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1. Introduction
Autoimmune thyroid diseases (AITDs) such as Hashimoto’s disease (HD) and
Graves’disease (GD) are archetypes of organ-specific autoimmune disease (Davies et al.,
1988; Volpe, 1995). Hashimoto’s disease (HD), Hashimoto's thyroiditis (HT) or chronic
autoimmune lymphocytic thyroiditis was first described by H. Hashimoto in 1912 as
struma lymphomatosa (Hashimoto H.,1912). Histological and cytological features of HT
include a dense thyroidal accumulation of lymphocytes, plasma cells and occasional
multinuclear giant cells. The epithelial cells are enlarged, with a distinctive eosinophilic
cytoplasm, owing to increased number of mitochondria. HD is characterized by the
presence of thyroid autoantibodies to thyroglobulin (Tg) and to thyroid peroxidase (TPO).
The autoantibodies present in this disorder were identified in 1956 by Roitt et al. (Roitt et
al., 1956).
HT is the most common underlying cause for hypothyroidism. It has been estimated that
about 3–4% of the population suffers from HT. This disorder is most commonly found in
middle-aged and elderly females, but it also occurs in other age groups (Canaris et al. 2000).
HT is distributed throughout the world without racial and ethnic restriction.
The severity of HT vary among patients. Most patients with HD maintain a lifetime
euthyroid state without any medical treatment, whereas others become hypothyroid. The
immunological differences that underlie differences in severity remain unclear. Various
cytokines may play role in this process; thyroid autoantibodies are independently involved
in the severity of HD (Ito et al., 2006). The increased oxidative stress and a deficiency of
cellular antioxidative defense in HT patients may be related to the processes of development
of hypothyroidism.
In this view, to clarify the role of serum cytokines and antioxidant enzyme activities in
different stages of disease we investigated three sub-groups of patients with autoimmune
thyroiditis according to the thyroid function: group I —euthyroid subjects; group II—
hypothyroid subjects; and group III—subjects treated with Levothyroxine and healthy
controls.
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2. Genetic and environmental factors
The interaction between internal (genetic) and external (environmental and endogenous)
factors is required to initiate Hashimoto's disease. Environmental triggers of HT include
high iodine intake, selenium deficiency, pollution, stress, bacterial and viral infections,
cytokine therapy (Noel et al., 2002; Tomer & Davies, 1993; Bartalena et al., 2007). Probably
puberty, pregnancy and menopause are factors contributing to disease. The role of dietary
iodine is well defined in epidemiological studies and in animal models and seems to be the
most significant environmental factor to induce thyroiditis. Environmental factors
(particularly, iodine intake and infection) could cause insult of the thyrocyte followed by
abnormal expression of major histocompatibility complex (MHC) class I and class II
molecules, as well as changes to genes or gene products (such as MHC class III and
costimulatory molecules) needed for the thyrocyte to become an antigen-presenting cell
(APC). In this stage, a modulating role of sequence variants of human leukocyte antigen
(HLA) class II molecules could become pivotal in binding and presenting thyroid antigenic
peptides derived from Tg, TPO and TSHR (thyroid-stimulating hormone receptor)
(Weetman, 2003). Selenium is other micronutrient involved in thyroid hormone metabolism,
which exert various effects, while maintaining the cell reduction-oxidation balance (Beckett
& Arthur, 2004; Duntas, 2009). Genetic variations in Tg, and probably in TSHR and other
thyroid-specific genes, might be responsible for generating an autoimmune response.
Genetic factors predominate, accounting for approximately 80% of the likelihood of
developing AITDs, whereas at least 20% is due to environmental factors.

3. Pathogenesis
Several antibody and cell-mediated mechanisms contribute to thyroid injury in autoimmune
hypothyroidism. In general, in case of Hashimoto’s thyroiditis, the expressions of death
receptors such as CD95 and death receptor ligands such as CD95L and TRAIL in the thyroid
tissue appear to be much higher compared to normal subjects. Also, the expression of
positive effectors of apoptosis such as caspase 3 and 8, as well as Bax and Bak appear to be
relatively high in thyroiditis samples as compared to controls. This expression pattern
clearly supports enhanced apoptosis as the mechanism underlying the loss of thyrocytes in
Hashimoto’s thyroiditis. There is significant expression of Fas/CD95 and its ligand in the
thyrocytes who undergo apoptosis in Hashimoto’s thyroiditis. Cytokines appear to play a
crucial role in the pathology of the disease by enhancing the expression of caspases and
there by sensitizing cells to FAS mediated apoptosis (Weetman, 2004).
3.1 B Cell response
Three principal thyroid autoantigens mentioned above are involved in AITDs. These are
TPO, Tg and the TSH receptor. TPO Abs appear involved in the tissue destructive processes
associated with the hypothyroidism observed in Hashimoto's and atrophic thyroiditis. The
appearance of TPO Abs usually precedes the development of thyroid dysfunction. Some
studies suggest that TPO Abs may be cytotoxic to the thyroid (Chiovato et al., 1993; Guo et
al., 1997). The pathologic role of Tg Abs remains unclear. TPO Abs and/or Tg Abs are
frequently present in the sera of patients with AITDs (Doullay et all., 1991). However,
occasionally patients with AITDs have negative thyroid autoantibody test results.
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Longitudinal studies suggest that TPO Abs may be a risk factor for future thyroid
dysfunction; changes in autoantibody concentrations often reflect a change in disease
activity.
TPO is a 110 kD membrane bound hemo-glycoprotein with a large extracellular domain,
and a short transmembrane and intracellular domain. TPO is involved in thyroid hormone
synthesis at the apical pole of the follicular cell. Several isoforms related to differential
splicing of TPO RNA have been described. TPO molecules may also differ with respect to
their three-dimensional structure, extent of glycosylation and heme binding. Most of the
TPO molecules do not reach the apical membrane and are degraded intracellularly. TPO
autoantibodies were initially described as anti-microsomal autoantibodies (AMA) since they
were found to react with crude preparations of thyroid cell membranes. The microsomal
antigen was later identified as TPO (Czarnocka et al., 1985). TPO Abs is the most sensitive
test for detecting autoimmune thyroid disease (Mariotti et al., 1990). TPO Abs are typically
the first abnormality to appear in the course of developing hypothyroidism secondary to
Hashimoto’s thyroiditis. In fact, when TPO Abs are measured by a sensitive immunoassay,
over 95% of subjects with Hashimoto’s thyroiditis have detectable levels of TPO Abs.
Tg - the prothyroid globulin, is a high molecular weight (660 kDa) soluble glycoprotein
made up of two identical subunits. Tg is present with a high degree of heterogeneity due to
differences in post-translational modifications (glycosylation, iodination, sulfation etc).
During the process of thyroid hormone synthesis and release, Tg is polymerized and
degraded. Consequently, the immunologic structure of Tg is extremely complex. The
heterogeneity of Tg Abs are restricted in patients with AITDs compared with other thyroid
disorders. Tg Abs measurements do not appear to be a useful diagnostic test for AITDs in
areas of iodide sufficiency (Ericsson et al., 1985; Nordyk et al., 1993). Tg Abs are found in
less than 60% of patients with lymphocytic thyroiditis.
Tg and TPO antibodies occur in very high concentration in patients with Hashimoto’s
thyroiditis and primary myxedema. Both of the antibodies show partial restriction to the
IgG1 and IgG4 subclass. Tg antibodies usually mediate Antibody mediated cytotoxicity
(ADCC), where as TPO antibodies form terminal complement complexes within the thyroid
gland. Cell mediated injury may be necessary for TPO antibodies to gain access to their
antigen and become pathogenic.
Thyroid stimulating antibodies (TS Abs) occurs in 10% to 20% of patients with autoimmune
hypothyroidism (AH) but their effects are obscured by TSH-R-blocking antibodies and
destructive processes.
Karanikas at al. demonstrate that high TPO Abs titres correlate with increased frequencies of
T cells producing cytokines, enhancing cellular cytotoxic immunity, e.g. Interferon Gamma
(IFN- ) and Tumor necrosis factor -alpha (TNF- ), reflecting high disease activity. The role
of thyroid autoantibodies in different stage of Hashimoto’s disease remains unclear.
(Karanikas at al., 2005).
To clarify the prevalence of TPO Abs in different stages in Hashimoto’s thyroiditis we
measured serum levels of TPO Abs in 128 out-patients with autoimmune thyroiditis from
the Department of Internal Medicine, Stara Zagora University Hospital (Bulgaria), with HT
and in 52 healthy controls. In all patients diagnosis had been made by enlarged thyroid
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glands, elevated TPO Abs and/or typical hypoechogenicity of the thyroid in high-resolution
sonography. In negative TPO Abs patients fine needle aspiration biopsy (FNAB) was
performed and typical cytological features of autoimmune thyroiditis were found. Serum
levels of TSH, free thyroxin (fT4) were estimated. Fasting samples of venous blood were
collected in the morning between 8.00 and 10.00 h. Serum samples were routinely collected
and stored frozen at -20 C until assayed. At the time of sampling, neither of the patients and
control subjects had clinical signs or symptoms of intercurrent illness. TPO Abs were
measured by ELISA, using commercially available kits (The Binding Site LTD, England).
FT4 was measured by competitive immunoassay on the ACS180 (Chiron Diagnostics USA).
TSH was measured by a third generation two-site chemiluminometric assay on the ACS180.
The reference range was 11.5-22.7 pmol/l for fT4 and 0.35-5.5 IU/ml for TSH. Patients
were divided into tree subgroups according to the thyroid function. Group I (n=40) involved
subjects with normal thyroid function (TSH and fT4 within the normal range). Group II
(n=17) included patients with hypothyroidism (high levels of TSH and low or normal serum
levels of fT4). In group III (n=71) were enrolled subjects with hypothyroidism treated with
Levothyroxine (LT4) in a dosage to maintain TSH and fT4 within the normal range. The
medication of Levothyroxine (range: 50-200 g) was given in the fasting state. Fifty two
healthy subjects were included as controls. Informed consent was obtained from all
participants in the study according to the ethical guidelines of the Helsinki Declaration. The
relevant clinical and biochemical data of all of patients studied and controls are summarized
in Table 1.
Variables

