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[ Abstract ]| Background and purpose: Thyroglobulin antibody (TgAb) is often positive in papillary thyroid
carcinoma (PTC) patients. This study aimed to investigate the effect of TgAb on radioiodine ablation efficacy in PTC
patients. Methods: A total number of 329 PTC patients with no distant metastasis were included and classified into
2 groups [ G1 group (>115 U/mL, n=84) and G2 group (<115 U/mL, n=245) ] , G2 group was further divided into
2 subgroups [ S1 (>40 U/mL, n=31) and S2 (<40 U/mL, n=214) ] , before "*'I ablation. The median follow-up time

131 131

was 24 months after a total or subtotal thyroidectomy and subsequent I ablation. The efficacy in terms of "I ablation

success rates (IBR) between two groups were compared and the influencing factors were analyzed according to criteria

posed by 2015 American Thyroid Association Guidelines, then the effect of '

I dose on IBR was also explored. Results:
Female and younger age were more prevalent in patients with high TgAb (P<0.05). The G1 group presented lower IBR
over the G2 group (35.7% vs 72.7%, P=0.000). Moreover, S1 group also presented lower IBR over S2 group (54.8% vs
75.2%, P=0.017), indicating the adverse effect from high titer TgAb on IBR. No matter high or low dose, the G1 group

presented lower IBR (34.1% vs 71.9%, 37.2% vs 73.2%; P=0.000). However, IBR did not differ in G1 or G2 group
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either with high or low dose "' (P>0.05). TgAb was the only adverse indicator correlating with IBR in multi-logistic

regression analysis (P=0.018). Conclusion: TgAb could negatively affect "' ablation efficacy, while increasing the

131 . . .
dose of "1 failed to improve the success rate in such cases.
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Tab.1 Comparison of clinicopathologic features between two groups

[ (%)]

Clinicopathologic features G1 group (N=84)

G2 group (N=245) P value

Gender

Male 12 (14.3)

Female 72 (85.7)
Agelyear (x+s) 36.2+11.7
Tumor size d/cm 1.2 (0.6-1.9)
Multifocality

Yes 50 (59.5)

No 34 (40.5)
Extracapsular invasion

Yes 41 (48.8)

No 43 (51.2)
TNM stage

I 62 (73.8)

I 1(1.2)

i 10 (11.9)

v 11 (13.1)

0.000 (’=15.196)

91 (37.1)

154 (62.9)
40.2+10.8 0.004 (F=0.490)

1.0 (0.6-1.6) 0.172 (U=9 264.50)

0.481 (5’=0.497)

135 (55.1)

110 (44.9)
0.185 (x’=1.755)

140 (57.1)

105 (42.9)
0.391 (5°=3.003)

158 (64.5)

2(0.8)

36 (14.7)

49 (20.0)
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Tab.2 Comparison of 'I ablation efficacy between two groups
[n (%0)]
"' ablation efficacy
Group P value
Success Failure
G1 group (n=84) 30(35.7) 54 (64.3)
0.000 (’=36.708)
G2 group (n=245) 178 (72.7) 67 (27.3)
S1 (n=31) 17 (54.8) 14 (45.2)
0.017 (’=5.669)
S2 (n=214) 161 (75.2) 53 (24.8)
Low dose (n=192) 0.000 (r’=18.978)
G1 group 16 (37.2) 27 (62.8)
G2 group 109 (73.2) 40 (26.8)
High dose (n=137) 0.000 (’=17.126)
Gl group 14 (34.1) 27 (65.9)
G2 group 69 (71.9) 27 (28.1)
G1 group (n=84) 0.770 (4'=0.086)
Low dose 16 (37.2) 27 (62.8)
High dose 14 (34.1) 27 (65.9)
G2 group (n=245) 0.826 ('=0.048)
Low dose 109 (73.2) 40 (26.8)
High does 69 (71.9) 27 (28.1)
®3 ZRLMEPSHER
Tab.3 Results of multiple linear regression analysis
Factor B SE Wald Df Sig Exp (B)
TgAb before ablation -0.001 0.001 5.612 1 0.018 0.999
TgAb after ablation 0.001 0.001 1.632 1 0.201 1.001
Gender -0.434 0.261 2.762 1 0.097 0.648
Age 0.004 0.011 0.155 1 0.694 1.004
' dose -0.001 0.002 0.407 1 0.524 0.999
Interval between surgery and "'T ablation 0.001 0.003 0.164 1 0.685 1.001

B: Partial regression coefficient; SE: Standard error; Wald: Chi-square values; df: Degree of freedom; Sig: Significance; Exp (B): Odds ratio
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