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[ Abstract | Background and purpose: This study aimed to investigate the relationship between lymph node
metastatic rate (LR) and response to radioiodine therapy in patients with papillary thyroid carcinoma (PTC). Methods:
A total number of 143 PTC patients after radioiodine therapy were included and classified into 4 groups [ | (0%-
10%), I (> 10%-25%), (> 25%-50%), IV (> 50%)] according to the lymph node metastatic rate, and the responses
to initial radioiodine therapy after a median follow-up period of 20.7 months were evaluated. They were classified into
4 groups [excellent response (ER), indeterminate response (IDR), biochemical incomplete response (BIR), and struc-
tural incomplete response (SIR)] according to the guideline proposed by 2015 American Thyroid Association. One-Way
analysis of variance, y* test and Kruskal-Wallis test were used to evaluate the differences in basic clinicopathological
features and clinical responses among the 4 groups. The ROC curve was analyzed to evaluate the clinical value of

lymph node metastatic rate for predicting ER and optimal cut-off point. Results: There were no significant differences
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in gender and T-stage among 4 groups (P>0.05). However, | group was significantly older than the other 3 groups

(P=0.001). With the increase of lymph node metastatic rate, the number of ER cases decreased, while cases of BIR

and SIR generally increased. Compared with the other 3 groups, less cases of ER (27.8%), while more BIR (27.8%) or
SIR (11.1%) were observed in group IV (H=18.816, P=0.000). Cut-off value of lymph node involved rate was 52.27%,
with a better specificity of predicting ER. Area under the ROC curve was 0.668. Conclusion: The higher lymph node

metastatic rate in patients with PTC, the worse clinical outcome it could be. A cut-off value of lymph node metastatic

rate 52.27% is a specific independent predictor for the clinical outcome in PTC patients treated with radioiodine therapy.

[ Key words ] Papillary thyroid carcinoma; Lymph node metastatic rate; Radioiodine remnant ablation; Clinical

outcome
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Tab.1 The four categories and their corresponding definitions for clinical response to therapy in PTC patients undergoing

thyroidectomy and radioiodine remnant ablation

Item

Category

ER IDR

BIR SIR

Non-specific findings on imaging
studies faint uptake in thyroid bed

Negative imaging and on RAI scanning non-stimulated
either suppressed Tg Tg detectable, but less than 1 ng/
mL stimulated Tg detectable,
but less than 10 ng/mL or Tg
antibodies stable or declining

Corresponding definition ~ <0.2 ng/mL or TSH
stimulated
Tg<l ng/mL

Negative imaging and
suppressed Tg > 1 ng/mL or
stimulated Tg > 10 ng/mL or

rising Tg Ab levels

Structural or functional
evidence of disease with
any Tg level +/- Tg Ab

in the absence of structural or
functional disease
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Fig. 1 Distribution of 4 therapy responses to LR in 4 groups
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Fig.2 The ROC curves of LR in predicting ER in PTC patients
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Tab. 2 Association between LR and clinicopathologic features as well as clinical outcome in four groups

[n(%)]

Group | Group I

Clinicopathologic features

(LR: 0%- 10%) (n=22) (LR: 10%- 25%)(11 51) (LR: 25%-50%) (n=52) (LR: >50%) (n=18)

Group Il Group [V

P value

Gender 0.726(’=1.132)
Male 6(11.50) 19(36.50) 19(36.50) 8(15.40)
Female 16(17.60) 32(35.20) 33(36.30) 10(11.00)
Age (T5)/year 50+10 41+10 39+12 39+10 0.001(F=6.114)
T-stage 0.322(x'=3.493)
I 7(31.80) 22(43.10) 19(36.50) 6(33.30)
I 0(0.00) 0(0.00) 4(7.70) 3(16.70)
m 12(9.10) 14(27.50) 13(25.00) 4(22.20)
I\ 3(59.10) 15(29.40) 16(30.80) 5(27.80)
Clinical response 0.000(H=18.816)
ER 19(86.40) 40(78.40) 38(73.10) 5(27.80)
IDR 1(4.50) 6(11.80) 2(3.80) 6(33.30)
BIR 2(9.10) 4(7.80) 8(15.40) 5(27.80)
SIR 0(0.00) 1(2.00) 47.70) 2(11.10)
%3 PTCEEIEKFRERZEFNRERTREFHNEEE 38% " Wuk VO BT R R T gE 4 A ME

IITER
Tab.3 Multivariate analysis of ER according to clinical

pathologic factors in PTC patients

Multivariate analysis
OR(95%CTI)
2.625(1.100-6.268) 0.030
0.698(0.295-1.652) 0.413
2.560(1.014-6.467) 0.047
1.552(0.651-3.698) 0.321
0.359(0.143-0.900) 0.029
10.011(2.913-34.402)  0.000

ER/(IDR+BIR+SIR) factor

P value

Multifocality(>1/1 lesion)
Gender(male/female)
Extrathyroidal invasion(yes/no)
Tumor size(>1/<1cm)
Age(=45/<45 years)
LR(=52.27%/<52.27%)

HArCoA 20k wos, k. 5. ik
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