Controls

HT

N

52

128

Gender (M/F)

9/43

9/119

Age (years)

44.6±1.8

47.0±1.2

TSH (mIU/l)

1.3±0.8

14.4±4.3 1

0.35-5.5

fT4 (pmol/l)

15.8±0.6 2

12.8±2.8 2

12-22

TPO Abs (U/ml)

12,7±1,9 3

528±39,2 3

< 150

TPO Abs Neg/Pos(%)

52/0 (0%) 4

35/93 (73%) 4

1

Range

Statistical significance: 1, 2, 3, 4 : p<0.05

Table 1. Clinical features of controls and Hashimoto’s thyroiditis patients included in the
study (mean±SEM).
Statistical analysis was carried out using the Statistica 5.5 for Windows. The results were
reported as means  SD (SE). Student’s t-test or non-parametric Mann Whitney U test were
used to determine whether differences between means were significant. Correlations
between the different parameters were calculated by linear regression analysis. P  0.05 was
considered statistically significant.
The clinical and biochemical data of subgroups of Hashimoto’s thyroiditis patients are
presents in Table 2.
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Characteristics

Group I

Group II

Group III

Range

N

40

17

71

Gender (M/F)

0/40

1/16

8/63

Age (years)

48.8±1.8

47.6±3.5

46.2±1.7

TSH (mIU/l)

2.4±1.3 1

18.6±4.8 1,2

3.7±2.6 2

0.35-5.5

fT4 (pmol/l)

14.6±2.2 3

10.3±3.1 3,4

17.1±4.4 4

12-22

TPO Abs (U/ml)

397±57 5,6

691±95 5

574±58 6

<150

TPO Abs Neg/Pos(%)

16/24 (60%)7

1/16 (94%)7

18/53 (75%)

