
Oncotarget97407www.impactjournals.com/oncotarget

Unfavorable efficacy to 131I ablation in BRAFV600E mutant 
papillary thyroid carcinoma with positive TgAb

Na Zhang1, Jun Liang2,* and Yan-Song Lin1,*

1Department of Nuclear Medicine, Peking Union Medical College Hospital, Beijing 100730, China
2Department of Oncology, Peking University International Hospital, Beijing 102206, China
*These authors have contributed equally to this work

Correspondence to: Jun Liang, email: liangjun1959@aliyun.com
Yan-Song Lin, email: linys@pumch.cn

Keywords: papillary thyroid carcinoma; BRAFV600E mutation; TgAb; radioiodine remnant ablation; efficacy
Received: June 22, 2017        Accepted: August 08, 2017        Published: October 26, 2017
Copyright: Zhang et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License 3.0 
(CC BY 3.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source 
are credited.

ABSTRACT

The BRAFV600E mutation has shown a close relationship of aggressiveness in 
papillary thyroid carcinoma (PTC), while it remains unclear about its influence on 
the therapeutic response. As a common clinicopathologic risk factor, thyroglobulin 
antibody (TgAb) may have a correlation of prognosis in PTC. The objective was 
to investigate the relationship between BRAFV600E mutation and TgAb, and their 
combined effect on efficacy to radioiodine remnant ablation (RRA). This was a 
retrospective study including 298 PTC patients and they were divided into four groups 
according to the combined status. The BRAFV600E mutation rates declined along with 
increasing TgAb levels in the entire cohort. The ablative efficacy in terms of success 
or failure rate was statistically different among four groups (89.7%, 74.1%, 67.5%, 
57.8%, respectively, P=0.009), group with both positive BRAF and TgAb presented 
the lowest efficacy. The combined status was associated with the poor efficacy to RRA 
independently (P=0.029). Among patients with positive TgAb, the effect of RRA in 
reducing TgAb level might be weakened in BRAF mutant status. The combined status 
of BRAFV600E mutation and positive TgAb predicts low efficacy to RRA and might be 
served as an independent unfavorable prognostic factor for PTC. BRAF mutant might 
weaken the effect of RRA in reducing TgAb levels in PTCs.

INTRODUCTION

Papillary thyroid carcinoma (PTC) is the most 
common malignant thyroid tumor, accounts for 85%-90% 
of all thyroid cancers, with an increasing incidence in 
recent decades [1-3]. PTC is a relatively indolent cancer, 
which usually presents a favorable prognosis with 10-year 
survival rates over than 90% after appropriate treatment 
including thyroidectomy, subsequent radioiodine ablation 
and thyroid stimulating hormone (TSH) suppressive 
therapy. Up to 25%-30% PTC patients have TgAb-positive 
test when diagnosed and emerge a higher frequency in 
younger females [4-6]. The association between TgAb and 
PTC has been explored by many studies, which TgAb had 

been demonstrated as an independent predictive factor, and 
may associated with a higher prevalence of PTC [5, 7]. PTC 
patients with persistent elevated TgAb levels posttreatment 
have a higher prevalence for persistent or recurrent disease 
during subsequent follow-up, and the higher the TgAb, the 
higher the prevalence, this part of patients warrant closer 
follow-up than patients who display a falling TgAb trend 
after therapy [8-10]. However, the mechanism of this 
adverse prognosis caused by TgAb remains uncertain.

Recently, several oncogenic events have been 
confirmed to be associated with PTC, among them the 
BRAFV600E mutation is the frequent genetic alteration, 
which has evoked great attention and acts as a vital role in 
the tumorigenesis of PTC through activating the mitogen-
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activated protein kinase (MAPK) signal pathway [11]. 
Most studies reported that PTC patients harboring the 
BRAFV600E mutation show up aggressive characteristics 
such as bigger tumor size, more advanced tumor stage, 
extrathyroidal extension, nodal recurrence and radioactive 
iodine resistance then lead to a poor clinical outcome [12-
14]. Although our team did not find a worse clinical response 
to postsurgical RRA therapy in BRAFV600E mutation PTC 
patients without distant metastases, but we did find this 
mutation holds the promise to predict a poorer radioiodine 
uptake in distant metastases and poorer prognosis [14, 15].

So far, both BRAFV600E mutation and positive 
TgAb can cause unsatisfied prognosis in PTC have 
been reported, but the joint effect of the two statuses to 
RRA has not yet been studied. The present study aims to 
investigate the impact of BRAFV600E mutation combined 
with positive TgAb on efficacy to RRA in PTC patients 
without distant metastases.

