
54 

META-ANALYSIS 

High- Vs. Low-Dose Radio-Iodine Therapy for Initial Thyroid 

Remnant Ablation in Post-Thyroidectomized Patients with Non­

Metastatic Differentiated Thyroid Cancer: A Meta-Analysis 
Joel C. Mendoza, MO and Irene S. Bandong, MO 
Department of Nuclear Medicine, St. Luke's Medical Center, E. Rodriguez Sr. Avenue, Quezon City 

ABSTRACT 

The use <!fl,igh- or !ow-dose radio-iod1i1e therapy (RAJT) for tizitia! thyroid remnant ablation 1i1 

po.s1-tlzyro1deltomised patients diagnosed with differemiated thyroid cancer (DTC) with no distant 

metastases /,as long been a sui!/ect ef much debate. Meta-analyses andJy.stematic reviews have been 

previous61 made using botlz randomised comro! mats (RCT.s) and obJ·el1iationa!.studies without da.e

regard to di/ferences ti1 Jtudy design. Hence, a more Jocwed meta-analysis ef avatfab!e RCTJ· alone

ww· conducted to detemune the presence <
f
a compelling difference between the ti1iual remnalll 

ablation .succeJs rates cf /ugh- and !ow-dose RAJT tiz post-thyrotdectomi.sed DTC patient without 

diswnt metaslOseJ: A11 exten.sive .search cf PubMed and Cochrane Central regiJter <!/ RCT.s (up to

Augwt 2013) waspe�fonned by two reviewerJ; wlzic/1 was completed by hand Jearch ef nferences 

Jivm re!e1Jaru articles and re1Jiew paper.s published from 1996 to 2012. The two reviewers 

independemly .selected e!tg1bfe studier, wti/1 disagreemelll resolved by con.sen.sus. T/1e 1ndusion 

mtena were cu follows: (a) ra11do11ujed comrolled t1iats, (b) prul-tl1yro1deaomised adult su!yecu

diagnosed wit/1 well dtjferenriated thyroid cancer and no emdence e
f 
dMta,u metastases; and (c) 

Ju/yea ra11domisat101111110 30-50 mCi or 100 mCi 131 ltreatmemgroupJ: Studies wereexc!udedif(a)

the full text <ji.!te Mudy i, not available, (b) t/1e .study j,J· i11 wwther language otl1er than English, and

(c) !f tlze data 011 relative risk wa.s not avmfable or could not be derived from the .swdy Of eight

pub/is/zed RCTs 011 radto-,oduze t/1erapy as cf August 2013, only 5 were eltjyb!efor this 111eta­

a11a!y.sis; namely those by Jolzansen et al (1991), Bal et al (1996), Zaman et al (2006), MiienpiHi

et al (2008) and Cag!ar et al (2012). The same two reviewers 1i1dependent!y e.uracted datafivm

the ji1/! text c
f 
Llze J-e!ected.five .uudies . Two-by-rwo tables companngfreque11cies ef .saccesefu! and 

fatfed rem,zaru ab!atio11 wing !ow-dose (30-60 mCt) and high-dose (-100 mCt) RAJT were derived 

fivm the pub/is/zed resulu ef tlze ti1d11ded JYudies, and t!,e weighted and pooled relative risks for 

succesefu! remnant ablation were computed '/Jla the Marue!-HaellJze! method wing a fa:ed effecu 

model ( ex - 5%). Subgroup analyses were peiformed baJ-ed on different definitton.s ef a Juccesefi.d 

remnam ab!at1011. The pooled relative risk (-0. 03) was staltjtica!ly ti1S1gnificant (p -0. 54) and lzad 

poor preaj1011 (95% w,?fidence tizter1Ja! <!ff-0.12,0.06}) even when acfjt1stmenu to Llze varied 

defniao,z.s cf a .succesefitl ab!atton were peiformed Thw, wing avatfab!e RCT.s tlzat compw-e htgh­

and low-dose RAIT for 1-e11111m11 ab!atzon c
f 
DTC, tlzere is an apparent trend /avowing lugher

success rateJ· using /ugh-dose RAIT. However, tlze lack e
f 
well deJ'fgned RCTs precludes· 

reco111111end,,i1g l11gh-doJ·e 1i1itia! RA! ablation, and encourages tlze present praetice efti1&1J1du
a!ized 
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INTRODUCTION successful RAI remnant ablation. Doi et al. (9) 

concluded that high-dose RAJ therapy is more 
The use of radioactive iodine (RAJ) ablation of 

d effective in successful ablation despite using sru ies 
rhvroid tissue remnants after near or total 

thyroidectomy m patients diagnosed ,,�th 

diflerentiated thyroid cancer (DTC) is generally 

considered part of standard medical care in high-risk 

and select low-risk patients (1-3). In their 2009 

revised guidelines, the American Thyroid Association 

recommends the use of the first dose of RAJ after 

thyroidectomy in selected DTC patients for remnant 

ablation, adjuvant therapy or RAJ therapy (4). This 

has been shown to reduce the rates of disease 

recunence, distant metasrases and mortality (5-7). 