Statistical significance: 1, 2, 3, 4, 5, 6, 7 : p<0.05

Table 2. Baseline characteristics and TPO Abs levels in Hashimoto’s thyroiditis patients –
euthyroid group (Group I), hypothyroid group (Group II) and group of patients treated
with Levothyroxine (Group III) (mean±SEM).
We found statistical significant differences of serum TPO Abs levels in sub-groups of
patients with autoimmune thyroiditis compared to controls. Concentrations of TPO Abs in
euthyroid group (397±57 U/ml) are lower in comparison with both hypothyroid group
(691±95 U/ml) and group of patients treated with levothyroxine (574±58 U/ml) (p=0.02;
p=0.03 respectively). After treatment with thyroid hormones serum levels of TPO Abs
declined without reached statistical significance. We found significantly higher TPO Abs (+)
patients in hypothyroid group in comparison with euthyroid Hashimoto’s group (x2 =6.63,
p=0.01). Ito at al. also found significantly higher titers of TPO Abs in HT patients with overt
hypothyroidism than in those with euthyroidism (Ito at al., 2006). The same study showed
the significant association of IFN- gene polymorphisms with the severity of autoimmune
thyroid diseases (Ito et al., 2006). In work of Schmidt et al. serum TPO Abs levels also
declined on HT patients, but after a mean 50 months of treatment with levothyroxine
(Schmidt et al., 2008). We may conclude that patients with euthyroid HT differ
immunologically from patients with hypothyroid HT.
3.2 T Cell response
3.2.1 Cytokines and Th1/Th2 balance
Cytokines are small glycoprotein chemical structures that act in paracrine and endocrine
fashion as soluble signals between cells and play a pivotal role in the immune response.
They are the hormonal messengers responsible for most of the biological effects in the
immune system, such as cell-mediated immunity and allergic type responses. T
lymphocytes are a major source of cytokines. A wide array of cytokines including
interleukin (IL)-2, IFN- , TNF- , IL-4, IL-6, IL-10, IL-12, IL-13 and IL-15 are produced by the
lymphocytes with some variation between patients (Nilsson et al., 1998). There are two main
subsets of T lymphocytes, distinguished by the presence of cell surface molecules known as
CD4+ and cytotoxic T cells (CD8+). T lymphocytes expressing CD4+ are also known as
helper T cells, and these are regarded as being the most prolific cytokine producers. CD4+ T
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helper lymphocytes play a key role in the pathogenesis of inflammatory and autoimmune
diseases via the production of distinctive sets of cytokines (Druet et al., 1996). On the basis
of their pattern of cytokine synthesis, CD4+ Th (helper) cells were originally classified into
Th1 and Th2 lymphocytes, which are involved in cellular and humoral immune responses,
respectively (Tato et al., 2006). The cytokines produced are known as Th1-type cytokines
and Th2-type cytokines. Type 1 helper T cells are characterized by the production of proinflammatory cytokines like IFN- , IL-2, IL-12, IL-15, IL-18 and TNF-beta. Th1 cells are
involved in cell-mediated immunity. The cytokines produced by Th1 cells stimulate the
phagocytosis and destruction of microbial pathogens. Type 2 helper T cells are characterized
by the production of IL-4, IL-5, IL-6, IL-9, IL-10, and IL-13. Th2 cells are thought to play a
role in allergy responses and facilitate humoral immune responses. Cytokines like IL-4
generally stimulate the production of antibodies. Improved understanding of Th1 and Th2
differentiation will improve our overall understanding of the immune system. Th1 and Th2
lymphocyte subpopulations are with different in some cases even contradictory functions
(Ajjan et al., 1996; Sterzl 1999). A third subset of CD4+ cells (Th3 lymphocytes) mainly
synthesize transforming growth factor - beta (TGF- ) and are considered as regulatory cells
(Shevach, 2000).
Disturbed mechanism of innate immunity, resulting from macrophage activation through
innate immunity receptors may be the basis of pathologically high levels of cytokine
production and activation (Boraschi D. & Dinarello C.A., 2006). Classical macrophage
activation in response to microbial products has long been recognised and gives rise to
potent effector macrophages (M1), which kill microorganisms and tumour cells and produce
proinflammatory cytokines and chemokines (including IL-12, TNF- , IL-1, IL-6, IL-8). More
recently, it has been shown that anti-inflammatory molecules, such as glucocorticoid
hormones, IL-4, IL-13 and IL-10, are more than simple inhibitors of macrophage activation,
in that they induce a distinct activation pathway (alternatively activated macrophages)
(Gordon, 2003; Mosser, 2003). Alternative macrophage activation with IL-4 and IL-13
induces M2 macrophages, which can regulate inflammatory responses and adaptive Th1
immunity (Mantovani et al., 2002; Mantovani et al., 2004). Classically and alternatively
activated (polarised) macrophages have been referred to as M1 and M2, in analogy with the
Th1/Th2 dichotomy in T cell responses. M1 or M2 polarised macrophages differ in terms of
receptor expression, cytokine and chemokine production, and effector function. Differential
cytokine production characterises polarised macrophages. The M1 phenotype includes IL-12
and TNF- , while M2 macrophages typically produce IL-10, the IL-1 receptor antagonist (IL1Ra) and the type II IL-1 receptor (IL-1RII). Differential production of chemokines, which
attract Th1 versus Th2 or T regulatory cells, integrates M1 and M2 macrophages in circuits of
amplification and regulation of polarised T cell responses. The microenvironment thus
influences macrophage activation and their subsequent functions. In this light, genetic and
environmental conditions that promote M1/Th1 polarisation and inhibit M2/Th2 regulatory
activity may contribute to the establishment of a chronic inflammatory condition. This may
develop into autoimmunity following triggering events (e.g., an infection or trauma) that
would induce an autoimmune adaptive response, through mechanisms of molecular
mimicry.
IL-12 is a proinflammatory cytokine mainly produced by activated macrophages, dendritic
cells, and granulocytes (Hsieh et al., 1993; Macatonia et al., 1993; Heufler et al., 1996). It acts
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upon T, B, and natural killer (NK) lymphocytes, although it is best known for inducing the
differentiation of CD4+ T lymphocytes from a Th0 to a Th1 phenotype (Trinchieri, 1993). IL12 is a heterodimer (p70) composed of a p40 subunit that is expressed predominantly on
antigen-presenting cells and a p35 subunit that is present constitutively in numerous cells.
Both subunits, have to be secreted by the same cell for production of a bioactive molecule.
IL-12 binds to a specific plasma membrane receptor, ultimately resulting in transcription of
the genes involved in prototypic Th1 responses, such as IFN- . In light of its ability to
stimulate Th1 responses, IL-12 has been invoked as a key cytokine in the pathogenesis of
organ-specific autoimmune diseases, which are often mediated by cellular immunity
(Trinchieri, 2003).
IL-18 is related to the IL-1 family in terms of its structure, receptor family and signal
transduction pathways (Fantuzzi & Dinarello, 1999). The production of bioactive IL-18 is a
multistep process involving synthesis of the precursor, synthesis and activation of the
cleaving enzyme caspase-1, maturation and extracellular transport (Dinarello, 1999; Gracie
et al., 2003). Mainly produced by macrophages and APC (Okamura H et al. 1995), IL-18 acts
in synergy with IL-12 for Th1 differentiation (Kohno et al.,1997; Robinson et al., 1997;
Micallef et al., 1996). It also exerts pro-inflammatory properties by inducing the production
of IL-1beta, TNF- , chemokines, nitric oxide and prostaglandins (Puren et al., 1998; Olee et
al., 1999). The pleiotropic activities of IL-18 suggest an important role of this cytokine in the
triggering and polarization of the immune response (Liew FY., 2003). Activated
macrophages and Kupffer cells were first described to produce high levels of IL-18
(Okamura H. et al., 1995). IL-18 is also produced by dendritic and Langerhans cells (Brossart
et al., 1998) and APC represent the major source of IL-18 production (Akita et al., 1997). Like
IL-1beta, IL-18 exerts proinflammatory properties, but this cytokine is also related to IL-12 in
view of its capacity to induce the production of Th1 cytokines and to enhance cell-mediated
immune cytotoxicity. Indeed, enhanced production and activity of IL-18 appears to be at a
fundamental level in autoimmune pathologies.
IFN- , also called immune or type II interferon is a pleiotropic cytokine involved in the
regulation of nearly all phases of immune and inflammatory responses, including the
activation, growth and differentiation of T-cells, B-cells, macrophages, NK cells and other
cell types such as endothelial cells and fibroblasts. It enhances MHC expression on antigenpresenting and IFN-- production is characteristic of Th1 differentiation (Romagnani, 1997).
IFN- enhances the cytotoxic activity of T cells, macrophages and natural killer cells and