RESULTS

Characteristics of patients

A total of 298 patients were included in this 
study with a male-to-female ratio of 1:2.20 and a mean 
age of 39.42±11.56 years at diagnosis. The prevalence 
of BRAFV600E mutation of all patients was 73.5% 
(219/298) and the TgAb-positive comprised 85 (28.5%) 
patients with a measurement of TgAb≥115 IU/mL. 
More males (P=0.006), older age (P=0.000), more 
extracapsular invasiveness (P=0.014) and advanced TNM 
stage (P=0.006) were more likely to harbor BRAFV600E 
mutation, indicating BRAFV600E was associated with 
some aggressive features in PTC. While TgAb positive 
were more widespread in younger female patients with 
less bilateral tumour lesions (P=0.000, P=0.001, P=0.009, 
respectively, Table 1). The BRAFV600E mutation rates 
tended to decline from 64.9% to 52.9% along with the 
elevated TgAb concentrations from 20 IU/mL to 115 IU/
mL (Figure 1).

The clinicopathologic features had significant 
differences in sex (P=0.000), age (P=0.000) and ps-Tg 
levels (P=0.000) among the four groups, more younger 
females were prevalent in group 2 contrasts with other 
groups. The difference regarding ps-Tg levels may 
attribute to the interference of TgAb. Furthermore, 
as shown in Table 2, the radioiodine dose presented a 
downward trend from group 1 to group 4 (P=0.000), 
indicating a more intensive initial radioiodine therapeutic 
intention to patients of group 1.

Association between RRA efficacy and different 
combination of TgAb and BRAFV600E

The efficacy in terms of RRA success rates 
were statistically different among four groups and 

presented a significant decreasing trend from group 4 
to group 1 (89.7%, 74.1%, 67.5%, 57.8%, respectively, 
P=0.009, Figure 2), the RRA success rate with coexisting 
BRAFV600E mutation and positive TgAb (group 1) was 
the lowest and also significantly lower than that associated 
with either status alone (group 2 and group 3), whereas, 
patients with both negative BRAFV600E mutation and 
TgAb (group 4) presented the highest success rate. The 
results of the multivariate analysis are shown in Table 
3. The efficacy to RRA was not significantly associated 
with TgAb (+), BRAF(+), sex, age, 131I dose, ps-Tg level 
except the coexisting status of BRAFV600E mutation 
and positive TgAb (OR, 2.121; 95% CI=1.081-4.161; 
P=0.029), the coexisting status was confirmed to be 
independent predictive factor for efficacy to RRA.

Change of TgAb level after RRA in positive 
TgAb patients

With a purpose to discover the changing pattern 
of TgAb levels in patients with positive TgAb after the 
initial RRA, we followed up the 85 positive TgAb patients 
(group 1 and group 2) from the time of RRA to 24 months 
thereafter, TgAb levels were measured regularly every 
6 months. As shown in Figure 3, TgAb levels in BRAF 
mutant group (group 1) were initially slightly lower 
(mean, 401.4 IU/mL vs 465.9 IU/mL), however, gradually 
higher compared with TgAb levels in BRAF wild group 
(group 2) during the subsequent 24 months of follow-up 
though the differences were without statistical significance 
(all P>0.05). Furthermore, TgAb levels in BRAF mutant 
patients appeared an uptrend from 18 months to 24 
months while TgAb levels in BRAFV600E wild patients 
decreased sequentially.

DISCUSSION

As one of the initial managements of PTC, 
RRA plays a vital role in reducing the recurrence rates 
and prolonging survival in intermediate to high risk 
patients [17]. Several factors have been demonstrated 
that weakening the efficacy of RRA including surgical 
approach, local or distant metastases, sodium-iodide 
symporter (NIS), BRAFV600E mutation and serum TgAb 
levels [13, 18-21]. Among them, BRAF mutation has been 
widely explored recently. In a multicenter study of 2,099 
patients, BRAFV600E mutation was associated with PTC 
recurrence (P<0.001) even after RRA. The authors also 
explored the relationship between BRAFV600E mutation 
and various characteristics, such as age, lymph node 
involvement, but TgAb was not evaluated within, which 
is a common clinicopathologic risk factor with a frequency 
range from 25% to 30% in PTC patients [4, 13]. In 2017, 
Li et al. [22] investigated the link between TgAb titers 
and PTC aggressiveness, they mentioned patients with 
positive TgAb were more likely to harbor BRAFV600E 
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mutation and NF-κB expression, moreover, those with 
positive TgAb tended to have poor clinical outcome after 
RRA, however, no further exploration on the joint effect of 
BRAFV600E mutation and positive TgAb to RRA in their 
study. So far, the coexisting effect of the two statuses on 
efficacy to RRA in PTC patients remains unclear.

