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Purpose: Although most patients with papillary thyroid cancer can be cured by surgery and I-131 ablation, a small proportion will 
progress to radioactive iodine refractory (RAIR) thyroid cancer. The prediction of RAIR in its early stages can improve patient 
prognosis. The aim of this article is to evaluate the blood biomarkers in patients with RAIR and to establish a prediction model.
Patients and Methods: Data collected from patients with thyroid cancer that were enrolled from Jan. 2017 to Dec. 2021 were 
screened. RAIR was defined based on the criteria in the 2015 American Thyroid Association guidelines. The blood biomarkers from 
the study participants at three admissions timepoints (surgery and first and secondary I-131 ablations) were compared using both 
parametric and nonparametric tests to identify predictive factors for RAIR. Binary logistic regression analysis was used to construct 
a prediction model using parameters associated with surgical procedure decision. The model was then assessed with receiver operating 
characteristic curves.
Results: Thirty-six patients were included in the data analysis. Sixteen blood variables, including the low density lipoprotein- 
cholesterol-total cholesterol ratio, neutrophils, thyroglobulins, thyroglobulin antibody, thyroid peroxidase antibody, anion gap, etc., 
were revealed to be predictors for RAIR. The prediction model, which incorporated two parameters, reached an area under the curve of 
0.861 (p<0.001).
Conclusion: Conventional blood biomarkers can be used in the prediction of early-stage RAIR. In addition, a prediction model 
incorporating multiple biomarkers can improve the predictive accuracy.
Keywords: thyroid carcinoma, radioiodine refractoriness, scoring system, multivariable, PTC

Introduction
Thyroid cancer ranks first among endocrine malignancies, with its incidence doubling since the mid-1990s.1,2 Although most 
patients can be cured by surgery and postoperative thyroid-stimulating hormone (TSH) suppressing therapy,3 approximately 20% 
of patients suffer from local recurrence or distant metastasis. Two-third of these individuals will develop radioactive iodine 
refractory (RAIR) disease, and thus have an inadequate response to I-131 remnant ablation. Generally, the 10-year-survival rate 
among RAIR patients is below 20%.4 Papillary thyroid cancer (PTC) is the most common type of thyroid cancer which accounts 
for more than 80% of all cases.5 In patients with RAIR, the proportion of PTC is larger than 60%.6,7

Currently, the diagnosis of RAIR is based on whole-body I-131 scans and the detection of local relapse and/or distant 
metastasis. Recurrent or metastatic lesions can be confirmed by histological or cytopathological examinations of specimens and 
radiological tests, such as chest computed tomography (CT), cervical magnetic resonance imaging (MRI) and whole-body bone 
scans.8 More recently, positron emission tomography (PET) combined with CT has been shown to have high accuracy in the 
detection of metastasis.9 These detection methods, however, require at least 1–2 rounds of radioactive iodine (RAI) treatment to 
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make the final diagnosis of RAIR. In patients with disease progression and non-tumoricidal RAI uptake, the diagnosis is delayed 
even longer. All these delays subject patients to unnecessary RAI therapy and reduce their life expectancy.10 The early-stage 
prediction of RAIR in patients is needed to improve the situation.

The prediction of RAIR in former studies focused on genetic mutations, especially BRAFV600E and TERT promoter 
mutations.11,12 Recent studies have revealed some novel mutations, such as in the AXL and PLEKHS1 genes.13,14 Other than 
genetic alterations, clinicopathological and ultrasound examination characteristics, including, multifocality, extrathyroidal exten-
sion (ETE), histological subtypes with aggressive behavior and the size and number of cervical lymph node metastases, were also 
associated with the incidence of RAIR, although the specificity was generally too low for clinical application.7,15,16

Laboratory examination of blood at admission is conventionally used in the preparation of patients for medical interventions. 
Surprisingly, blood biomarkers from conventional tests have been revealed to be associated with various cancers in clinical 
studies. The lipid profile, which is routinely tested in a comprehensive metabolic panel (CMP), is closely related to oral, breast, 
gastrointestinal and lung cancers.17–20 Total cholesterol and low-density lipoproteins are independent predictors of a poor 
response to treatment and short survival, whereas high-density lipoproteins have the opposite predictive value. Similar results 
were also observed in patients with thyroid cancers.21 In addition, systemic inflammatory biomarkers, such as neutrophil- 
lymphocyte ratio and platelet-lymphocyte ratio, have superior efficacy over single biomarkers in predicting aggressive thyroid 
tumor behaviors.22,23 In addition, the coagulation status of the blood and the levels of circulating carrier protein have also been 
associated with thyroid cancer.24,25 Notably, some thyroid-related blood biomarkers have been reported to have great efficacy in 
predicting RAIR. The most promising examples include thyroglobulin (TGB). Both TGB doubling time and the ratio of TGB at 
different admissions have been verified as independent predictive factors.26,27

The aim of this study was to evaluate the alterations in biomarkers in conventional blood tests in RAIR-PTC patients compared 
with non-RAIR patients. A scoring system based on the identified predictive factors was constructed and assessed.

Materials and Methods
Study Design and Patient Selection
This was a retrospective, single-center, case–control study conducted at Renmin Hospital of Wuhan University in China. The 
study was performed in accordance with the STROBE checklist for case–control study (version 4).28, (Supplement 1 The 
Institutional Ethical Committee of Renmin hospital of Wuhan University reviewed and approved the study design (No. 
WDRY2021-K032) and the requirement for obtaining informed consent from the involved patients was waived due to the 
retrospective nature of the study design (Supplement 2. Data was processed with confidentiality. The study was conducted in 
accordance with the Declaration of Helsinki.29