However, just how much radio-iodine is to be given 

initially has been the subject of much debate. 

of different designs (i.e., RCTs and cohort studies). 

Cheng et al. claimed that there is no significant 

difference in the rate of successful ablation using 

1100 MBq and 3700 MBq of 131 1 after analyzing 

pubhshed RCTs ( 10). 

Thus, the conclusiveness of published meta-analyses 

on the topic of high- vs. low-dose RAIT remains 

unsenled. In this light, this meta-analysis aims to shed 

light on what can truly be concluded from RCTs done 

on the effectiveness of high- and low-dose RAITs. 

METHODOLOGY 

Advocates of high and low doses of radio-iodine each An e.\1.ensive search of Pub Med and Cochrane 

have their opinions on the matter backed up by their Central register of randomized clinical trials (RCTs) 

own armament of research studies, most of which are 

retrospective and observational in nature. Due to the 

sensitive nature of the problem, only a handful have 

ventured into conducting randomized controlled 

trials (RCTs) that aimed to look at the differences in 

published up to August 201 3 was performed by two 

reviewers (JM and IB). The following key words were 

used to screen the PubMed and Cochrane databases: 

("randomised comrolled trial" OR "RCT") A.l�D 

("Radio-iodine ablation" OR "Radio-iodine 

the success rates of high- and low-dose RAl therapies therapy") AND ("well differentiated thyroid cancer" 

on the initial ablation of thyroid tissue remnants. OR "papillary thyroid cancer" OR "follicular thyroid 

Despite the effort, these RCTs tumed out to have cancer"). This was completed by hand search of 

conflicting results that did not really help in resoh�ng references from relevant articles and review papers 

the question at hand. published from 1996co2012. 

In an attempt to arrive at a cohesive conclusion from The two reviewers (JM and IB) independently 

all the research that has been done on which RAIT selected eligible studies, with disagreement resolved 

approach is superior, meta-analyses have been 

conducted by several authors previously. 

Sawka et al. (8) made use of cohort studies to 
detennine the overall eflectiveness of RAJ therapy in 
well differentiated DTC. Based on the limitations of 
the studies that they employed in their analysis, they 
were not able co recommend an optimal dose for 
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by consensus. The inclusion criteria were as follows: 

(a) randomised controlled trials, (b) post­

thyroidectomised adult subjects diagnosed \\�th well

differentiated thyroid cancer and no evidence of

distant metastases, and (c) subject randomisation into

30-50 mCi or 100 mCi 131 1 treatment groups.

Studies were excluded if (a) the full text of the study is

not available, (b) the study is in another language
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ocher chan English, and (c) if the data on relative risk RESULTS AND DISCUSSION 

was not available or could not be derived from che 

study. 

The same two reviewers independently e>..tracted data 

from the fulJ text of che selected smdies. CriticaJ 

appraisaJ of the eligible studies was done to assess for 

bias. A chi-squared test of heterogeneity was 

performed to determine the consistency of d1e resuJts 

of the sllldies included in this meta-anaJysis. Two­

by-l\,vo tables comparing frequencies of successful 

and failed remnant ablation using low-dose (30-60 

mCi) and high-dose (-100 mCi) RAIT were derived 

Seven published randomized controlled triaJs 

satisfied the inclusion criteria. These were by 

Creutzig (11 ), Joh311sen et aJ. (12), Bal et al. ( 13). 

ZamaJ1 et aJ. (14), Maenpaa et aJ. ( 15 ), Kukulska et al. 

(16) and Caglar et aJ. (17). However, criticaJ

appraisal of these articles led to the exclusion of the

sllldies by Creutzig and Kukulska et aJ. since the data

on the success rate of initial thyroid remnaJ1t ablation

using high- and low-dose RAl therapy cannot be

e:x-tracted from the published figures.