In our study, the frequency of BRAFV600E 
mutation and positive TgAb were 73.49% and 28.52% 
respectively, which were comparable to other studies 
[4, 23]. As found in most studies [12-14], our data also 
revealed that PTC patients harboring BRAFV600E 
mutation presented with older age, more males, 
extracapsular invasiveness and advanced TNM stage 
as manifestations of stronger aggressiveness. Of note, 
when subdivided the TgAb titers, our study showed that 
BRAFV600E mutation, as an aggressive factor, declined 
in the incidence with increasing TgAb levels, which was 
inconsistent to Li’s findings [22]. What factor could be 
the causation of the differences between the two studies, 
we noticed that there were only 10 TgAb-positive cases 
(10/113) in the aforementioned study with only one cutoff 
value (40 IU/mL), the limited samples and cutoff value 
may somewhat less representative and persuasive. TgAb 
is considered as a serologic marker of autoimmune thyroid 
disease (AITD), which involved in PTC pathogenesis 
[24]. Recently, a large retrospective survey indicated the 
beneficial effect of autoimmunity on thyroid cancer, PTC 
with Hashimoto’s thyroiditis (HT) presented with less 
aggressive clinical stage, such as younger age, early TNM 
stage and smaller tumor size [25]. Kim et al. [1] reported 
the BRAFV600E mutation, as one of aggressive molecular 

events, was detected at a lower frequency in PTC patients 
with coexistent HT (24.4% vs 14.5%, non-HT vs HT, 
P<0.05). Given the evidences mentioned above, and 
findings herein that more younger females, less bilateral 
lesions and BRAFV600E mutation among TgAb positives, 
it seemed that PTC with positive TgAb behaves relative 
indolent. Thus autoimmunity may be involved in PTC 
pathogenesis in a less invasive way, since BRAFV600E 
as an aggressive event is not dominant therein.

In order to explore the combined effect on the 
efficacy to RRA, in this study, for the first time, we 
divided patients into four groups according to the 
combined two statuses. It is noteworthy the success rates 
to RRA presented a significant decreasing trend from 
group with both negative TgAb and BRAF mutation to 
group with both positive status (89.7%, 74.1%, 67.5%, 
57.8%, respectively, P=0.009), the RRA success rate with 
coexisting BRAFV600E mutation and positive TgAb was 
also significantly lower than that associated with either 
status alone, implying an synergistic and incremental 
effect of the coexisting two statuses, thus attenuate the 
efficacy to RRA. One possible explanation for this strong 
cooperative effect of the combined status on the efficacy 
may be related to that both them are associated with lower 
expression levels of NIS, directly or indirectly, which, 
reduces the therapeutic efficacy to RRA mainly through 
mediating the process of tumor cells incorporating 
radioiodine [26-30]. In addition, we noticed that there were 
statistically significant differences among the four groups 
regarding sex, age, 131I dose and ps-Tg level. In order to 
further identify the independent factors associated with the 

Figure 1: Percentage of BRAF (+/-) with different TgAb concentrations. When subdivided the TgAb concentration in 20 IU/
mL, 40 IU/mL and 115 IU/mL cases, the rates of BRAFV600E mutation declined along with increasing TgAb concentrations.
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efficacy to RRA, we following conducted a multivariate 
analysis, and importantly we found that, the combined 
status was the only contributor independently influencing 
the efficacy to RRA. Thus, in this paper, we have identified 
a novel background-coexistence of BRAFV600E mutation 
and positive TgAb-which forebodes a poorer efficacy 
to RRA of PTCs independently, meanwhile, provides 
unfavorable prognosis information even before RRA.