The medical records of patients with PTC from Jan. 1st, 2017 to Dec. 30th, 2021 were reviewed. Patient information, 
including medical history, physical examinations, laboratory blood tests, histopathological results and radiological data 
(ultrasound examination, CT-scan examination, MRI examination, I-131 whole body scan, whole body bone scan, 18F- 
FDG PET/CT examination, etc.), were evaluated by two researchers (HQ. Liu & BH. Liu). Patients meeting the 
following criteria were included in the subsequent data extraction and analysis: a) underwent total thyroidectomy at 
our medical center, b) PTC confirmed by postoperative histological examination, and c) receipt of at least two radio-
iodine remnant ablations (Figure 1). The excluded criteria were as followed: a) <18 years of age, b) pregnant or 
diagnosed with other malignancies, and c) incomplete medical records. Refractoriness to RAI therapy was defined in 
accordance with the criteria in the 2015 American Thyroid Association (ATA) guidelines: a) the malignant/metastatic 
tissue does not ever concentrate RAI, b) the tumor tissue loses the ability to concentrate RAI after previous evidence of 
RAI-avid disease, c) RAI is concentrated in some lesions but not in others, or d) metastatic disease progresses despite 
significant concentration of RAI.30 All candidates with RAI refractoriness were categorized into the RAIR group. The 
control group comprised 2-fold age- and sex-matched patients with RAI sensitivity who met the inclusion criteria but not 
the exclusion criteria.
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Data Collection
Data were collected from patients at admission for surgery and the first two RAI remnant ablations. The patient 
demographic and clinicopathologic characteristics were documented from the hospital information system and these 
included the following: age, sex, cumulative I-131 dose, histological type and subtype, tumor size, multifocality, ETE, 
cervical lymph node metastasis and distant metastasis. TNM staging was classified based on the eighth edition of the 
American Joint Committee on Cancer: cancer staging Manual.31 Five to ten milliliters of blood was collected in the early 
morning prior to the treatment (surgery or RAI ablation) and immediately analyzed for blood biomarkers using 
automated analyzers (ADVIA 2400: Siemens, Germany and Sysmex XN-20 system: Kobe, Japan). The blood test results 
(blood cell counts, coagulation functions, thyroid function, CMP, etc.) were collected from the laboratory information 
system (LIS).

Statistical Analysis
Blood biomarkers with a frequency of less than 0.75 in the total patient sample were dropped from the statistical analysis. 
If the data fell out of detection range, data were calculated as the upper or lower limit of detection. Categorical and 
ordinal data were presented as numbers and percentages, while continuous data were presented as means (standard 
deviation, SD) or medians (interquartile range, IQR). Comparisons between the two groups were conducted using the 
Pearson’s chi-squared test for categorical data and independent Student’s t-test for continuous data. The equality of 
variances and the Gaussian distribution of the data were tested using the Levene’s test and the Shapiro–Wilk test, 
respectively. The Mann–Whitney U-test was applied to evaluate the ordinal data and continuous data that did not 
conform to the Gaussian distribution. The blood biomarker comparison results were subjected to max-min normalization 
and were displayed in heatmaps using SangerBox (V3.0).32 The average-linkage clustering with Pearson’s correlation 
distance was applied. All tests were two-tailed and p values <0.05 were considered statistically significant.

Blood biomarkers with significant differences were processed into subsequent binary univariate logistic regression analysis 
with multiple imputation. Variables with a p-value <0.10 at admission for surgery were incorporated into multivariate regression 
analysis using conditional backward elimination procedure. The scoring system formula was constructed by multiplying the 
variable values with the corresponding regression coefficients and summing them. The performance of the blood biomarkers and 
the scoring system in the prediction of RAIR was assessed using the receiver operating characteristic (ROC) curve. The Youden 
index, sensitivity and specificity were then calculated at the cutoff values. The statistical analysis was performed with SPSS 
version 26.0 (SPSS Inc, Armonk, NY).

Figure 1 The flow chart of patient selection. 
Abbreviations: LIS, laboratory information system; PTC, papillary thyroid cancer; RAI, radioactive iodine.
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Results
Patient Demographic and Clinicopathological Characteristics
From Jan. 1st, 2017 to Dec. 30th, 2021, a total of 8938 individuals were diagnosed with thyroid cancer in our medical center 
(Figure 1). Over 91% of the total patients (8163 cases) were excluded due to a variety of reasons, including primary lesion surgery 
not at our center, not PTC, RAI treatment ≤1 time, incomplete medical records, etc. RAI-avidity was assessed in the remaining 775 
candidates. Twelve patients were clearly categorized as RAIR based on the 2015 American Thyroid Association (ATA) criteria. 
The control group comprised twenty-four age- and sex-matched individuals to eliminate the confounding effects of age and sex on 
blood biomarker levels.

The demographic and clinicopathological characteristics were then compared between the RAIR and control groups (Table 1). 
The mean age was 40.58 years of age, 16.7% of participants were older than 55 years of age, and 58.3% of individuals were of 
female gender. Since body mass index (BMI), concomitant diseases, cigarettes and alcohol consumption are known to have an 
effect on circulating biomarkers,33–36 any differences between the two groups for these conditions was assessed. No significant 
differences were revealed for BMI (p=0.497), hypertension (p=0.496), diabetes mellitus (p=0.453), Hashimoto’s thyroiditis 
(p=0.708), smoking history (p=0.343) or alcohol consumption (p=0.173). The cumulative I-131 doses were much higher in the 
RAIR group (median: 415 mCi vs 220 mCi, p<0.001).

All included patients were diagnosed with PTC. The most common histological subtype was classic PTC, which 
accounted for 94.4% (34 cases) of the total sample, followed by follicular variant PTC accounting for 22.2% (8 cases) 
Two patients in the RAIR group were diagnosed with more aggressive subtypes (tall cell variant and solid variant). 

Table 1 Demographical and Clinicopathological Characteristics of Included Patients

Parameter Total RAIR group Control Group p-value

Number of patients 36 12 24

Age (years, SD) 40.58 (9.262) 40.58 (9.539) 40.58 (9.329) 1.000

≥55y (%) 6 (16.7) 2 (16.7) 4 (16.7) 1.000

Sex (female, %) 21 (58.3) 7 (58.3) 14 (58.3) 1.000

BMI (kg/m2, SD) 24.94 (3.786) 25.56 (4.159) 24.63 (3.639) 0.497

Hashimoto’s thyroiditis (%) 4 (11.1) 1 (8.3) 3 (12.5) 0.708

Hypertension (%) 5 (13.9) 1 (8.3) 4 (16.7) 0.496

Diabetes (%) 4 (11.1) 2 (16.7) 2 (8.3) 0.453

Smoking (%) 6 (16.7) 3 (25.0) 3 (12.5) 0.343

Alcohol consumption (%) 5 (13.9) 3 (25.0) 2 (8.3) 0.173

Cumulative I-131 dose (mCi) a 220 (220, 235) 220 (220, 220) 415 (225, 570) <0.001 ***