thus has antiproliferative effects. It also increases the production of antibodies in response to
antigens administered simultaneously with alpha-interferon, possible by enhancing the
antigen-presenting function of macrophages (Mitcham, 2005). IFN- is produced by Th0cells, activated Th1-cells (CD4+) and cytotoxic T cells (CD8+), and by NK cells. Practically
any antigen can cause the secretion of IFN- in one or other way, and it is enhanced by IL-2
and IL-12 which induce the NK-cells, and Th cells to form IFN- . B-lymphocytes need IL-1
to produce IFN- . During its secretion, IFN- influences on the secreting cells as well as on
the cells around through IFN- - receptors. The first necessary step in the functioning of the
IFN- pathway is its interaction with receptors located on the surface of the cells. IFNstimulates the expression of class I and class II MHC molecules and co-stimulatory
molecules on antigen presenting cells; promotes the differentiation of naive helper T cells
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into Th1 cells; activates polymorphonuclear leukocytes (PMN) and cytotoxic T cells and
increases the cytotoxicity of NK cells and suppresses humoral immunity.
IL-6 is a multi-functional cytokine, produced by lymphoid and non-lymphoid cells of the
body, having regulatory effects on the immune and the hemopoietic system and causing an
acute-phase reaction (Heinrich et al., 1990). IL-6 together with IL-2, TNF- and other
cytokines is an essential part of the accessory signal which is needed for the activation and
the proliferation of antigen-stimulated T-lymphocytes. Interleukin-6 is especially important
in the early stages of T-cell differentiation. In this phase, it reinforces the effect of IL-2 and
promotes the differentiation of CD4 cells into T helper 2 cells (Janeway et al., 2001). It
controls the growth and proliferation of early progenitor cells in the thymus and bone
marrow and is later important in both T-cell and NK cell activation (Lee et al.; 1989). The
molecular form of IL-6 responsible for T-cell activation is released by monocytes. It
augments the early events of activation. (Heinrich et al., 1990; Van Snick, 1990) IL-6 also
functions as the required second signal in both antigen- or mitogen-activated T-cells. (Clark
& Shu, 1990) This protein holds a very important role in the life of NK cells. IL-6 provides
support for continued development throughout the life of a natural killer cell (Van Snick,
1990). Interleukin-6 is very important in the stimulation of differentiation and proliferation
of B-cells. Its most noted effect is found in the induction of permanent differentiation of Bcells into plasma cells, antibody producing cells (Nawata et al., 1989). IL-6 enhances the
release of antibodies by acting as a growth factor for already differentiated plasma cells. It
stimulates mostly the release of IgG and IgA antibodies from these cells. IL-6 induces
increased production of antibodies in B-cells (Nawata et al., 1989).
IL-10 is a small protein known as a cytokine that functions as an important regulator of the
immune system. Although IL-10 is known to have many different roles in the immune
system, its two major activities include inhibition of cytokine production by macrophages
and inhibition of the accessory functions of macrophages during T cell activation (Abbas et
al., 1994). The effects of these actions cause IL-10 to play mainly an anti-inflammatory role in
the immune system IL-10 is mainly produced by the Th2 subset of CD4+ helper cells.
However, it is also produced by some activated B cells, some Th1 cells (in humans),
activated macrophages, and some other cells. Kinetics studies demonstrate that IL-10 is
synthesized later than other immunoregulatory cytokines by activated T cells or monocytes.
This data may reveal the regulatory role of IL-10 in later phases of the immune response
(Delves et al., 1998). Studies have shown IL-10 to be an immunosuppressive agent that
inhibits the synthesis of several monocyte and Th1 cell-derived cytokines (IL-1, -2, -6, -8, -12,
TNF-beta, INF- ). Moreover IL-10 has been demonstrated to down-regulate class II MHC
expression thereby inhibiting the antigen-presenting capacity of monocytes. Like other
cytokines interleukin-10 has many effects upon the functions of cells such as lymphocytes,
monocytes, natural killer cells, and dendritic cells. Specifically, IL-10 is a cytokine that
regulates immune-mediated inflammation. It appears to have two major functions: (1) to
inhibit cytokine (i.e., TNF, IL-1, chemokine, and IL-12) production by macrophages and (2)
to inhibit the accessory functions of macrophages in T cell activation. IL-10 accomplishes
the latter function through the reduced expression of MHC class II molecules and certain costimulators (e.g., B7). The cumulative effect of these functions acts to inhibit T cellmediated immune inflammation. IL-10 also has stimulatory actions on B cells and may
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function as a switching factor for the production of IgG4 in humans (homologous to IgG1 in
mice) (Delves et al., 1998)
TNFis a pleiotropic inflammatory cytokine. This cytokine possesses both growth
stimulating properties and growth inhibitory processes, and it appears to have self
regulatory properties as well. TNF- is produced by neutrophils, macrophages, activated Tand B-lymphocytes, NK-cells, lymphokine-activated killer cell, astrocytes, endothelial cells,
smooth and muscle cells. TNF- has been implicated in the mediation of a number of
diseases including septic shock syndrome, cachexia, AIDS and in pathogenesis of certain
autoimmune diseases. TNF- production may play a key kinetic role by amplifying release
of cytokines IL-1 , IL-1 , and IL-6 and thereby affecting the severity of a response (Amiot et
al., 1997). TNF- participates in both inflammatory disorders of inflammatory and non
inflammatory origin (Strieter al., 1993). TNF- is an acute phase protein which initiates a
cascade of cytokines and increases vascular permeability, thereby recruiting macrophage
and neutrophils to a site of infection.
IL-15 shares many activities exerted by IL-2 including the stimulation and expansion of T
cells thymocytes, B cells and natural killer cells owing to the fact that the receptors for IL-2
and IL-15 share the same and subunits. At least in murine models, IL-15 unlike IL-2 fails
to significantly activate the apoptotic pathways when stimulating T cells as well as other
responding lineages, suggesting that IL-15 promotes the establishment of long-term
memory T cells. IL-15 is produced by a variety of tissues, including skeletal muscle, kidney,
placenta, hematopoietic stromal cells etc. IL-15 is expressed by a wide range of human
tissues and cell lines, including skeletal muscle, placenta, and epithelial cell cultures (Tagaya
et al., 1996). This cytokine induces T and B cell proliferation and it is essential for cell
survival and for maintenance of long-lived memory cells (Perera et al., 1999; Oh et al., 2008).
IL-15 is known to have noninflammatory actions because it can be detected in normal
muscle tissue, where it is thought to have an anabolic activity and can modulate adipose
tissue deposition (Quinn et al., 2009).
TGF-ß1 belong to a family of multifunctional polypeptides and is produced by a wide
variety of lymphoid and nonlymphoid cells. The TGF-ßs are involved in a variety of
different biological processes, including tumorigenesis, fibrosis, hemopoiesis, and
immunoregulation (Prud’homme & Piccirillo, 2000; Grande, 1997). Lymphoid cells mostly
produce TGF-ß1, an isoform that is also found in large amounts in bones and platelets and in
the serum (Letterio & Roberts 1998). The activation of TGF-ß1 may be mediated by
macrophages in inflammatory sites (Wallick et al., 1990). Regarding the immunoregulating
role of TGF-ß1, this is an immunosuppressive cytokine, as it inhibits T and B cell
proliferation, natural killer cell cytotoxic activity, and the generation of T cell cytotoxicity
(Rook et al., 1986; Lee et al. 1987). Furthermore, TGF-ß1 is able to inhibit both T helper type 1
and T helper type 2 cytokine production and decreases the interferon- -induced expression
of HLA class II antigens (Czarniecki et al., 1988).
3.2.2 Cytokines and the thyroid
Both CD4+ and CD8+ T-Cells occur in thyroid lymphocytic infiltrate with a preponderance
of CD4+ cells. There is an increase in activated T Cells expressing markers like HLA-DR.
Thyroid cells express MHC class-II molecules as well as other immunologically important
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molecules and behaves as an APC. Expression of ICAM-1, LFA-3 and MHC class I
molecules by thyrocytes is enhanced by IL-1, TNF- and IFN- (Weetman, 2004). This
response increases the ability of cytotoxic T cells to mediate lysis. Thyroid cell destruction is
mediated by Fas dependent mechanisms (Weetman, 2004; Wu et al., 1994). Cytokines and
other toxic molecules such as nitric oxide and reactive oxygen metabolites probably also
contribute directly to cell mediated tissue injury (Weetman, 2011). (Fig. 1)