Serum Tg measurement is important for follow-
up after RRA in PTCs, however, the accuracy of Tg 
measurement is interfered by TgAb, especially at high 
titers, limiting the predictive value of Tg [9, 31]. Thus, 
the follow-up of PTCs with positive TgAb remains a 
clinical puzzlement. When TgAb is positive, successful 
RRA would be defined primarily by negative imaging 
findings, however, TgAb levels will change after treatment 
and the disappearance maybe up to 10 months according 

to our previous studies [32]. Therefore, based upon the 
evidences from some researches that positive TgAb during 
follow-up indicating persistent disease [4, 31], the 2015 
ATA guidelines proposed that TgAb could also serve 
as a surrogate tumor marker [16]. Hence, in this study, 
the changing pattern of TgAb levels in patients with 
positive TgAb was analyzed separately. Comparing with 
TgAb levels in BRAF wild group, TgAb levels in BRAF 
mutant group were initially lower, then, gradually higher 
during the subsequent 24 months of follow-up, even 
after administering a higher radioiodine dose, suggesting 
a weaken role of RRA in reducing TgAb in BRAF 
mutant status. So it seemed that patients with coexisting 
background carrying a poorer serological response in 
contrast to patients with positive TgAb only.

In conclusion, a novel background-coexistence 
of BRAFV600E mutation and positive TgAb was 

Table 1: Disease-related characteristics of study cohort

Characteristics Total BRAF(+)/BRAF(-) P value TgAb(+)/TgAb(-) P value

Number 298 219/79 85/213

Sex, n (%)

  Male 93(31.2) 78(35.6)/15(19.0) 0.006* 11(12.9)/82(38.4) 0.000*

  Female 205(68.8) 141(64.4)/64(81.0) 74(87.1)/131(61.6)

Age (years)

  Mean ± SD 39.42±11.56 41.06±11.50/34.86±10.52 0.000* 36.01±12.26/40.78±11.01 0.001*

Tumor size (cm)

  Median (range) 1.0(0.6-1.5) 1.0(0.6-1.5)/1.1(0.6-1.8) 0.590 1.1(0.6-1.8)/1.0(0.6-1.5) 0.170

Tumor multifocality, n (%)

  No 130(43.6) 96(43.8)/34(43.0) 0.902 36(42.4)/94(44.1) 0.780

  Yes 168(56.4) 123(56.2)/45(57.0) 49(57.6)/119(55.9)

Tumor lesion, n (%)

  Unilateral 194(65.1) 139(63.5)/55(69.6) 0.326 65(76.5)/129(60.6) 0.009*

  Bilateral 104(34.9) 80(36.5)/24(30.4) 20(23.5)/84(39.4)

Extracapsular invasiveness, 
n (%)

  No 131(44.0) 87(39.7)/44(55.7) 0.014* 42(49.4)/89(41.8) 0.231

  Yes 167(56.0) 132(60.3)/35(44.3) 43(50.6)/124(58.2)

TNM-Stage, n (%)

  I 194(65.1) 130(59.4)/64(81.0) 0.006* 60(70.6)/134(62.9) 0.462

  II 2(0.7) 2(0.9)/0(0) 0(0)/2(0.9)

  III 43(14.4) 36(16.4)/7(8.9) 12(14.1)/31(14.6)

  IV 59(19.8) 51(23.3)/8(10.1) 13(15.3)/46(21.60)

*P<0.05.
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investigated in this study, suggesting a poorer efficacy to 
RRA of PTCs independently and conveying unfavorable 
prognosis information. The rates of BRAFV600E mutation 

declined along with rising TgAb levels. BRAF mutant 
might weaken the effect of RRA in reducing TgAb level 
in PTC patients.

Table 2: Clinicopathologic features of the four groups

Clinicopathologic 
features

Group 1
(n=45)

Group 2
(n=40)

Group 3
(n=174)

Group 4
(n=39)

Univariate Analysis

F/χ2/H P value

Sex, n (%)

  Male 7(15.6) 4(10.0) 71(40.8) 11(28.2) 21.144 0.000*

  Female 38(84.4) 36(90.0) 103(59.2) 28(71.8)

Age (years)

  Mean ± SD 38.36±13.35 33.38±10.46 41.76±10.91 36.38+10.51 7.516 0.000*

Tumor size (cm)

  Median (range) 1.0(0.6-1.5) 1.4(0.7-2.2) 1.0(0.7-1.5) 0.9(0.5-1.5) 7.121 0.068

Tumor multifocality, n (%)

  No 19(42.2) 18(45.0) 77(44.3) 17(43.6) 0.081 0.994

  Yes 26(57.8) 22(55.0) 97(55.7) 22(56.4)

Tumor lesion, n (%)

  Unilateral 33(73.3) 32(80.0) 106(60.9) 23(59.0) 7.234 0.065

  Bilateral 12(26.7) 8(20.0) 68(39.1) 16(41.0)

Extracapsular 
invasiveness, n (%)