Histological subtype (%) b

Classical 34 (94.4) 11 (91.7) 23 (95.8) 0.607

Follicular variant 8 (22.2) 3 (25.0) 5 (20.8) 0.777

Tall cell variant/solid variant 2 (5.6) 2 (16.7) 0 (0.0) 0.040 *

Tumor size (cm, SD) 1.60 (0.971) 1.57 (1.053) 1.61 (0.950) 0.896

Multifocality (%) 26 (72.2) 10 (83.3) 16 (66.7) 0.293

Extrathyroidal extension (%) 19 (52.8) 7 (58.3) 12 (50.0) 0.637

TNM (%)

(Continued)
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However, aggressive subtypes were not found in the control group (p=0.040). Notably, seven participants were revealed 
to have more than one subtype of PTC in their primary lesions. No significant differences were discovered on primary 
tumor size (p=0.896), multifocality (p=0.293) or ETE (p=0.637). Regarding the TNM categories, there was no significant 
difference on the T and N categories between the two groups, whereas the RAIR group consisted of all five patients with 
distant metastasis (p=0.001).

Blood Biomarkers and Comparisons Between the Groups
A total of 627 blood biomarkers (209 variables at each admission) were included in the initial assessment. Three hundred 
and twenty items with a frequency >0.75 were reserved and processed in subsequent analyses (Supplement 3 and 4). 
Eight variables that conformed to Gaussian distribution showed significant differences between the RAIR and control 
groups (Figure 2 and Supplement 5). At the admission for total thyroidectomy, significant differences were detected in 
five biomarkers, including serum sodium (Na, p=0.013), low-density lipoprotein cholesterol-to-total cholesterol ratio 
(LDL-Ch/Tch, p=0.030), anion gap (AGPK, p=0.038), neutrophil count (Neu#, p=0.008) and white blood cell (WBC, 
p=0.017). Vitamin D3 (VitD3) levels at the admission for the first I-131 treatment were associated with RAIR (p=0.047). 

Table 1 (Continued). 

Parameter Total RAIR group Control Group p-value

T1-3 22 (61.1) 7 (58.3) 15 (62.5) 0.809

T4 14 (38.9) 5 (41.7) 9 (37.5)

N0 3 (8.3) 1 (8.3) 2 (8.3) 1.000

N1 33 (91.7) 11 (91.7) 22 (91.7)

M0 31 (86.1) 7 (58.3) 24 (100.0) 0.001 **

M1 5 (13.9) 5 (41.7) 0 (0.0)

Notes: Bold font: significant difference. * p<0.05, ** p <0.01, *** p <0.001. aAll continuous data were displayed as means and SDs except for cumulative I-131 dose, which 
was presented as median and IQR. bSeven patients had more than one subtypes in their primary lesions. 
Abbreviations: BMI, body mass index; IQR, interquartile range; RAIR, radioactive iodine refractory thyroid cancer; SD, standard deviation.

Figure 2 The heatmap of sixteen blood biomarkers with statistical significance. 
Abbreviations: AGPK, anion gap; BASO#, basophil count; FDP, fibrin/fibrinogen degradation products; LDL-Ch/TCh, low-density lipoprotein cholesterol-to-total 
cholesterol ratio; Na, serum sodium; NA/na, not applicable; Neu#, neutrophil count; TCO2, total carbon dioxide, Tg2/Tg1, stimulated thyroglobulin at the second I-131- 
to-stimulated thyroglobulin at the first I-131 ratio; TG-Ab, thyroglobulin antibody; TGB, thyroglobulin; TPO-Ab, thyroid peroxidase antibody; TT, thrombin time; WBC, 
white blood cell; VitD3, 25-hydroxyvitamin D3.
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At the second I-131 ablation, total CO2 (TCO2, p=0.023) and basophil count (BASO#, p=0.028) were revealed to have 
negative correlation with RAI refractoriness.

For those that did not conform to the Gaussian distribution, the Mann–Whitney U-test revealed eight other variables 
with significant differences, including the following: thrombin time (TT, p<0.001) before the surgery; TGB (p=0.012), 
thyroid peroxidase antibody (TPO-Ab, p=0.020) and fibrin/fibrinogen degradation products (FDP, p=0.049) before the 
first I-131 ablation; thyroglobulin antibody (TG-Ab, p=0.002), TGB (p=0.006) and AGPK (p=0.038) before the second 
I-131 ablation; and the ratio of stimulated thyroglobulin at the second I-131-to-The stimulated thyroglobulin at the first 
I-131 (Tg2/Tg1, p=0.049). Of note, FDP, BASO#, TCO2, Neu# and WBC were inversely associated with RAIR, whereas 
the other biomarkers showed positive correlations.

Construction of the Scoring System
The odds ratios (OR) and their 95% confidence intervals (95% CI) for the sixteen variables were then calculated using univariate 
logistic regression analysis (Table 2). Significant differences were revealed in four of the six biomarkers at admission for surgery, 
including AGPK (p=0.049), LDL-Ch/TCh (p=0.023), Na (p=0.024) and TT (p=0.024). Two variables at surgery were on the 
borderline of statistical significance (Neu#: p=0.054, WBC: p=0.072). Among the other parameters, only TCO2 at the second 
I-131 therapy was inversely associated with RAIR (p=0.033). Since these parameters at other admission timepoints could not be 
collected in the very early stages, all six biomarkers at surgery were input into the multivariate logistic regression model.