Fig. 1. Interaction between thyroid cells and the immune system via cytokines.
Humoral immunity exacerbates cell-mediated damage in a secondary fashion, both by direct
complement fixations (TPO antibodies) and by ADCC (Chiovato et al., 1993). Complement
attack initiated via the classic or alternative pathway, impairs the metabolic function of
thyroid cells and induces them to secrete IL-1, IL-6, reactive oxygen metabolites and
prostaglandin. All of these enhance the autoimmune response.
As well as T and B cell, dendritic cells and monocyte/ macrophages accumulate in the
thyroid. Presumably they play a major role as APC and capable of providing co-stimulatory
signals. Thyroid cell-derived monocyte chemoattractant-I, produced after TNF- , IFN- , or
IL-1 stimulation, is likely to be responsible for the accumulation of monocytes, which are
important source of cytokines ( Simons, 1998). Many cytokines are now known to be
produced by thyroid cells especially after stimulation with IL-1, including IL-1, IL-6, IL-8,
IL-12, IL-13 and IL-15 (Weetman et al. 1990; Weetman et al. 1992; Ajjan et al. 1997).
Gene expression of IL-1, IL-2, IL-4, IL-6, IL-8, IL-10, IL-12, IL-13, IL-14, IL-15, IL-16, IFN- ,
TNF- and a number of chemokines have been shown in both GD and HT tissue samples
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(Ajjan et al. 1996; Azmi et al. 1997; Ashhab et al., 1999). Generally, a mixed Th1 and Th2
pattern has been found in the samples analysed, although some studies, using quantitative
techniques, have shown a Th1 response in HT and a Th2 response in GD (Heuer et all. 1996).
However, the analysis of mRNA can be misleading, as gene expression does not necessarily
correlate with protein production. To address this issue, immunohistochemical methods
have been applied which demonstrated cytokine protein production by a variety of cells in
AITDs tissue in vivo. IFN- was found in infiltrating lymphocytes, IL-1 in endothelial cells,
whereas IL-1, IL-6 and TNF- were produced by thyroid follicular cells (TFC) (Ajjan et al.
1996).
Cytokine production by TFC in vitro can be stimulated by IL-1, IFN- and TNF- , and this
may be important in increasing the size and the activity of the infiltrate in vivo. Cytokines
enhance the expression of adhesion molecules on TFC and can stimulate nitric oxide and
prostaglandin production by these cells, which may further have a role in localising and
augmenting the inflammatory reaction (Ajjan et al. 1996).
MHC class I expression is upregulated on TFC by IFN- and TNF- treatment in vitro,
which may play a role in tissue destruction through T-cell-mediated cytotoxicity (Ajjan et
all. 1996). IFN- also enhances MHC class II expression on TFC in vitro, which may have a
role in enhancing the proliferation of non-B-7-dependent T cells, but may also have a
protective role as detailed below.
Apoptosis seems to play a role in AITDs, in particular HT (Palazzo et al. 2000). Cytokines
can upregulate proapoptotic genes and downregulate antiapoptotic genes on TFC
predosposing these cells to apoptosis.
TFC are resistant to complement-mediated cell lysis, an effect mediated in part by the
expression of several protective proteins, which can be upregulated by cytokines (Ajjan et al.
1996). IFN- and TNF- treatment of TFC in vitro renders these cells resistant to cellmediated cytotoxicity, whereas TGF- 1 inhibits T cell proliferation and thyroid autoantigen
recognition (Ajjan et al. 1996).
IL-1 and IL-6 enhance TFC proliferation in culture but can also have inhibitory effects if cells
are stimulated with TSH, emphasising the complex interaction of these molecules in vivo.
IFN- and TNF- inhibit TFC growth and proliferation, without affecting cell viability
(Ajjan et al. 1996). TPO gene expression and Tg production are decreased by cytokine
treatment of TFC in vitro, which may affect iodine organification in vivo (Rasmussen et all.
1994). IFN- can also downregulate TSHR gene expression (Nishikawa et al., 1993).
Levels of IL-5 are increased in GD and HT sera (Hidaka et all., 1998), whereas IL-6, IL-8 and
IL-12 concentration is increased in GD sera compared with controls (Tamaru et al., 1999;
Salvi et al., 2000). Increased serum levels of IFN- , IL-4, IL-6, IL-10 and TNF- were found in
GD compared with controls indicating a mixed Th1/Th2 response in this disease (AlHumaidi, 2000). In recent study Sieminska at al. found increased production of IL-6 in
postmenopausal women with Hashimoto’s thyroiditis (Sieminska et al., 2010). On balance,
the concept of a predominance of a Th1 and Th2 response, in HT and GD respectively, is
almost certainly an over-simplification as features of cell-mediated and humoral immunity
can be found in both diseases. Some authors considered HT as Th1 disease (Phenekos et al.,
2004; Colin et al., 2004), others found a mixed Th1 and Th2 pattern (Heuer et al., 1996;
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Weetman A.P, 2004). Th1-associated cytokines have antagonistic and counterregulatory
effects on the functions of Th2 type cells and vice versa (Mosmann & Sad, 1996; Elenkov &
Chrousos, 1999). Cytokines can modulate Th1/Th2 cell differentiation via chromatin
remodeling of Th cell loci (Murphy & Reiner, 2002, Morinobi et al., 2004; Spilianakis &
Flavell, 2004).
The role of cytokines in different stages of Hashimoto’s thyroiditis is not well established
and their participation in processes leading to hypothyroidism remains contradictory.
Relatively few studies are available on the role of IL-12 and IL-18 in autoimmune
lymphocytic thyroiditis, either in patients with Hashimoto’s thyroiditis or in mice. IL-15
mRNA was detected in the majority of thyroid tissue samples from patients with
multinodular goiter, GD, and HT (Ajjan et al. 1996). Furthermore the expression of IL-15 was
increased after stimulation of TFC cells with TSH, IL-1 or IFN- , suggesting that these cells
are a source of IL-15 in the thyroid.
To provide the involvement of Th1 and Th2 lymphocyte subpopulations and to clarify the
role of some cytokines in different stages of Hashimoto’s disease we investigated 128 outpatients from the Department of Internal Medicine, Stara Zagora University Hospital
(Bulgaria), with autoimmune thyroiditis. Fifty two healthy subjects were included as
controls. In all patients diagnosis had been made by enlarged thyroid glands, elevated TPO
Abs and/or typical hypoechogenicity of the thyroid in high-resolution sonography. In
negative TPO Abs patients FNAB was performed and typical cytological features of
autoimmune thyroiditis were found. Serum levels of TSH, free thyroxin (fT4) were
estimated. Fasting samples of venous blood were collected in the morning between 8.00 and
10.00 h. Serum samples were routinely collected and stored frozen at -20 C until assayed. At
the time of sampling, neither of the patients and control subjects had clinical signs or
symptoms of intercurrent illness. Concentrations of IL-12, IL-18, IFN- , IL-10, IL-6, TNF- ,
IL-15 and TGF- ß1 in the serum samples of patients and controls were evaluated by ELISA,
using commercially available kits (R&D Systems, Minneapolis, USA). Patients were divided
into tree subgroups according to the thyroid function. Group I (n=40) involved subjects with
normal thyroid function (TSH and fT4 within the normal range). Group II (n=17) included
patients with hypothyroidism (high levels of TSH and low or normal serum levels of fT4). In
group III (n=71) were enrolled subjects with hypothyroidism treated with Levothyroxine
(LT4) in a dosage to maintain TSH and fT4 within the normal range. The medication of
Levothyroxine (range: 50-200 g) was given in the fasting state. Informed consent was
obtained from all participants in the study according to the ethical guidelines of the Helsinki
Declaration.
The relevant clinical and biochemical data of all of patients studied and controls are
summarized in Table 1. and Table 2.
The results obtained for cytokine levels in blood serum are shown in Table 3.
IL-18 was significantly higher in all HT patients (p=0.02) and both group II (p=0.03) and
group III (p=0.01) in comparison with controls. The mean serum IL-12 levels in patients with
HT were significantly higher than those in control subjects (p=0.014). (Fig.2) The serum IL12 levels were also higher in sub-groups in patients, statistically significant in group I and
group III (p=0.015 and p=0.036 respectively) in comparison with controls. (Fig.3)
Concentrations of IL-10 in sub-groups of patients - I and II tended to be lower in comparison
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with controls. IL-15 was significantly lower in group II in comparison with controls (p<0.05).
Serum concentrations of TGF- ß1 were not statistically different in sub-groups of patients
and controls, but in all sub-groups of HT patients levels tended to be lower than in controls.
IL-18 serum levels
P=0.03
400

