me-
chanisms and disease progression. Biol Psychiatry 2003; 
54: 269-282.

  51.	 Spiegel D,  Bloom JR, Kraemer HC, Gottheil E. Effect 
of psychosocial treatment on survival of patients with 
metastatic breast cancer. Lancet 1989; 2: 888-891.

  52.	 Lehto U, Ojanen M, Dyba T, Aromaa A, Kellokumpu-
Lehtinen P. Baseline psychosocial predictors of survival 
in localised breast cancer. Br J Cancer 2006; 94: 1245-
1252.

  53.	 Hassanipour-Azgomi S, Mohammadian-Hafshejani A, 
Ghoncheh M, Towhidi F, Jamehshorani S, Salehiniya 
H. Incidence and mortality of prostate cancer and 
their relationship with the Human Development Index 
worldwide. Prostate Int 2016; 4: 118-124.

  54.	 Li N, Du XL, Reitzel LR, Xu L, Sturgis EM. Impact of 
enhanced detection on the increase in thyroid cancer 
incidence in the United States: review of incidence 
trends by socioeconomic status within the surveillance, 
epidemiology, and end results registry, 1980–2008. 
Thyroid 2013; 23: 103-110.

  55.	 DeGroot L, Paloyan E. Thyroid carcinoma and radia-
tion: a Chicago endemic. JAMA 1973; 225: 487-491.

  56.	 Bakiri F, Djemli FK, Mokrane LA, Djidel FK. The rela-
tive roles of endemic goiter and socioeconomic deve-
lopment status in the prognosis of thyroid carcinoma. 
Cancer 1998; 82: 1146-1153.

  25.	 Crafts NF. The human development index and changes 
in standards of living: some historical comparisons. Eur 
Rev Econ Hist 1997; 1: 299-322.

  26.	 Sagar AD, Najam A. The human development index: a 
critical review. Ecological Economics 1998; 25: 249-264.

  27.	 Mahdavifar N, GHoncheh M, Pakzad R, Momenimo-
vahed Z, Salehiniya H. Epidemiology, incidence and 
mortality of bladder cancer and their relationship with 
the development index in the world. Asian Pac J Cancer 
Prev 2016; 17: 381-386.

  28.	 Pakzad R, Mohammadian-Hafshejani A, Ghoncheh M, 
Pakzad I, Salehiniya H. The incidence and mortality of 
lung cancer and their relationship to development in 
Asia. Transl Lung Cancer Res 2015; 4: 763.

  29.	 Ghoncheh M, Mirzaei M, Salehiniya H. Incidence and 
mortality of breast cancer and their relationship with 
the human Development Index (HDI) in the World in 
2012. Asian Pac J Cancer Prev 2014; 16: 8439-8443.

  30.	 Ferlay J, Soerjomataram I, Ervik M, Dikshit R, Eser S, 
Mathers C. GLOBOCAN 2012 v1.0, cancer incidence 
and mortality worldwide: IARC Cancer Base No. 11 [In-
ternet]. Lyon, France: International Agency for Research 
on Cancer; 2013. Available from: http://globocan.iarc.
fr, accessed on 2/5/2018.

  31.	 Malik K. Human development report 2013. The rise 
of the South: human progress in a diverse world. The 
rise of the South: Human Progress in a Diverse World 
)March 15, 2013). UNDP-HDRO Human Development 
Reports, 2013.

  32.	 Jemal A, Bray F, Center MM, Ferlay J, Ward E, Forman 
D. Global cancer statistics. CA Cancer J Clin 2011; 61: 
69-90.

  33.	 Ain KB. Papillary thyroid carcinoma. Etiology, asses-
sment, and therapy. Endocrinol Metab Clin North Am 
1995; 24: 711-760.

  34.	 Davies LH, Welch G. Current thyroid cancer trends in 
the United States. JAMA Otolaryngol Head Neck Surg 
2014; 140: 317-322.

  35.	 Jemal A, Siegel R, Ward E, Murray T, Xu J, Smigal 
C, Thun MJ. Cancer statistics, 2006. CA Cancer J Clin 
2006; 56: 106-130.

  36.	 Dal Maso L, Bosetti C, La Vecchia C, Franceschi S. Risk 
factors for thyroid cancer: an epidemiological review 
focused on nutritional factors. Cancer Causes Control 
2009; 20: 75-86.

  37.	 Feldt-Rasmussen U. Iodine and cancer. Thyroid 2001; 
11: 483-486.

  38.	 Mack WJ, Preston-Martin S, Bernstein L, Qian D, 
Xiang M. Reproductive and hormonal risk factors for 
thyroid cancer in Los Angeles county females. Cancer 
Epidemiol Biomarkers Prev 1999; 8: 991-997.

  39.	 Taghavi-kojidi H, Farzadfar F, Peykari N, Larijani B, 
Rahimzadeh S, Rezaei-Darzi E, Saeedi Moghaddam S. 
A comprehensive study on national and sub national 
trend in thyroid cancer prevalence in the Iranian popu-
lation, 1990-2010. ijdld 2016; 15: 91-100.

  40.	 Schlumberger MJ. Papillary and follicular thyroid carci-
noma. N Engl J Med 1998; 338: 297-306.

  41.	 Verburg FA, Mäder U, Tanase K, Thies ED, Diessl S, 
Buck AK, Luster M, Reiners C. Life expectancy is redu-
ced in differentiated thyroid cancer patients≥ 45 years 
old with extensive local tumor invasion, lateral lymph 