Table 2 Logistic Regression Analysis for the Association Between Blood Biomarkers and RAIR

Variable Admission Univariate Multivariate

OR (95% CI) p-value β value OR (95% CI) p-value

AGPK Surgery 1.392 (1.001, 1.936) 0.049 * 0.161

LDL-Ch/TCh Surgery 4.606e+6 (8.277, 2.564e+12) 0.023 * 19.750 3.778e+8 (31.953, 4.466e+15) 0.017 *

Na Surgery 1.549 (1.060, 2.262) 0.024 * 0.246

Neu# Surgery 0.480 (0.228, 1.012) 0.054 0.535

TT Surgery 2.125 (1.106, 4.084) 0.024 * 0.274

WBC Surgery 0.622 (0.370, 1.044) 0.072 −0.627 0.534 (0.292, 0.979) 0.042 *

FDP First I-131 0.924 (0.692, 1.233) 0.591

TGB First I-131 1.042 (0.982, 1.106) 0.172

TPO-Ab First I-131 1.003 (1.000, 1.006) 0.083

VitD3 First I-131 1.130 (0.994, 1.284) 0.061

AGPK Second I-131 1.356 (0.982, 1.874) 0.065

BASO# Second I-131 0.000 (0.000, 105.915) 0.077

TCO2 Second I-131 0.684 (0.482, 0.969) 0.033 *,a

TG-Ab Second I-131 1.043 (0.992, 1.097) 0.101

TGB Second I-131 1.034 (0.962, 1.111) 0.367

Tg2/Tg1 NA 3.861 (0.683, 21.808) 0.126

Notes: Bold font: significant difference. * p<0.05. aThe data of TCO2 at the admission for the second I-131 ablation were not input into multivariate analysis since it could 
not be acquired in the early stage of treatment. 
Abbreviations: AGPK, anion gap; BASO#, basophil count; CI, confidence interval; FDP, fibrin/fibrinogen degradation products; LDL-Ch/TCh, low density lipoprotein 
cholesterol-to-total cholesterol ratio; Na, serum sodium; NA, not applicable; Neu#, neutrophil count; OR, odd ratio; RAIR, radioactive iodine refractory thyroid cancer; 
TCO2, total carbon dioxide, Tg2/Tg1, stimulated thyroglobulin at the second I-131-to-stimulated thyroglobulin at the first I-131 ratio; TG-Ab, thyroglobulin antibody; TGB, 
thyroglobulin; TPO-Ab, thyroid peroxidase antibody; TT, thrombin time; WBC, leukocyte; VitD3, 25-hydroxyvitamin D3.
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The subsequent multivariate logistic regression analysis showed that the LDL-Ch/TCh ratio correlated positively with 
the incidence of RAIR (β=19.750, p=0.017), while the WBC levels at surgery were inversely associated with the 
condition (β=−0.627, p=0.042). The two regression coefficients were rounded to one significant digit and the formula 
for the prediction of RAIR was constructed as following: Score = 20 × LDL-Ch/TCh - 0.6 × WBC.

Performance of the Prediction Model
The scores of the RAIR group were higher than those of the control group (median: 8.753 vs 6.723, p<0.001) (Figure 3). 
ROC curve was applied to evaluate the performance of the six included variables at surgery and the scoring system 
(Figure 4 and Table 3). The prediction model incorporating the LDL-Ch/TCh and WBC had the largest area under the 

Figure 3 The comparison of scores between the two groups. The medians and interquartile ranges were displayed here. The Mann–Whitney U-test was applied. 
Abbreviation: RAIR, radioactive iodine refractoriness.

Figure 4 The ROC curve of the scoring system.
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curve (AUC) in comparison with models having single predictors (AUC=0.861, p<0.001). A cutoff value of 8.34 was 
found to have the best prediction accuracy. The sensitivity, specificity and Youden index at this point were 0.833, 0.875 
and 0.708, respectively.

Discussion
In most cases, patients with ATA intermediate- or high-risk level PTCs undergo at least two RAI remnant ablations after 
total or near total thyroidectomy. Complete blood counts (CBCs), CMPs, thyroid function tests and coagulation function 
tests are routinely performed to evaluate basic patient conditions before medical interventions. The current study revealed 
that sixteen blood biomarkers determined at three different admission visits can serve as predictors in patients with 
RAIR-PTC. Six of these biomarkers can be detected before the thyroid operations. Among them, AGPK, LDL-Ch/TCh 
and serum Na can be evaluated with CMPs. WBC and neutrophil counts are conventional parameters in CBCs. TT, the 
last of the six biomarkers, can be collected from coagulation function tests. Of great interest, none of the biomarkers in 
the thyroid function test at admission for surgery was revealed to be associated with iodine refractoriness. In the 
subsequent RAI remnant ablations, parameters in CMP (VitD3, AGPK and TCO2), CBC (basophil), coagulation function 
test (FDP) and thyroid function test (TPO-Ab, TG-Ab, TGB and Tg2/Tg1) were revealed to have significantly different 
values in patients with RAIR.

Lipid metabolism has been confirmed to have an effect on tumorigenesis, progression and invasion.37,38 The under-
lying mechanisms may be Akt (protein kinase B) phosphorylation and oxidative stress induced by elevated LDL.37,39 It is 
well-known that LDL is the major plasma carrier of cholesterol from the liver to peripheral tissues. In a previous study by 
Sahin et al, higher serum LDL levels were observed in patients with PTC than those seen in normal volunteers.40 Given 
that LDL-receptor-related protein 4 (LRP4) is upregulated in PTC cells,41,42 we hypothesize that the elevated cholesterol 
influx in tumor cells promotes dedifferentiation. In this study, we also demonstrated that LDL-Ch/TCh was a great 
biomarker in predicting RAIR-PTC.

AGPK is an electrolytic biomarker that is calculated by subtracting the sum of chloride and bicarbonate from serum 
sodium and potassium. In a national database study, Verma and et al have discovered that the mortality in cancer patients 
increased by 8% with each unit increase in AGPK.43 Although the phenomenon is difficult to explain, we further noticed 
the elevated Na and reduced TCO2 levels in RAIR patients. Electrolytic dysfunction is common in cancer patients with 
paraneoplastic syndromes. The most frequent type of electrolytic dysfunction is, however, hyponatremia. Elevated 
sodium is more likely to be interpreted as an indicator of poor prognosis and high mortality, as suggested by studies 
on other cancer types.44,45

The reduction in WBCs in the RAIR patients may be attributed to the decrease in blood neutrophils. Aside from its 
function in innate immunity, neutrophils serve as important mediators in carcinogenesis and metastasis. A high 

Table 3 Predictive Accuracy of the Blood Markers and the Scoring System Based on the ROC Curve