P=0.01
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P=0.03
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P=0.01
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158,67
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Gr.I
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Fig. 2. IL-18 serum levels in controls, in all patients with Hashimoto’s thyroiditis (HT), in
euthyroid group (Gr. I), hypothyroid group (Gr. II) and group of patients treated with
Levothyroxine (Gr. III). Data are presented as mean ± SEM.
The relevant clinical and biochemical data of all of patients studied and controls are
summarized in Table 1. and Table 2. The results obtained for cytokine levels in blood serum
are shown in Table 3.
Variables Controls

HT

Group I

Group II

Group III

IL-10

0.77 ± 0.23

1.34±0.89

0.41±0.17

0.51±0.23

1.85±1.38

IL-15

2.06±0.24 1

1.48±0.11

1.67±0.21 2

0.62±0.40 1,2

1.56±0.12

IL-18

158.67±13.14 3,4,5 195.80±10.64 4 154.69±9.84 6,7

253.18±46.513,6

202.23±13.26 5,7

25874,1±2894

18742±737

19830±2516

18305±1011

TNF-

10.99±0.60

10.27±0.45

11.18±0.97

9.35±0.85

IL-12

67.99±9.85

83.41±14.0

90.48±8.19 10

IFN-

1.79±0.11 11

1.61±0.72

1.68±0.12

1.56±0.29 11

1.58±0.09

IL-6

1.47±0.29

2.22±0.36

1.79±0.50

3.96±1.30

1.71±0.29

TGF-

1

8,9,10

93.48±7.05

18967±1151
10.54±0.53
8

103.73±14.409

9

Statistical significance: 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11: p<0.05

Table 3. Cytokine concentrations (pg/ml) in all Hashimoto’s thyroiditis patients and in
particular groups of patients: euthyroid group (Group I), hypothyroid group (Group II) and
group of patients treated with Levothyroxine (Group III) and controls (mean±SEM).
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To further analyze the balance of immune regulation (Th1/Th2 balance) in individuals, the
ratio between IL-12 and IL-6 was calculated. In comparison to control subjects, a clear bias
towards Th1-dominated immune reactivity was found in group I - euthyroid Hashimoto’s
patients (p=0.018).
We found statistically significant lower serum levels of TGF-ß1 in TPO Abs (+) patients
(17802±876 pg/ml) in comparison with TPO Abs (-) patients (21200±1291 pg/ml) (p=0.018,
Mann Whitney U test).
An advantage of investigating serum cytokine levels in ATD is the ability to analyse
cytokine profile early in the disease process, when the immune response is presumably
more specific. However, serum cytokine levels may not reflect the intrathyroidal cytokine
profile as levels of some cytokines may be very low in the periphery (falling below the
detection sensitivity of the assay), despite high intrathyroidal concentrations.
IL-12 serum levels
P=0.03