  No 18(40.0) 24((60.0) 69(39.7) 20(51.3) 6.622 0.085

  Yes 27(60.0) 16(40.0) 105(60.3) 19(48.7)

TNM-Stage, n (%)

  I 28(62.2) 32(80.0) 103(59.2) 32(82.1) 12.976 0.164

  II 0(0) 0(0) 2(1.1) 0(0)

  III 8(17.8) 4(10.0) 28(16.1) 3(7.7)

  IV 9(20.0) 4(10.0) 41(23.6) 4(10.3)
131I dose

  Median (range) 100(30-150) 60(30-150) 30(30-150) 30(30-30) 21.293 0.000*

Ps-Tg level (ng/mL)

  Median (range) 0.1(0.1-1.5) 0.3(0.1-1.9) 2.1(0.6-7.0) 1.9(0.7-6.3) 35.987 0.000*

Ps-TSH level (μIU/mL)

  Median (range) 100.0(73.2-
138.4)

130.5(86.5-
150.0)

100.0(75.7-
129.3)

103.3(75.3-
137.5) 6.520 0.089

*P<0.05; Ps-Tg, preablative-stimulated thyroglobulin; Ps-TSH: preablative thyroid stimulating hormone.
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Figure 2: Percentage of patients with different efficacy to RRA in four groups. The efficacy in terms of RRA success rates 
were statistically different among four groups and presented a significant decreasing trend from group 4 to group 1 (89.7%, 74.1%, 67.5%, 
57.8%, respectively, P=0.009).

Table 3: Multivariate analysis of RRA efficacy according to clinicopathologic factors

Variables Odds ratio 95%CI P value

Lower Upper

TgAb(+)+BRAF(+) 2.121 1.081 4.161 0.029*

TgAb(+) only 1.205 0.562 2.582 0.632

BRAF(+) only 1.579 0.821 3.038 0.171

Sex 0.848 0.476 1.514 0.578

Age 0.996 0.974 1.018 0.719
131I dose 0.999 0.995 1.002 0.440

Ps-Tg level 0.997 0.992 1.003 0.329

*P<0.05; CI, confidence interval; Ps-Tg, preablative-stimulated thyroglobulin.

Figure 3: Change of TgAb levels after RRA in positive TgAb patients. TgAb levels in group 1 were initially slightly lower, 
however, gradually higher compared with TgAb levels in group 2 during the follow-up period though the differences were without statistical 
significance (all P>0.05). Furthermore, TgAb levels in group 1 appeared an uptrend from 18 months to 24 months while TgAb levels in 
group 2 decreased sequentially.



Oncotarget97413www.impactjournals.com/oncotarget

MATERIALS AND METHODS

Patients and study design

A total of 1,254 patients with differentiated thyroid 
carcinoma (DTC) were enrolled in this retrospective study and 
had undergone total or near-total thyroidectomy, subsequent 
RRA and TSH suppressive therapy in our hospital from June 
2012 to June 2016. The exclusion criteria were: (1) pathological 
types other than PTC, (2) lack of BRAFV600E analysis result 
or TgAb test result, (3) with distant metastases suspected 
by elevated serum thyroglobulin (Tg) level or imaging 
examination results including diagnostic whole body scan 
(Dx-WBS), chest CT, PET/CT or histopathological biopsy, 
(4) follow-up time less than 6 months. TgAb was considered 
“negative” or “positive” based on the specific assay cutoff 
value in our hospital (negative<115IU/ml; positive≥115IU/ml). 
In the end, 298 patients were included in our study and were 
divided into four groups according to the combined status: 
group 1 (both positive in TgAb and BRAFV600E, n=45); 
group 2 (TgAb positive only, n=40); group 3 (BRAFV600E 
mutant only, n=174); group 4 (both negative, n=39). To 
observe the relationship between BRAFV600E mutation and 
TgAb concentration, we further investigated the mutation rate 
in three cases: TgAb levels were higher than 20 IU/mL, 40 IU/
mL, 115 IU/mL, respectively.

All patients underwent RRA after preparation of 
levothyroxine (L-T4) withdrawal together with a strict 
low-iodine diet for at least 2 weeks, ablative doses of 131I 
(1.11-5.55 GBq, 30-150 mCi) were administered to all 
patients according to the comprehensive assessment of 
postoperative pathology and examinations before RRA. 
L-T4 was administered at 3 days and the posttreatment 
whole body scan (Rx-WBS) was performed at 7 days after 
the radioiodine administration. At 6 months after RRA all 
patients were informed to withdraw L-T4 until TSH levels 
above 30 μIU/mL, measured serum TgAb levels, Tg levels, 
performed Dx-WBS and other imaging examinations. 
Patients with positive TgAb before RRA were followed up 
to 24 months for observe the changing in TgAb levels.