Variable AUC p-value Cut-off Value Sensitivity Specificity Youden Index

AGPK 0.701 0.052 12.17 0.833 0.500 0.333

LDL-Ch/TCh 0.759 0.012 * 0.551 0.917 0.625 0.542

Na 0.740 0.021 * 142.25 0.583 0.875 0.458

Neu# a 0.726 0.029 * 4.205 0.583 1.000 0.583

TT 0.858 0.001 ** 17.15 1.000 0.750 0.750

WBC a 0.674 0.093 7.355 0.458 1.000 0.458

Scoring system 0.861 <0.001 *** 8.341 0.833 0.875 0.708

Notes: Bold font: significant difference. *p<0.05, **p<0.01, ***p<0.001. aNeutrophil and leukocyte count were negatively correlated with 
the RAIR. Hence their AUCs were calculated on the condition that the control group was defined as the state variable. 
Abbreviations: AGPK, anion gap; AUC, area under the curve; LDL-Ch/TCh, low density lipoprotein cholesterol-to-total cholesterol 
ratio; Na, serum sodium; Neu#, neutrophil count; ROC, receiver operating characteristics; TT, thrombin time; WBC, leukocyte.
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neutrophil-lymphocyte ratio and tumor-associated neutrophils in the stroma of cancer tissues indicate high aggressiveness 
and a short-life expectancy.46 Interestingly, the effects of neutrophils on cancer cells are dual. They can also exert an 
inhibitory effect on tumor growth by antibody-dependent cellular cytotoxicity.47 Primary tumor cells secrete C-motif 
chemokine ligand 2 (CCL2) and granulocyte colony-stimulating factor (G-CSF), which subsequently activate the 
neutrophils. These cells exert antimetastatic functions by producing H2O2 and recruiting cytotoxic T-cells.48 In addition, 
considering that patients with RAIR were more likely to have distant metastasis, the reduction of WBC might be due to 
cancer-associated consumptive disease. The elongation of thrombin time, which might result from reduced production of 
fibrinogen, also supports this hypothesis.

Thyroid-related circulating biomarkers are closely associated with RAIR. TGB is a thyroid-specific tumor-associated 
antigen. Either normal or malignant thyroid cells can produce TGB and release it into the circulation. In patients with 
a thyroid cancer history, TGB is considered a rough estimate of tumor burden. An elevation of TGB strongly indicates 
local recurrence or distant metastasis. Since the baseline TBG levels range widely in PTC patients, the TBG doubling 
time is a more specific predictor in monitoring PTC. Wassermann et al conducted a retrospective study in 153 patients 
with metastatic differentiated thyroid cancer.26 A TBG doubling time <1 year was a hazardous factor indicating decreased 
survival. The predictive value of TGB doubling time was confirmed by other clinical studies.49,50 Another method to 
normalize the individual TGB levels is to calculate the Tg2/Tg1. Similar to TGB doubling time, an elevation of Tg2/Tg1 
is a strong indicator of PTC progression, as revealed in a retrospective single-center study by Wang et al.27 Except for 
TGB, TG-Ab and TPO-Ab are also correlated with RAIR. TG-Ab and TPO-Ab are closely related to Hashimoto’s 
thyroiditis.51 TG-Ab has been revealed as a confounding factor for the evaluation of TGB since it can competitively bind 
with TGB in any immunological assay.52 Recent studies found that postoperative TG-Ab levels were positively 
correlated with the remnant after I-131 ablation.53,54 In contrast, TPO-Ab has been less studied in the field of I-131 
therapy. In most cases, TPO-Ab was tested to evaluate the incidence of Hashimoto’s thyroiditis after I-131 ablation.55,56 

In this study, the slight elevation of TPO-Ab might be attributed to the increasing apoptosis of thyroid cancer cells and 
the subsequent release of TPO into circulation due to I-131 damage.

Previous studies on the prediction of RAIR focused on gene mutations. The unsatisfactory effect of I-131 treatment 
may be partially explained by reduced expression of sodium-iodide symporter (NIS) or its dislocation to nonfunctional 
intracellular space.4 BRAF and TERT promoter mutations influence translation and location via the mitogen-activated 
protein kinase (MAPK) pathway.16,57 The genetic duet of BRAFV600E and TERT promoter mutations in primary lesions 
of PTCs has been reported to robustly predict the RAIR.11 A positive predictive value of 97.4% and a negative predictive 
value of 52.8% were reached in this study. Although other studies in this field also confirmed the relationship between 
these two mutations and RAIR, the predictive accuracy varied in different studies.6,12,14,58 The discrepancy might be 
explained by different patient selection and sequencing techniques. Since targeted sequencing is costly in most medical 
institutions, other researchers tried to use clinicopathological and ultrasound examination characteristics to predict the 
RAIR. Aggressive histopathological subtypes (tall cell variant PTC, diffuse sclerosing variant PTC, hobnail variant PTC, 
Hurthle cell carcinoma, poorly differentiated thyroid cancer, etc.), ETE, multifocality and large cervical lymph node 
metastasis were revealed to be predictive variables for RAIR.7,11,59,60 However, the sensitivity and specificity were 
generally low and were not satisfactory in clinical practice.

There are some limitations in this study. First, due to the intrinsic weakness of the retrospective study design, 
avoidance of selection bias is challenging. The selection protocol in this study entailed at least two I-131 whole-body 
scans to avoid false negative RAI uptake. Some patients with poor response to I-131 may turn to other treatments after 
the first RAI therapy. Since the study was conducted in a single medical center, the generalization of our hypothesis is 
limited. In addition, the relatively small sample size inevitably undermined the reliability of the conclusions. In 
addition, the prediction model in this study was not tested with a validation set due to the limited number of included 
patients.

Conclusion
In summary, this study is, to our knowledge, the first investigation of the association between conventional blood 
biomarkers and RAIR-PTC. Sixteen variables were revealed to have predictive value in the diagnosis of RAIR and six of 
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them could be collected before the thyroidectomy. Multicenter and prospective studies with larger sample sizes are 
required to verify our conclusions.