Table 1 shows a summary of the selected RCTs for 
from che published resuhs of the included sllldies. 

this meta-anaJysis. AJI of the eligible studies had 
Using Review Manager (RevMaJ1) sof'tw31·e version 

patients with differentiated thyroid caJ1cer "·ithour 
5.2.6, weighted and pooled relative risks for 

successful remnant ablation were computed via the 

MaJ1tel-Haenszel method using a fixed effects model 

(ex = 5%). Subgroup 311aJyses were performed based 

on diff crent definitions of a successful remnant 

311y evidence of metastasis after totaJ or near rotaJ 

(subtotal) thyroidectomy. Evaluation of the success of 

remnaJn ablation was done as early as 3 months to as 

late as a year after RAl administration. 

ablation. 1o other clinical outcome was analysed AH of the five selected studies employed follo\\·-up 

since only one of the eligible articles reported other whole body 131 1 scintigraphy and serum thyToglobulin 

clinicaJ parameters of RAl therapy (e.g., adverse (Tg) to determine the presence of iodine-avid th)Toid 

eflects). tissue remnants after radio-iodine ablation. Onh· the 

study by Caglar et al. used neck sonogrnphy ro 

Table I. Summary of sample size, thyroid cancer histoloh'Y, type of thyroid surgery, post-operative TNM stage, and follow-up schedule 

after radio-iodine ablation therapy used in the five selected srudies. 

Author N Histology Surgt:ry Staging 
Follow-up 

Schedule 

Johansen ct al. 63 
OTC' 

TTdorST
T

•· 
(specific type not reported) 

TxNO MO 3 to4 months 

Bal cl al. 149 
OTC 

(specific type not reponcd) 
TforNTTr Tx1 OMO 6 months to 1 ,-car 

Zaman ct al. 40 PTCh. FTC" TTor 1TT TxNOMO 6 months 

Maenpaa. ct al. 158 PTC,FTC TTorNTT TxNO MO 4to8 momhs 

Caglar Cl al. 108 PTC. FTC TT TxNOMO 6 momhs 

I 
I 

I 

'differcmiated thyroid carcinoma, hpapillary thyroid carcinoma. "follicular thyroid carcinoma. dlotal lhyroidectomy, 'subtotal lhyroidcctomy. rnear 

total thyroidccromy 
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detennine any residual tissues. Table 2 summarizes

the definitions of successful remnant ablation after 

initial RAJ therapy used by the selected studies. 

Further evaluation of the remammg five studies 

revealed that only the study by Maenpaa et al. had 

valid results (i.e., power of 0.80, 5% confidence 

Table 2. Summary of operative definitions of a successful remnant radio-iodine ablation used in the selected five studies. 

Author 

Johansen et al. 

Bal et al. 

Zaman et al. 

Maenpilii, et al. 

Caglar et al. 

OpcratiYe Definitions of A Sun:essfiil Remnant Ablation

absence of pathologic 24-h RAJU (I 073 MBq) or 72-h RAJU (:3700 MBq) in the neck 
(pinhole) and whole body (planar) scans 

+ serum Tg < 5 ng/rnL

absence of thyroid bed activity in a 5 mCi diagnostic whole body scan 
1311 neck sc,-an at 48 hours 
+ neck uptake of <0.2% of the administered activiry
+ serum Tg< IO ng/mL

negative whole body 1311 scintigraphy 
+ serum Tg <2 ng/mL

negative whole body 1311 scintigraphy 
+ serum Tg < I ng/mL
+ absence of palpable neck masses

(a) strict criteria based on three tests:
(i) negative neck ultrasound
(ii) no tracer uptake or < 2x background activity in diagnostic

whole body 131 I scimigraphy or== 0.2% RAJU
(iii) scrum Tg < 0.2 ng/mL

(b) strict criteria based on two tests:
(i) negative neck ultrasound
(ii) scrum Tg < 0.2 ng/mL

(c) lax criteria based on three tests:
(i) negative neck ultrasound
(ii) no tracer uptake or < 2x background activity in diagnostic

whole body 1311 scintigraphy or== 0.2% RAJU
(iii) serum Tg < 2 ng/ml

(d) lax criteria based on two tests:
(i) negative neck ultrasound
(ii) serum Tg < 2 ng/mL

level) and clinically importam and relevant 

recommendations. The rest of the remaining srudies 

all had low power (i.e., 0.27 for BaJ et al., 0.25 for 

Caglar et al., 0.12 for Johansen et al., and 0.24 for 

Zaman et al.) and unclear patient randomization. No 

e,idem significant risk of bias was found in all of the 

five included studies. 