The efficacy to RRA in PTC was divided into 
success or failure according to the 2015 American Thyroid 
Association (ATA) guidelines [16], when the TgAb 
is present, the success of RRA was defined as follows: 
(1): Dx-WBS demonstrated no residual thyroid tissue or 
diffuse radioiodine uptake in bone or lung at 6 months 
after the initial radioiodine treatment; (2) no recurrence 
or metastases suspected by other imaging examinations 
(chest CT, PET/CT, bone scintigraphy, thyroid ultrasound).

BRAFV600E mutation analysis

A consecutive 4-μm-thick section was taken from 
the paraffin blocks of primary tumor for DNA extraction, 
then using a commercially available kit (QIAamp DNA 
FFPE tissue kit 50, United Kingdom) to extract DNA. 

BRAF mutation real-time fluorescence testing kit (ADx-
ARMS, AmoyDX, Xiamen, China) was used to conduct 
the quantitative real-time polymerase chain reaction and the 
kit include Taq DNA polymerase, oligonucleotide primers, 
nucleotides, hydrolysis oligonucleotide probes and buffers. 
The extracted 5-μL DNA was mixed with 0.4μL of Taq DNA 
polymerase and 35 μL of other reagents in the kit. All the 
above reactions were performed in a qRT-PCR machine 
(ABI 7500, Applied Biosystems, Foster City, CA) as follows: 
denaturation 5 min at 95°C, followed by annealing 25 s at 
95°C, 20s at 64°C and 20s at 72°C. The above procedures 
were repeated for 15 cycles and extended for 31 cycles of 
25s at 93°C, 35s at 60°C, 20s at 72°C, Fluorescence increased 
with exponential growth of the PCR products geometrically, 
which was used to judge the threshold cycle (CT). Threshold 
cycle less than 28 is defined as positive, otherwise negative.

Serological test

Serological examinations including TSH, Tg 
and TgAb were measured before RRA. TSH level 
was determined by chemiluminescence immunoassay 
(Siemens Healthcare Diagnostics Inc, New York, NY), 
the measurement was 0.004 to 150 μIU/mL. Tg and TgAb 
levels were determined by electrochemiluminescence 
immunoassay (Roche Diagnostics GmbH, Germany), with 
the measurement range from 0.100 to 500 ng/mL and 10 to 
4,000 IU/mL, respectively.

Statistical analysis

Statistical analyses were performed using SPSS 
(version 22.0; IBM Corp, NY). The associations between 
BRAFV600E, positive TgAb and characteristics were 
evaluated with Student’s t test, chi-square test and Mann-
Whitney U test. Analysis of variance (ANOVA) was used 
to compare age among the four groups. Chi-square test 
and Kruskal-Wallis rank-sum test were applied to contrast 
other clinicopathologic features of the four groups. RRA 
efficacy in four groups was assessed by chi-square test. A 
multivariate logistic regression was performed to identify 
the independent factors associated with the efficacy to 
RRA. P<0.05 was considered as statistical significance. 
All figures were created by GraphPad Prism 6 (Emerald 
Biotech Co., Ltd, Hangzhou, China).

CONFLICTS OF INTEREST

The authors declare that there is no conflict of 
interest that could be perceived as prejudicing the 
impartiality of the research reported.

GRANT SUPPORT

This work was supported by the National Natural 
Science Foundation of China (81571714).



Oncotarget97414www.impactjournals.com/oncotarget

REFERENCES

1.	 Kim YS, Kim JS, Bae JS, Park WC. Clinical implication of 
the BRAFV600E mutation in papillary thyroid carcinoma. 
World J Surg Oncol. 2013; 11:99.

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

3.	 Liu D, Hu S, Hou P, Jiang D, Condouris S, Xing M. 
Suppression of BRAF/MEK/MAP kinase pathway restores 
expression of iodide-metabolizing genes in thyroid cells 
expressing the V600E BRAF mutant. Clin Cancer Res. 
2007; 13:1341-1349.

4.	 Verburg FA, Luster M, Cupini C, Chiovato L, Duntas L, 
Elisei R, Feldt-Rasmussen U, Rimmele H, Seregni E, Smit 
JW, Theimer C, Giovanella L. Implications of thyroglobulin 
antibody positivity in patients with differentiated thyroid 
cancer: a clinical position statement. Thyroid. 2013; 
23:1211-1225.