Abbreviations
95% CI, 95% confidence interval; AGPK, anion gap; Akt, protein kinase B; ATA, American Thyroid Association; AUC, 
area under the curve; BASO#, basophil count; BMI, body mass index; CBC, complete blood count; CCL2, C-motif 
chemokine ligand 2; CMP, comprehensive metabolic panel; CT, computed tomography; ETE, extrathyroidal extension; 
FDP, fibrin/fibrinogen degradation products; G-CSF, granulocyte colony stimulating factor; IQR, interquartile range; 
LDL-Ch/TCh, low density lipoprotein cholesterol-to-total cholesterol ratio; LIS, laboratory information system; LRP4, 
LDL receptor-related protein 4; MAPK, mitogen-activated protein kinase; MRI, magnetic resonance imaging; Na, serum 
sodium; Neu#, neutrophil count; NIS, sodium-iodide symporter; OR, odds ratio; PET, positron emission tomography; 
PTC, papillary thyroid cancer; RAI, radioactive iodine; RAIR, radioactive iodine refractoriness; ROC, receiver operating 
characteristic; SD, standard deviation; TCO2, total carbon dioxide, Tg2/Tg1, stimulated thyroglobulin at the second 
I-131-to-stimulated thyroglobulin at the first I-131 ratio; TG-Ab, thyroglobulin antibody; TGB, thyroglobulin; TPO-Ab, 
thyroid peroxidase antibody; TT, thrombin time; WBC, white blood cell; VitD3, 25-hydroxyvitamin D3.

Data Sharing Statement
All data generated or analyzed during this study are available from the corresponding author on reasonable requests.

Acknowledgments
We wish to thank Professor Jun Liang for her assistance and advice on the patient selection protocol.

Author Contributions
All authors made a significant contribution to the work reported, whether that is in the conception, study design, 
execution, acquisition of data, analysis and interpretation, or in all these areas; took part in drafting, revising or critically 
reviewing the article; gave final approval of the version to be published; have agreed on the journal to which the article 
has been submitted; and agree to be accountable for all aspects of the work.

Funding
This research was supported by the grants from Beijing Xisike Clinical Oncology Research Foundation (Y-SY201901- 
0189), the Fundamental Research Funds for the Central Universities (2042019kf0229), the Science and Technology 
Major Project of Hubei Province (Next-Generation AI Technologies) (2019AEA170).

Disclosure
Prof. Dr Chuang Chen reports grants from Beijing Xisike Clinical Oncology Research Foundation, grants from 
Fundamental Research Funds for the Central Universities, grants from Science and Technology Major Project of 
Hubei Province, during the conduct of the study. The authors report no conflicts of interest in this work.

References
1. Miller KD, Fidler-Benaoudia M, Keegan TH, Hipp HS, Jemal A, Siegel RL. Cancer statistics for adolescents and young adults, 2020. CA: A Cancer 

Journal for Clinicians. 2020;70(6):443–459. doi:10.3322/caac.21637
2. Siegel RL, Miller KD, Fuchs HE, Jemal A. Cancer statistics, 2022. Cancer J Clin. 2022;72(1):7–33.
3. Gambardella C, Patrone R, Di Capua F, et al. The role of prophylactic central compartment lymph node dissection in elderly patients with 

differentiated thyroid cancer: a multicentric study. BMC Surg. 2019;1:18.
4. Liu H, Yang D, Li L, Tu Y, Chen C, Sun S. Appraisal of radioiodine refractory thyroid cancer: advances and challenges. Am J Cancer Res. 2020;10 

(7):1923–1936.
5. Lim H, Devesa SS, Sosa JA, Check D, Kitahara CM. Trends in Thyroid Cancer Incidence and Mortality in the United States, 1974-2013. JAMA. 

2017;317(13):1338–1348.
6. Shobab L, Gomes-Lima C, Zeymo A, et al. Clinical, Pathological, and Molecular Profiling of Radioactive Iodine Refractory Differentiated Thyroid 

Cancer. Thyroid. 2019;29(9):1262–1268.

https://doi.org/10.2147/JMDH.S403045                                                                                                                                                                                                                                

DovePress                                                                                                                                         

Journal of Multidisciplinary Healthcare 2023:16 544

Liu et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.3322/caac.21637
https://www.dovepress.com
https://www.dovepress.com


7. Gao L, Lin Y, Jiang Y, et al. Ultrasound characteristics of cervical lesions in patients with radioiodine refractory differentiated thyroid cancer. 
Medicine. 2019;98(45):e17876.

8. Yang X, Li J, Li X, et al. TERT Promoter Mutation Predicts Radioiodine-Refractory Character in Distant Metastatic Differentiated Thyroid Cancer. 
J Nucl Med. 2017;58(2):258–265.

9. Salvatori M, Biondi B, Rufini V. 2- F-18 -fluoro-2-deoxy-D-glucose positron emission tomography/computed tomography in differentiated thyroid 
carcinoma: clinical indications and controversies in diagnosis and follow-up. Eur J Endocrinol. 2015;173(3):R115–R130.

10. Choi SE, Pyo JY, Kim JS, Shin E, Hong SW. Molecular and Histopathologic Characteristics of Radioiodine-Refractory Papillary Thyroid Cancer. 
Lab Investigation. 2016;96:147A–148A.

11. Liu J, Liu R, Shen X, Zhu G, Li B, Xing M. The Genetic Duet of BRAF V600E and TERT Promoter Mutations Robustly Predicts Loss of 
Radioiodine Avidity in Recurrent Papillary Thyroid Cancer. J Nucl Med. 2020;61(2):177–182. doi:10.2967/jnumed.119.227652

12. Colombo C, Minna E, Gargiuli C, et al. The molecular and gene/miRNA expression profiles of radioiodine resistant papillary thyroid cancer. J Exp 
Clin Cancer Res. 2020;39(1):245. doi:10.1186/s13046-020-01757-x

13. Collina F, La Sala L, Liotti F, et al. AXL Is a Novel Predictive Factor and Therapeutic Target for Radioactive Iodine Refractory Thyroid Cancer. 
Cancers. 2019;11(6):785. doi:10.3390/cancers11060785

14. Jung CK, Jung S-H, Jeon S, et al. Risk Stratification Using a Novel Genetic Classifier Including PLEKHS1 Promoter Mutations for Differentiated 
Thyroid Cancer with Distant Metastasis. Thyroid. 2020;30(11):1589–1600. doi:10.1089/thy.2019.0459

15. Luo Y, Jiang H, Xu W, et al. Clinical, Pathological, and Molecular Characteristics Correlating to the Occurrence of Radioiodine Refractory 
Differentiated Thyroid Carcinoma: a Systematic Review and Meta-Analysis. Front Oncol. 2020;10:549882. doi:10.3389/fonc.2020.549882

16. de la Fouchardiere C, Decaussin-Petrucci M, Berthiller J, et al. Predictive factors of outcome in poorly differentiated thyroid carcinomas. Eur 
J Cancer. 2018;92:40–47.