Maenpaa et al. showed an increase in the rate of 

successful remnant ablation (from 1.16% after low­

dose RAI therapy co 20% after high-dose RAI 

therapy), while those of Johansen et al. and Caglar et 

al. demonstrated otherwise. Using the results of the 

strict criteria for three tests by Caglar et al. alongside 

the rest of the included studies, the pooled risk 

difference is -0.05, barely favouring the use of high­

dose RAJ ablation therapy (Fig. 1). This is statistically 
The individuaJ results of Bal et al., Zaman et al., and 
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insignificant (p = 0.31) and has low precision (95% 

confidence interval of [-0.14,0.04]). The results 

were similar when the strict criteria for two tests or 

the lax criteria for both three and two tests by Cag-lar 

et al. were used (Appendix.A). 

Furthem1ore, the pooled risk difference remained 

statistically insignificant and had low precision even 

S!udy or Subgroup 
Bal 1996 
Caglar 2012 
Johansen 1991 
Maenpaa 2008 
Zaman 2006 

Low-dose RAIT 
Events Totill 

17 27 

32 53 
21 36 
42 81 

8 20 

High-dose RAIT 
Evenu Tolill Weigh! 

28 38 14.7% 
35 55 25.1% 
14 27 14.3% 
43 77 36.7% 
12 20 9.3% 

when adjustment to the criteria used to define a 

successful ablation was made (Appendix B). 

If deference is made to the prevalent local practice of 

using a serum Tg level of< 2 ng/mL as a cm-offvalue 

in conjunction with a negative 'WES to define 

successful ablation, a statistically insignificant pooled 

risk dillerence (-0.08, p = 0.25) is obtained using 

Risk Difference Risk Difference 
M-H. Fixed, 95% Cl M-H. Fixed, 95% Cl 
-O.ll (-0.34. 0.12) 
-0.03 1-0.22. 0.151 

0.06 (-0.18. 0.31) 
-0.04 (-0.20. 0.12) --
-0.20 l-0.50. 0.101 

To!al (95% Cl) 217 217 100.0" -o.os 1-0.14. 0.041 
Total events 120 132 
Heterogeneity Chi' = 2.05. df = 4 IP= 0.73). I' = 0% 
Test for overall effect. Z = 1.01 IP= 0.3ll 

-1 -0.5 0.5 I 
Favours High-dose RAil Favours Low-dose RAil 

Fi6>1Lre I .Weighted and pooled risk differences of the studies by Johansen et al., Bal et al., Zaman ecal .. Maenpali. et al .. and Caglar et al. 
(using the scrict criteria for three tests) and the resultant forest plot using a fixed eflects model for the Mamel-Haenszcl analysis at ex = 
0.05. 

only the studies of Zaman et al. and Maenpaa er ::ii. 

(95% confidence interval of[-0.22,0.06]) (Fig. 2). 

Using a mi.xed effect model did not alter the above 

results. It is interesting to note that though the pooled 

risk difference has been repeatedly shown to be 

statistically insignificant, there exists an apparent 

overall ffend that favours a slightly higher success rate 

in initial remnant ablation using high-dose RAJ. This 

is somewhat in agreement with the result of the meta­

analysis done by Doi et al. (9), albeit both 

Low-dose RAIT High-dose RAIT 
Study or Subgroup Events Totill Events 
Maenpaa 2 008 42 81 45 
Zaman 2006 8 20 12 

Tot,11 (95% en 101 
Total events SO 5 7 
Heterogeneity Chi' = 0. 73. df = l IP = 0.39) 1' = 0% 
Test for overall effect Z = 1.15 IP= 0.25) 

Total 
79 
20 

99 

Weight 
80.0% 
20.0% 

100.0% 

observational studies and randomized clinical U'ials 

were used in that study. 