5.	 Vasileiadis I, Boutzios G, Charitoudis G, Koukoulioti E, 
Karatzas T. Thyroglobulin antibodies could be a potential 
predictive marker for papillary thyroid carcinoma. Ann Surg 
Oncol. 2014; 21:2725-2732.

6.	 McLeod DS, Cooper DS, Ladenson PW, Ain KB, Brierley 
JD, Fein HG, Haugen BR, Jonklaas J, Magner J, Ross DS, 
Skarulis MC, Steward DL, Maxon HR, et al. Prognosis of 
differentiated thyroid cancer in relation to serum thyrotropin 
and thyroglobulin antibody status at time of diagnosis. 
Thyroid. 2014; 24:35-42.

7.	 Qin J, Yu Z, Guan H, Shi L, Liu Y, Zhao N, Shan Z, Han C, 
Li Y, Teng W. High thyroglobulin antibody levels increase 
the risk of differentiated thyroid carcinoma. Dis Markers. 
2015; 2015:648670.

8.	 Spencer CA. Clinical utility of thyroglobulin antibody 
(TgAb) measurements for patients with differentiated 
thyroid cancers (DTC). J Clin Endocrinol Metab. 2011; 
96:3615-3627.

9.	 Spencer C, Fatemi S. Thyroglobulin antibody (TgAb) 
methods-strengths, pitfalls and clinical utility for monitoring 
TgAb-positive patients with differentiated thyroid cancer. 
Best Pract Res Clin Endocrinol Metab. 2013; 27:701-712.

10.	 Durante C, Tognini S, Montesano T, Orlandi F, Torlontano 
M, Puxeddu E, Attard M, Costante G, Tumino S, 
Merungolo D, Bruno R, Trulli F, Toteda M, et al. Clinical 
aggressiveness and long-term outcome in patients with 
papillary thyroid cancer and circulating antithyroglobulin 
autoantibodies. Thyroid. 2014; 24:1139-1145.

11.	 Zoghlami A, Roussel F, Sabourin JC, Kuhn JM, Marie 
JP, Dehesdin D, Choussy O. BRAF mutation in papillary 
thyroid carcinoma: predictive value for long-term prognosis 
and radioiodine sensitivity. Eur Ann Otorhinolaryngol Head 
Neck Dis. 2014; 131:7-13.

12.	 Liu C, Chen T, Liu Z. Associations between BRAF(V600E) 
and prognostic factors and poor outcomes in papillary 

thyroid carcinoma: a meta-analysis. World J Surg Oncl. 
2016; 14:241.

13.	 Xing M, Alzahrani AS, Carson KA, Shong YK, Kim TY, 
Viola D, Elisei R, Bendlová B, Yip L, Mian C, Vianello F, 
Tuttle RM, Robenshtok E, et al. Association between BRAF 
V600E mutation and recurrence of papillary thyroid cancer. 
J Clin Oncol. 2015; 33:42-50.

14.	 Li J, Liang J, Zhao T, Lin Y. Noninferior response in 
BRAF(V600E) mutant nonmetastatic papillary thyroid 
carcinoma to radioiodine therapy. Eur J Nucl Med Mol 
Imaging. 2016; 43:1034-1039.

15.	 Yang K, Wang H, Liang Z, Liang J, Li F, Lin Y. 
BRAFV600E mutation associated with non-radioiodine-
avid status in distant metastatic papillary thyroid carcinoma. 
Clin Nucl Med. 2014; 39:675-679.

16.	 Haugen BR, Alexander EK, Bible KC, Doherty GM, 
Mandel SJ, Nikiforov YE, Pacini F, Randolph GW, Sawka 
AM, Schlumberger M, Schuff KG, Sherman SI, Sosa JA, 
et al. 2015 American Thyroid Association Management 
Guidelines for adult patients with thyroid nodules and 
differentiated thyroid cancer. Thyroid. 2016; 26:1-133.

17.	 Padma S, Sundaram PS. Radioiodine as an adjuvant therapy 
and its role in follow-up of differentiated thyroid cancer. J 
Cancer Res Ther. 2016; 12:1109-1113.

18.	 Hfu H, Ma C, Li J, Feng F, Wu S, Ye Z, Wang H. The efficacy 
of radioiodine remnant ablation for differentiated thyroid 
carcinoma patients with an incomplete thyroidectomy. Q J 
Nual Med Mol Imaging. 2016; 60:280-284.