17. Laisupasin P, Thompat W, Sukarayodhin S, Sornprom A, Sudjaroen Y. Comparison of Serum Lipid Profiles between Normal Controls and Breast 
Cancer Patients. J Lab Physicians. 2013;5(1):38–41.

18. Acharya S, Rail P, Hallikeri K, Anehosur V, Kale J. Serum lipid profile in oral squamous cell carcinoma: alterations and association with some 
clinicopathological parameters and tobacco use. Int J Oral Maxillofac Surg. 2016;45(6):713–720.

19. Shen JG, Jin LD, Dong MJ, Wang LB, Zhao WH, Shen J. Low level of serum high-density lipoprotein cholesterol in gastric cancer correlates with 
cancer progression but not survival. Transl Cancer Res. 2020;9(10):6206–6213.

20. Zhang L, Zhu B, Zeng Y, Shen H, Zhang J, Wang X. Clinical lipidomics in understanding of lung cancer: opportunity and challenge. Cancer Lett. 
2020;470:75–83.

21. Li D, Zhou L, Ma C, et al. Comparative analysis of the serum proteome profiles of thyroid cancer: an initial focus on the lipid profile. Oncol Lett. 
2019;18(3):3349–3357.

22. Ozmen S, Timur O, Calik I, et al. Neutrophil-lymphocyte ratio (NLR) and platelet-lymphocyte ratio (PLR) may be superior to C-reactive protein 
(CRP) for predicting the occurrence of differentiated thyroid cancer. Endocr Regul. 2017;51(3):131–136.

23. Feng J, Wang Y, Shan G, Gao L. Clinical and prognostic value of neutrophil-lymphocyte ratio for patients with thyroid cancer A meta-analysis. 
Medicine. 2020;99(20):e19686.

24. Ordookhani A, Motazedi A, Burman KD. Thrombosis in Thyroid Cancer. Int J Endocrinol Metab. 2018;16(1):e57897.
25. Takata N, Miyagawa M, Matsuda T, et al. Usefulness of albumin-globulin ratio as a clinical prognostic factor in patients with thyroid cancer treated 

with radioiodine. Ann Nucl Med. 2021;35(9):1015–1021.
26. Wassermann J, Bernier M-O, Spano J-P, et al. Outcomes and Prognostic Factors in Radioiodine Refractory Differentiated Thyroid Carcinomas. 

Oncologist. 2016;21(1):50–58.
27. Wang C, Zhang X, Li H, Li X, Lin Y. Quantitative thyroglobulin response to radioactive iodine treatment in predicting radioactive iodine-refractory 

thyroid cancer with pulmonary metastasis. PLoS One. 2017;12(7):e0179664.
28. von Elm E, Altman DG, Egger M, et al. The Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) Statement: 

guidelines for reporting observational studies. Int J Surgery. 2014;12(12):1495–1499.
29. World Medical Association. Declaration of Helsinki [homepage on the Internet]; 2016. Available from: https://www.wma.net/what-we-do/medical- 

ethics/declaration-of-helsinki/. Accessed October 15, 2022.
30. Haugen BR, Alexander EK, Bible KC, et al. 2015 American Thyroid Association Management Guidelines for Adult Patients with Thyroid Nodules 

and Differentiated Thyroid Cancer The American Thyroid Association Guidelines Task Force on Thyroid Nodules and Differentiated Thyroid 
Cancer. Thyroid. 2016;26(1):1–133.

31. Perrier ND, Brierley JD, Tuttle RM. Differentiated and Anaplastic Thyroid Carcinoma: major Changes in the American Joint Committee on Cancer 
Eighth Edition Cancer Staging Manual. Cancer J Clin. 2018;68(1):56–63.

32. Shen W, Song Z, Zhong X, et al. Sangerbox: a comprehensive, interaction-friendly clinical bioinformatics analysis platform. iMeta. 2022;1(3):e36.
33. Wu DY, Qiao D, Zhang X, et al. Lipid profiles as potential mediators linking body mass index to osteoporosis among Chinese adults: the Henan 

Rural Cohort Study. Osteoporosis Int. 2019;30(7):1413–1422.
34. Attard R, Dingli P, Doggen CJM, Cassar K, Farrugia R, Wettinger SB. The impact of frequency, pattern, intensity, and type of alcohol consumption, 

and its combined effect with smoking on inflammation, lipid profile, and the risk of myocardial infarction. J Public Health Heidelberg. 2021;29 
(3):611–624.

35. Kaneva AM, Bojko ER. Sex differences in the association between obesity and hypertension. Arch Physiol Biochem. 2021;1:548.
36. Shihab AS, Hamdi MA, Jumaa AM, Marbut MM, Jwad SK. Dyslipidemia and other parameters in women with pregnancy induced hypertension. 

J Population Therapeutics Clin Pharmacol. 2022;29(1):116–121.
37. Baenke F, Peck B, Miess H, Schulze A. Hooked on fat: the role of lipid synthesis in cancer metabolism and tumour development. Dis Model Mech. 

2013;6(6):1353–1363.
38. Fernandez LP. Alterations of Lipid Metabolism in Cancer: implications in Prognosis and Treatment. Front Oncol. 2020;10:e19686.
39. Lu C-W, Lo Y-H, Chen C-H, et al. VLDL and LDL, but not HDL, promote breast cancer cell proliferation, metastasis and angiogenesis. Cancer 

Lett. 2017;388:130–138.
40. Sahin M, Ucan B, Ginis Z, et al. Vitamin D3 levels and insulin resistance in papillary thyroid cancer patients. Med Oncol. 2013;30(2):589.