150

P=0.01

IL-12 pg/ml

P=0.01

103,73
93,48

100

83,41

90,48

67,99
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0
Controls

HT

Gr.I

Gr. II

Gr. III

Fig. 3. IL-12 serum levels in controls, in all patients with Hashimoto’s thyroiditis (HT), in
euthyroid group (Gr. I), hypothyroid group (Gr. II) and group of patients treated with
Levothyroxine (Gr. III). Data are presented as mean ± SEM.
Our results demonstrate that serum IL-12 levels were increased in all sub-groups in patients
independently of functional state of the disease. The ratio between IL-12 and IL-6
demonstrate a clear bias towards Th1-dominated immune reactivity in group of euthyroid
Hashimoto’s patients in comparison to control subjects. In our previous work we found
significantly increased serum levels of IL-12 in patients suffering from both GD and HT,
which suggests that IL-12 might affect the immune response in both GD and HT (Halacheva
et al., 2005). The results shown in the existing research carried out so far on IL-12 serum
levels in GD and HT are contradictory. Phenekos et al. have shown that IL-12 serum
concentrations were significantly higher than those in normal controls in HT patients but
were not increased in patients suffering from GD (Phenekos et al., 2004). During iodineinduced autoimmune (lymphocytic) thyroiditis in NOD mouse IL-12 is produced in the
thyroid gland early and throughout the course of the disease (Bonita et al., 2003). Kimura at
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al. have shown that the local production of IL-12 in the thyroid enhances the expression of
sodium-iodide symporter and inhibits thyroid hormonogenesis downstream of the
organification, thus inducing primary hypothyroidism; and the disease promoting effect of
IL-12 was independent of of interferon- (Kimura et al., 2005). On the basis of our results
and data from experimental mouse models we may conclude that the effect of IL-12 on the
initiation and regulation of immune responses and also on thyroid function is crucial in
Hashimoto’s thyroiditis.
We found that serum levels of IL-18 were significantly higher in HT; particularly in patients
with severe disease and no change significantly after treatment with Levothyroxine in
comparison with controls. Concentrations of IL-10 in sub-groups of patients tended to be
lower in comparison with controls. Phenekos et al. demonstrated significantly increased IL18 serum levels in HT patients than those in normal controls and in patients suffering from
GD and toxic nodular goiter (Phenekos et al., 2004). IL-18 expression was increased in the
thyroid tissues of HT compared with control thyroid tissues in canine model and in humans
(Choi et al., 2006, Liu et al., 2010). IL-18 acts in synergy with IL-12 for Th1 differentiation
induce the production of Th1 cytokines and inhance cell-mediated cytotoxicity (Lebel-Binay
et al., 2000).; Increased serum levels of IL-18 particularly in patients with severe disease and
no change significantly after treatment with Levothyroxine suggest an altered
immunological status in severe hypothyroid stage of the disease and during Levothyroxine
replacement remained unchanged. Mazziotti et al. found different expression of IL-4 in
CD4+ in hypothyroid and euthyroid patients with HT (Mazziotti et al., 2003). Taking
together our and these results suggest a different immunological status for euthyroid and
hypothyroid HT patients and the interaction between IL-12 and IL-18 may be related to
development of thyroid destruction.
Our results indicate lower serum levels of IL-15 in hypothyroid HT patients. Treatment with
Levothyroxine increases serum levels of IL-15. In study of Ajjan at al. IL-15 was detected in
all HT samples, and the expression was increased after stimulation of thyroid follicular cells
with TSH, but all patients had been treated with Levothyroxine before surgery (Ajjan et al.,
1997). IL-15 expression has been detected in numerous tissues, many of which are not sites
of immune responses (Fehniger & Caligiuri, 2008). Accordingly we may suppose that
decreased serum levels of IL-15 in hypothyroid HT may be related to the process of thyroid
apoptosis and hypometabolism of all tissues.
TGF-ß1 regulate proliferation of follicule cells of the thyroid in many experiments in vitro. It
has been proved that TGF- ß1 is an immunosuppressive cytokine, as it inhibits T and B cell
proliferation, natural killer cell cytotoxic activity, and the generation of T cell cytotoxicity
(Prud’homme & Piccirillo, 2000). In our work serum levels of TGF-ß1 are not statistically
different in sub-groups of patients compared to controls, but in all HT patients they tended
to be lower in comparison with controls. Our findings of significantly lower serum levels of
TGF-ß1 in TPO Abs (+) patients than TPO Abs (-) suggest that TGF-ß1 may contribute to the
severity of autoimmune thyroiditis. Akinci et al. found lower levels of TGF- ß1 in
hypothyroid HT patients when compared with control cases and their levels remained
unchanged after Levothyroxine replacement (Akinci et al., 2008). Vural at al. also measured
decreased plasma TGF-ß1 concentrations in HT patients in comparison with controls (Vural
at al., 2009). On the basis of our and these data we suppose that autoimmunity may have
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been triggered as a result of decreased immunosuppressive effect induced by depressed
TGF- ß1 levels in patients with HT.
We may summarize that Th1 pattern of immune response characteristic of cellular
immunity is dominant in HT and sub-groups of patients have a different immunological
status which contribute to development of hypothyroidism.
3.3 Oxidative stress and antioxidant protection in Hashimoto’s thyroiditis
3.3.1 Generation of reactive oxygen metabolites and antioxidant enzymes
Molecular oxygen gives rise to dangerous reactive metabolites upon reduction to water
(Fridovich, 1978). The term "free radical" covers any atom or molecule that contains one or
more unpaired electrons (Halliwell 1991). Some of the reactive oxygen species (ROS) are free
radicals, such as superoxide, nitric oxide and hydroxyl radical, whereas hydrogen peroxide
(H2O2) is reactive and important, but not a free radical. Therefore, it is appropriate to speak
of reactive oxygen species. ROS are continuously formed in the mitochondrial respiratory
chain, via the cyclo-oxygenase pathway and by cellular enzymes, such as xanthine oxidase,
NADPH oxidase and cytochrome P450 oxidase (Gadjeva et al., 2000). The main intracellular
source of ROS is mitochondria.
A typical feature of free radical reactions is that they proceed as chain reactions, amplifying
the damage of the initial event. ROS cause cell injury by reacting with proteins, lipids, and
DNA (De Zwart et al., 1999), but they are also an essential part of normal cellular
physiology, such as signal transduction. Oxidative reactions occur in living organisms
under physiological conditions. ROS and free radicals are essential for numerous metabolic
processes. Under physiological conditions, there is a balance between the production and
detoxification of ROS. However, any internal or external pathological factor may disrupt
this balance, leading to conditions referred to as oxidative stress. Reactive oxygen species –
О2-, OH-, H2O2 and NO when being in excess cause oxidative damage to molecules. Indeed,
oxidative stress plays a significant role in the pathogenesis of several diseases. Excess H2O2
has been reported to induce oxidative damage to membrane lipids, proteins and DNA that
may result in cell death by necrosis or apoptosis. The levels of lipid peroxidation products
(malondialdehyde – MDA) in plasma are widely used in practice as an indicator of free
radical damages.
Detoxification of ROS is one of the prerequisites of aerobic life, and hence an elaborate
antioxidant system has evolved. Antioxidants are agents that scavenge ROS, prevent their
formation, or repair the damage they cause (De Zwart et al., 1999). This complex system
consists of antioxidant enzymes (superoxide dismutases, catalase, glutathione peroxidase)
and other substrates. Of the antioxidant enzymes superoxide dismutases (SOD) catalyse the
conversion of two superoxide molecules to hydrogen peroxide and oxygen, and hydrogen
peroxide is mainly eliminated by catalase (CAT) and glutathione peroxidase (GPX).
SOD is an endogenously produced intracellular enzyme present in essentially every cell in
the body. Cellular SOD is actually represented by a group of metalloenzymes with various
prosthetic groups. The prevalent enzyme is cupro-zinc (CuZn) SOD, which is a stable
dimeric protein.
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Catalase is a protein enzyme present in most aerobic cells in animal tissues. Catalase is
present in all body organs being especially, concentrated in the liver and erythrocytes. The
brain, heart, skeletal muscle contains only low amounts.
Glutathione peroxidase is a selenium-dependent enzyme, which decomposes H2O2 and
various hydro- and lipid peroxides. (Kinnula et al. 1995). The classical form of GPX is
cellular and dispersed throughout the cytoplasm, but GPX activity is also found in
mitochondria. GPX is considered more important in physiologic conditions (reviewed by
Kinnula et al., 1995). Selenium is essential for the protein synthesis and enzymatic activity of
GPX.
SOD is considered fundamental in the process of eliminating ROS by reducing (adding an
electron to) superoxide to form H2O2. Catalase and the selenium-dependent glutathione
peroxidase are responsible for reducing H2O2 to H2O. Catalase and glutathione peroxidase
seek out hydrogen peroxide and convert it to water and diatomic oxygen. An increase in the
production of SOD without a subsequent elevation of catalase or glutathione peroxidase
leads to the accumulation of hydrogen peroxide, which gets converted into the hydroxyl
radical.
The respective enzymes that interact with superoxide and H2O2 are tightly regulated through a
feedback system. Excessive superoxide inhibits glutathione peroxidase and catalase to
modulate the equation from H2O2 to H2O. Likewise, increased H2O2 slowly inactivates CuZnSOD. Meanwhile, catalases and glutathione peroxidase, by reducing H2O2, conserve SOD; and
SOD, by reducing superoxide, conserves catalases and glutathione peroxidase. Through this
feedback system, steady low levels of SOD, glutathione peroxidase, and catalase, as well as
superoxide and H2O2 are maintained, which keeps the entire system in a fully functioning
state (Fig.4). (Gadjeva et al., 2000; Al-Gubory K et al.; 2010).