In contrast to the previously published meta-analyses 

on the eflicacy of high- and low-dose RAJ tl1erapy on 

patients with differentiated thyroid cancer, the 

authors conclude that the lack of well designed 

randomized controlled trials on this subject greatly 

hinders the conduct of a definitive meta-analysis that 

can be used to support the use of either high- or low­

dose RAJ ablation therapy. Funnel plot analysis 

Risk Difference 
M-H. Fixed. 95% Cl 
-0.05 (-0.21. 0. 10] 
-0.20 1-0.so. 0.101 

-0.08 1-0.22. 0.06) 

Risk Difference 
M-H. Fixed, 95% Cl 

-l - .5 0.5 I 
Favours High Dose RAIT Favours Low Dose RAil 

Figure 2. Weigh red and pooled risk differences and resultant forest plot using a fixed eflects model for the Mantel-Haenszel analysis at 
ex = 0.05 of the results of the studies by Zaman etal. and Maenpaa er al. when a negative follow-up whole body 131 1 scan and a serum Tg 
< 2 ng/mL are used to define a successful remnant ablation. 

Phi\J Nucl Med 2018;13(2\:56-6' 



(Fig. 3) shows that there is an apparent lack of bias 

arnono- the srudies included in this meta-analysis but 
C) 

bias cannot be completely ruled out due to the low 

power of the included researches. 

The authors recognize the difficulty in making a truly 

randomized controlled trial to prove the superiority 

of either high- or low-dose RAJ ablation therapy over 

the other due to the nature of the pathology 

concerned. 

0 
SECRO, 

o.os 

0 l 

0 lS 
0 

. . . 
. . .
. . ' 

/ io\. 
' ' 

<i \ 

RD 0·2.+-1----.+,--'--------'+----'----c+o_,------'�

Figure 3. Funnel plot of the studies by Johansen et al., Bal et al., 

Zaman etal., Zaman etal., Maenpaa etal. and Caglar et al. 

CONCLUSION 

Though there is an apparent slightly higher success 

rate in using high-dose RAI ablation therapy, no 

definitive conclusion on its superiority over low-dose 

can be made at this time due to the lack of suflicient 

\rell designed randomized clinical trials. The authors 

therefore recommend that the choice of radioiodine 

acrivitv for initial remnant ablation be still 

indi\'iduaJized based on the patient's clinicaJ profile 

and experience of the clinician. 
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APPENDICES 

Low-dost RAIT 

Study or Subgroup Events Total 

Bal 1996 17 Z7 

Caglar 2012 33 53 
Johansen 1991 21 36 
Maenpaa 2008 42 81 
Zaman 2006 8 20 

High-dost RAIT 

Events Total 

ZS 38 
38 55 
14 27 
43 77 
12 zo 

Risk Difference 

Weigh! M-H. Fixed, 95% Cl 

14.7% -0.111-0.34. 0.121 
ZS.1% -0.071-0.25. 0.111 
14.3% 0.06 1-0.18. 0.311 
36.7% -0.041-0.20. 0.12) 

9.3% -0.201-0.50. 0.10) 

Total 19S% en 217 217 100.0% -0.06 (-0.15. 0.04) 

Total events 121 135 
Heterogeneity. Chi'= Z.03. elf= 4 IP= 0.73). 1' = 0% 
Test for overall effect Z = 1.21 IP= 0.23) 

Risk Difference 

M-H, Fixed, 95% Cl 

-1 -0.5 0.5 l 
Favours High-dose RAIT favours Low-dose RAIT 

Appendix Al. Weighted and pooled risk diflerences of the studies by Johansen et al., Bal et al., Zaman etal., Maenpaa ct al., and Caglar 

et al. (using the strict criteria for two tests) and the resultam forest plot using a fixed eflects model for the Mantel-Haenszel anal�·sis at 

ex = 0.05. 

Low-dost RAIT High-dost RAIT Risk Difference 

Study or Subgroup Events Total Events 

Bal 1996 17 27 28 
Caglar 2012 43 53 42 
Johansen 1991 Zl 36 14 
Maenpaa 2008 42 81 43 
Zaman 2006 8 20 12 

Total 195% en 217 

Total events 13 l 139 
Heterogeneity Chi'= 3.18. df = 4 IP= 0.53). I'= 0% 
Test for overall effect Z = 0.61 (P = 0.54) 

Total Weigh! M-H. Fixed. 95% Cl 

38 14.7% -0.11 1-0.34. 0.121 
55 25.1% 0.05 1-0.11. 0.20) 
27 14.3% 0.061-0.18. 0.311 
77 36.7% -0.04 l-0.20. O.lZ) 
20 9.3% -0.20 1-0.50. 0.10) 

217 100.0% -0.03 (-0.12. 0.06) 

Risk Difference 

M-H, Fixed, 95% Cl 

-
r---

-� 

-1 -0.5 0.5 l 
favours High-dose RAIT favours Low-dose RAIT 

Appendix A2. Weighted and pooled risk difkrenccs of the studies by Johansen ec al., Bal et al., Zaman et al., Maenpaa et al., and Caglar 

et al. (using the lax criteria for three tests) and the resultant forest plot using a fixed effects model for the Mantel-Hacnszcl analysis at ex 

=0.05. 