19.	 Song HJ, Qiu ZL, Shen CT, Wei WJ, Luo QY. Pulmonary 
metastases in differentiated thyroid cancer: efficacy 
of radioiodine therapy and prognostic factors. Eur J 
Endocrinol. 2015; 173:399-408.

20.	 Seo JH, Lee SW, Ahn BC, Lee J. Recurrence detection in 
differentiated thyroid cancer patients with elevated serum 
level of antithyroglobulin antibody: special emphasis on 
using (18) F-FDG PET/CT. Clin Endocrinol (Oxf). 2010; 
72:558-563.

21.	 Elisei R, Uqolini C, Viola D, Lupi C, Biagini A, Giannini R, 
Romei C, Miccoli P, Pinchera A, Basolo F. BRAF(V600E) 
mutation and outcome of patients with papillary thyroid 
carcinoma: a 15-year median follow-up study. J Clin 
Endocrinol Metab. 2008; 93:3943-3949.

22.	 Li W, Ming H, Sun D, Li W, Wang D, Zhang G, Tan J. 
The relationship between BRAFV600E, NF-κB and TgAb 
expression in papillary thyroid carcinoma. Pathol Res Pract. 
2017; 213:183-188.

23.	 Xing M. BEAF mutation in papillary thyroid cancer: 
pathogenic role, molecular bases, and clinical implications. 
Endocr Rev. 2007; 28:742-762.

24.	 Boi F, Minerba L, Lai ML, Marziani B, Figus B, Spanu 
F, Borghero A, Mariotti S. Both thyroid autoimmunity 
and increased serum TSH are independent risk factors for 
malignancy in patients with thyroid nodules. J Endocrinol 
Invest. 2013; 36:313-320.



Oncotarget97415www.impactjournals.com/oncotarget

25.	 Huang BY, Hseuh C, Chao TC, Lin KJ, Lin JD. Well-
differentiated thyroid carcinoma with concomitant 
Hashimoto’s thyroiditis present with less aggressive clinical 
stage and low recurrence. Endocr Pathol. 2011; 22:144-149.

26.	 Zhang Z, Liu D, Murugan AK, Liu Z, Xing M. Histone 
deacetylation of NIS promoter underlies BRAF V600E-
promoted NIS silencing in thyroid cancer. Endocr Relat 
Cancer. 2014; 21:161-173.

27.	 Durante C, Puxeddu E, Ferretti E, Morisi R, Moretti S, 
Bruno R, Barbi F, Avenia N, Scipioni A, Verrienti A, 
Tosi E, Cavaliere A, Gulino A, et al. BRAF mutation in 
papillary thyroid carcinoma inhibit genes involved in iodine 
metabolism. J Clin Endocrinol Metab. 2007; 92:2840-2843.

28.	 Bastos AU, Oler G, Nozima BH, Moysés 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; 
173:525-540.

29.	 Seissler J, Wagner S, Schott M, Lettmann M, Feldkamp 
J, Scherbaum WA, Morgenthaler NG. Low frequency of 
autoantibodies to the human Na(+)/I(-) symporter in patients 

with autoimmune thyroid disease. J Clin Endocrinol Metab. 
2000; 85:4630-4634.

30.	 Poplawska-Kita A, Telejko B, Siewko K, Kościuszko-
Zdrodowska M, Wawrusewicz-Kurylonek N, Kretowski 
A, Hryniewicka J, Dzieciol J, Bauer W, Milewski R, 
Szelachowska M, Górska M. Decreased expression 
of thyroglobulin and sodium iodide symporter genes 
in hashimoto’s thyroiditis. Int J Endocrinol. 2014; 
2014.690704.

31.	 Spencer CA, Takeuchi M, Kazarosyan M, Wang CC, 
Guttler RB, Singer PA, Fatemi S, LoPresti JS, Nicoloff JT. 
Serum thyroglobulin autoantibodies: prevalence, influence 
on serum thyroglobulin measurement, and prognostic 
significance in patients with differentiated thyroid 
carcinoma. J Clin Endocrinol Metab. 1998; 83:1121-1127.

32.	 Li TJ, Lin YS, Liang J, Li F. Time to disappearance of 
thyroglobulin antibodies and influencing factors in patients 
with papillary thyroid carcinoma. Zhongguo Yi Xue Ke Xue 
Yuan Xue Bao. 2012; 34:258-261.