Journal of Multidisciplinary Healthcare 2023:16                                                                                 https://doi.org/10.2147/JMDH.S403045                                                                                                                                                                                                                       

DovePress                                                                                                                         
545

Dovepress                                                                                                                                                               Liu et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.2967/jnumed.119.227652
https://doi.org/10.1186/s13046-020-01757-x
https://doi.org/10.3390/cancers11060785
https://doi.org/10.1089/thy.2019.0459
https://doi.org/10.3389/fonc.2020.549882
https://www.wma.net/what-we-do/medical-ethics/declaration-of-helsinki/
https://www.wma.net/what-we-do/medical-ethics/declaration-of-helsinki/
https://www.dovepress.com
https://www.dovepress.com


41. Wei S, Yun X, Ruan X, Wei X, Zheng X, Gao M. Identification of potential pathogenic candidates or diagnostic biomarkers in papillary thyroid 
carcinoma using expression and methylation profiles. Oncol Lett. 2019;18(6):6670–6678.

42. Zhou X, Xia E, Bhandari A, et al. LRP4 promotes proliferation, migration, and invasion in papillary thyroid cancer. Biochem Biophys Res Commun. 
2018;503(1):257–263.

43. Verma A, Qayyum R. Anion gap and cancer mortality: insight from NHANES database. J Clin Oncol. 2017;35:e13068.
44. Turcotte A, Achi S, Mamlouk O, Mandayam S. Electrolytes disturbances in cancer patients. Curr Opin Nephrol Hypertens. 2022;31(5):425–434.
45. Alsirafy SA, Sroor MY, Al-Shahri MZ. Predictive Impact of Electrolyte Abnormalities on the Admission Outcome and Survival of Palliative Care 

Cancer Referrals. J Palliat Med. 2009;12(2):177–180.
46. Kang Z, Jifu E, Yu E, Cai H. Correlation between neutrophils changes and prognosis of colorectal cancer. Chine J General Surgery. 2018;33 

(10):845–848.
47. Xiong S, Dong L, Cheng L. Neutrophils in cancer carcinogenesis and metastasis. J Hematol Oncol. 2021;14(1):173.
48. Oberg -H-H, Wesch D, Kalyan S, Kabelitz D. Regulatory Interactions Between Neutrophils, Tumor Cells and T Cells. Front Immunol. 

2019;10:1690.
49. Manohar PM, Beesley LJ, Bellile EL, Worden FP, Avram AM. Prognostic Value of FDG-PET/CT Metabolic Parameters in Metastatic 

Radioiodine-Refractory Differentiated Thyroid Cancer. Clin Nucl Med. 2018;43(9):641–647.
50. Cheng X, Xu S, Zhu Y, et al. Markedly elevated serum preoperative thyroglobulin predicts radioiodine-refractory thyroid cancer. Eur J Clin Invest. 

2022;52(4):e13721.
51. Marotta V, Sciammarella C, Chiofalo MG, et al. Hashimoto’s thyroiditis predicts outcome in intrathyroidal papillary thyroid cancer. Endocr Relat 

Cancer. 2017;24(9):485–493.
52. Xiao Q, Jia Q, Tan J, Meng Z. Serum biomarkers for thyroid cancer. Biomark Med. 2020;14(9):807–815.
53. Feldt-Rasmussen U, Verburg FA, Luster M, et al. Thyroglobulin Autoantibodies as Surrogate Biomarkers in the Management of Patients with 

Differentiated Thyroid Carcinoma. Curr Med Chem. 2014;21(32):3687–3692.
54. Demir F, Hasbek Z, Erselcan T, Turgut B. The role of anti-thyroglobulin antibody in treatment and follow up of differentiated thyroid cancer. Ann 

Clin Analytical Med. 2020;11(3):207–210.
55. Ge J, Wang J, Wang H, et al. The BRAF V600E mutation is a predictor of the effect of radioiodine therapy in papillary thyroid cancer. J Cancer. 

2020;11(4):932–939.
56. Verdickt S, Van Nes F, Moyson C, et al. TPO antibody status prior to first radioactive iodine therapy as a predictive parameter for hypothyroidism 

in Graves’ disease. Eur Thyroid J. 2022;11(4):e220047.
57. Bastos AU, Oler G, Nakano Nozima BH, Moyses RA, Cerutti JM. BRAF V600E and decreased NIS and TPO expression are associated with 

aggressiveness of a subgroup of papillary thyroid microcarcinoma. Eur J Endocrinol. 2015;173(4):525–540.
58. Anekpuritanang T, Uataya M, Claimon A, Laokulrath N, Pongsapich W, Pithuksurachai P. The Association Between Radioiodine Refractory in 

Papillary Thyroid Carcinoma, Sodium/Iodide Symporter Expression, and BRAF(V600E) Mutation. Onco Targets Ther. 2021;14:3959–3969.
59. Sugino K, Nagahama M, Kitagawa W, et al. Clinical factors related to the efficacy of tyrosine kinase inhibitor therapy in radioactive iodine 

refractory recurrent differentiated thyroid cancer patients. Endocr J. 2018;65(3):299–306.
60. Li G, Lei J, Song L, et al. Radioiodine refractoriness score: a multivariable prediction model for postoperative radioiodine-refractory differentiated 

thyroid carcinomas. Cancer Med. 2018;7(11):5448–5456.

Journal of Multidisciplinary Healthcare                                                                                             Dovepress 

Publish your work in this journal 
The Journal of Multidisciplinary Healthcare is an international, peer-reviewed open-access journal that aims to represent and publish research in 
healthcare areas delivered by practitioners of different disciplines. This includes studies and reviews conducted by multidisciplinary teams as well 
as research which evaluates the results or conduct of such teams or healthcare processes in general. The journal covers a very wide range of areas 
and welcomes submissions from practitioners at all levels, from all over the world. The manuscript management system is completely online and 
includes a very quick and fair peer-review system. Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/journal-of-inflammation-research-journal

DovePress                                                                                                      Journal of Multidisciplinary Healthcare 2023:16 546

Liu et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Materials and Methods
	Study Design and Patient Selection
	Data Collection
	Statistical Analysis

	Results
	Patient Demographic and Clinicopathological Characteristics
	Blood Biomarkers and Comparisons Between the Groups
	Construction of the Scoring System
	Performance of the Prediction Model

	Discussion
	Conclusion
	Abbreviations
	Data Sharing Statement
	Acknowledgments
	Author Contributions
	Funding
	Disclosure