Low-dost RAIT 
Study or Subgroup Events Total 

Bal 1996 17 27 
Caglar 2012 47 53 
Johansen 1991 21 36 
Maenpaa 2008. 42 81 
Zaman 2006 8 20 

High-dost RAIT 

Events Total 

28 38 
48 55 
14 2 7 
4l 77 
12 20 

Risk Difference 

Weight M-H. Fixed, 95% Cl 

14.7% -0.111-0.34. 0.12) 
25.1% 0.011-0.11. 0.14) 
14.3% 0.06 1-0.18. 0.311 
36.7% -0.041-0.20 .. 0.12) 

9.3% -0.20 1-0.50. 0.101 

Total 195% Cl) 217 217 100.0% -0.04 1-0.12. 0.051 
Total events 135 145 
Heterogeneity Chi'= 2.77. di= 4 CP = 0.60). I'= 0% 
Test for overall ettea Z = 0.82 IP= 0.4 ll 

Risk Difference 

M-H, fixed, 95% Cl 

-1 - .5 0.5 1 
Favours High-dose RAJT Favours Low-dose RAIT 

Appendix A3. Weighted and pooled risk differences of the studies by Johansen et al., Bal et al., Zaman et al., Maenpaa et al.. and Caglar 

et al. (using the lax criteria for two tests) and the resultant forest plot using a fixed effects model for the Mancel-Haenszel analysis at ex= 

0.05. 
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Low-dose RAIT High-dose RAIT 

Study or Subgroup Events Total Events 

Johansen 1991 21 36 14 
Maenpaa 2008 53 81 60 

Zaman 2006 13 20 16 

Total (95" en 137 

Total events 87 90 
Heterogeneity Chi'= 1.70. df = 2 CP = 0.43). I'= 0% 
Test for overall effect: Z = 1.26 CP = 0.21) 

Total 

27 
79 
20 

126 

Risk Difference 

Weight M-H. Fixed, 95% Cl 

23.6% 0.06 1-o.1s. o.311 
61.1% -0.ll (-0.25. 0.03) 
15.3% -0.15 (-0.42. 0.12) 

100.0% -0.011-o.is. o.04l 

Mendoza JC and Bandong IS 

Risk Difference 
M-H. Fixed, 95% Cl 

-1 -0.S 0.S I 
Favours High Dose RAIT Favours Low Dose RAIT 

Appendix Bl. Weighred and pooled risk differences and resultant forest plot using a fo'.ed effects model for d1e Mamel-Haenszel 

analysis at o: = 0.05 of rhe results of rhe studies by Johansen et al., Zan1an et al. andMaenpali et al. when only a negJtive follow-up whole 

bod\· rn I scan is used co define a successful relllllant ablation. 

Study or Subgroup 

Bal 1996 
Johansen 1991 
Maenpaa 2008 
Zaman 2006 

Low-dose RAIT 

Events Total 

59 81 
21 36 
42 81 

8 20 

High-dose RAIT 
Events Total 

51 68 
14 27 
45 79 
12 20 

Weight 

36.1% 
15.1% 
39.1% 

9.8% 

Risk Difference 

M-H, Fixed. 9S" Cl 

-0.02 1-0.16. 0.121 
0.06 (-0.18. 0.31) 

-0.05 1-0.21. 0.10)
-0.20 1-0.so. 0.101

Total (95% CIJ 218 194 100.0" -0.04 1-0.13, 0.0s1 

Total events 130 122 
Heterogeneity Chi'= 1.83. df = 3 (P = 0.61); t' = 0% 
Test for overall effect" Z = 0.80 (P = 0.43) 

Risk Difference 

M-H. Fixed, 95% Cl 

-1 - . S 0. S l 
Favours High Dose RAIT Favours Low Dose RAIT 

Appendix B2. \Veighted and pooled risk diflerenccs and resultant forest plot using a fixed effects model for the Mamel-Haenszcl 

analysis ar o: = 0.05 of the results ofrhe studies by Bal et al., Johansen et al., Zaman et al. andMacnpali et al. when a negative follow-up 

,,·hole body 1:111 scan and a serum Tg < l 0 ng/mLare used to define a successli.II remnant ablation.
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