Fig. 4. Schematic representation of the pathways producing reactive oxygen species (ROS)
and key cellular antioxidant enzymatic systems controlling ROS production.
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3.3.2 Oxidative stress and antioxidant protection in Hashimoto’s thyroiditis
In the thyroid hydrogene peroxide is necessary for thyroid hormonogenesis acting at
different steps of the process. Excess H2O2 has been reported to induce oxidative damage to
membrane lipids, proteins and DNA that may result in cell death by necrosis or apoptosis.
The levels of lipid peroxidation products (malondialdehyde – MDA) in plasma are widely
used in practice as an indicator of free radical damages. To prevent the damages caused by
the ROS, multiple defense systems, collectively called antioxidants, are present in human
serum, erythrocytes as well in the tissues. The presence of following antioxidative enzymes
in the thyroid gland has been documented: superoxide dismutase, catalase and glutathione
peroxidase. GPX and TR (thioredoxin reductase) are selenoenzymes capable of modifying
cell function by acting as antioxidants.
In the thyroid, ROS and free radicals are constantly formed and participate in
physiological and pathological processes in the gland. For example, H2O2 is necessary for
thyroid hormonogenesis (Nunez & Pommier, 1982; Fayadat et al., 1999). But an in vitro
experimental study H2O2 has been found to influence the process of cell death (Riou et al.,
1998).
Cells have developed a comprehensive set of antioxidant defense mechanisms to limit the
action of ROS. SOD catalyse the conversion of two superoxide molecules to H2O2 and
oxygen. CAT and GPX mainly eliminate H2O2, as primary participants in the most
important antioxidant enzyme pathways. The involvement of hyperthyroidism due to
Graves’ disease in lipid peroxidation and antioxidant enzyme activities has been studied
(Komosinska-Vassev et al., 2000; Gerenova & Gadjeva, 1996). The papers concerninig the
influence of hypothyroidism have shown that this condition results in complex effects such
as the augmentation of SOD and GPX activities and significant decrease of the CAT activity
in rat liver mitochondria in experimental work (Das & Chainy, 2001) and augmentation of
oxidative stress and disturbance of antioxidant defense in humans (Erdamar et al.,2008). The
complex regulation of ROS generation and free radical-scavenging systems activity in
patients with Hashimoto’s thyroiditis in different stages of disease activity has not been
studied. The study of Hashimoto’s thyroiditis is plagued by the difficulties in examining a
disease that progresses over long periods of time (Davies & Amino, 1993; Dayan & Daniels,
1996).
In our previous study we investigated the possible induction of oxidative stress and changes
in antioxidant enzyme activities in Hashimoto’s thyroiditis and compared these parameters
in different subgroups of patients (Gerenova & Gadjeva, 2007). For this purpose seventy-one
patients with autoimmune thyroiditis and 30 healthy controls were studied. Patients were
divided into tree subgroups according to the thyroid function: group I – euthyroid subjects;
group II – hypothyroid subjects; group III – subjects with hypothyroidism treated with
Levothyroxine (LT4) to maintain TSH and fT4 winthin the normal range. The levels of of
lipid peroxidation products - MDA in the plasma, and the antioxidant defences such as
SOD, CAT and GPX activities in erythrocytes were measured.
Between June 2003 and April 2005 seventy-one out-patients (4 males, 67 females, of mean
age 45.913.1 years) from the Department of Internal Medicine, Stara Zagora University
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Hospital (Bulgaria) with Hashimoto’s thyroiditis were recruited and investigated in
prospective study. From 74 patients selected, 71 agreed to participate in the study. In all
patients diagnosis had been made by enlarged thyroid glands, elevated TPO Abs and/or Tg
Abs as well as typical hypoechogenicity of the thyroid in high-resolution sonography.
Serum levels of TSH, free thyroxin (fT4) and lipid profile [total cholesterol (TC), triglyceride
(TGs), LDL- and HDL- cholesterol (LDL-C and HDL-C)] were estimated. Patients were
divided into tree subgroups according to the thyroid function. Group I (n=19) involved
subjects with normal thyroid function (TSH and fT4 within the normal range). Group II
(n=20) included patients with hypothyroidism (high levels of TSH and low or normal serum
levels of fT4). In group III (n=32) were enrolled subjects with hypothyroidism treated with
Levothyroxine (LT4) in a dosage to maintain TSH and fT4 within the normal range. The
medication of Levothyroxine was given in the fasting state, mean Levothyroxine doses were
83.227.7 g daily (range: 50-200 g).
Blood samples, obtained from 30 healthy individuals (4 males, 26 females, of mean age 43.8
 12.3 years) who had no family history of autoimmune disease were used as controls. To
eliminate the factors, that might affect parameters of oxidative stress, we excluded from
Hashimoto’s thyroiditis patients and healthy controls, all smoking and alcohol drinking
subjects, as well as individuals suffering from acute or chronic diseases. Informed consent
was obtained from all participants in the study according to the ethical guidelines of the
Helsinki Declaration. Fasting samples of venous blood were collected in the morning
between 8.00 and 10.00 h. FT4 was measured by competitive immunoassay on the ACS180
(Chiron Diagnostics USA). TSH was measured by a third generation two-site
chemiluminometric assay on the ACS180. The reference range was 11.5-22.7 pmol/l for FT4
and 0.35-5.5 IU/ml for TSH. Serum TC, HDL-C and TG concentrations were determined
enzymatically in the routine laboratory by automated procedures (Roche). Serum LDL-C
was calculated according to the Friedewald formula.
Blood for determining the parameters of oxidative stress was collected in tubes containing
ethylendiamine-tetraacetic acid (EDTA), centrifuged at 3000 rpm for 15 min and plasma was
carefully separated. The erythrocyte pellets were washed three times with saline, and 0.5 ml
of the cell suspension was diluted with 2 ml cold water to lyse the erythrocytes. To 0.2 ml
lysat 1.8 ml water and ethanol/chloroform (3:5/v:v) were then added to precipitate
hemoglobin. The tubes were shaken vigorously for 5 min. The supernatant was used for
determination of enzyme activity.
Total amount of lipid peroxidation products in the plasma of healthy volunteers and
patients was estimated using the thiobarbituric acid (TBA) method, which measures the
malondialdehyde (MDA) reactive products (Plaser et al., 1996). The results were expressed
as M/l. Superoxide dismutase activity was determined as described by Sun et al., (Sun at
al., 1988) with minor modifications. The results were expressed as U/gHb. Catalase activity
in the erythrocyte lysats was assessed by the method described by Beers and Sizer (Beers &
Sizer, 1952). The hemoglobin concentration of lysate was determined by the
cyanmethemoglobin method (Mahoney et al., 1993). Glutathione peroxidase activity was
measured by the method of Paglia et al (Paglia et al., 1967). Activity was given in units per g
hemoglobin (U/g Hb).

www.intechopen.com

110

A New Look at Hypothyroidism

Characteristics

Group I

Group II

Group III

N

N=19

N=20

N=32

Age (yr)

46.114.9

41.814.5

48.410.7

Sex F/M

17/2

1/19

1/31

BMI (kg/m2)

27.63.2

28.45.9

28.85.8

TSH basal (mIU/l)

2.31.2 *

16.04.9 * #

3.94.8 #

Free T4 (pmol/l)

14.81.3 *

10.62.4 *#

162.4#

Total
(mmol/l)

6.01.1

6.31.3

5.60.8

LDL-C (mmol/l)

4.01.0

3.81.1

3.50.6

HDL-C (mmol/l)

1.40.5

1.60.3

1.40.3

Triglycerides (mmol/l)

1.60.6

1.60.9

1.41.1

cholesterol

* p<0.05; # p<0.05 are statistically significant (Student’s t-test)

Table 4. Baseline characteristics of Hashimoto’s thyroiditis patients - euthyroid group
(Group I), hypothyroid group (Group II) and group of patients treated with Levothyroxine
(Group III). The results are expressed as mean  S.D
Statistical analysis was carried out using the Statistica 5.5 for Windows. The results were
reported as means  SD (SE). Student’s t-test was used to determine whether differences
between means were significant. Correlations between the different parameters were
calculated by linear regression analysis. P  0.05 was considered statistically significant.
Clinical and biochemical data of subgroups of Hashimoto’s thyroiditis patients are
presented in Table 4. In hypothyroid Hashimoto’s patients cholesterol levels tended to be
higher compared to euthyroid patients and patients treated with LT4. Results of studied
parameters of oxidative stress in controls and Hashimoto’s patients are listed in Table 5.
There were no significant changes of plasma levels of MDA between the groups of patients
(group I - 1.680.08; group II - 1.900.13; group III – 1.710.07 mol/l; respectively) as well
as between the patients and the controls (1.700.06 mol/l). Only plasma levels of MDA in
hypothyroid Hashimoto’s patients (group II) tended to be higher. No significant differences
in SOD activity in erythrocytes were observed between the groups of patients (group I 2377262; group II - 2602190; group III – 2308267 U/gHb; respectively) and the controls
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(2597156 U/gHb. Our results showed that CAT activity was significantly lower in
hypothyroid patients (group II) in comparison with controls (160163875 vs 268552272
U/gHb, p=0.01) and in coparison with subjects treated with LT4 (group III) (160163875 vs
292503939 U/gHb, p=0.02). Erythrocyte CAT activity of patients in euthyroid stage (group
I) was also found significantly decreased compared to the controls (187333188 vs
268552272 U/gHb, p=0.04). Activity of GPX in erythrocytes in hypothyroidism (group II)
was higher compared to control group (8.30.6 vs. 6.40.4 U/gHb, p=0.02). In euthyroid
Hashimoto’s patients (group I) and in patients treated with LT4 (group III), the activity of
GPX was found significantly decreased in comparison with hypothyroid patients (5.71.1 vs
8.30.6 and 5.21.1 vs 8.30.6 U/gHb; p=0.05, p=0.047, respectively). GPX activity in both
groups I and III, also tended to be lower in comparison with controls, but not significantly
(Fig. 5).
Groups
Controls

Group I

Group II

Group III

30

19

20

32

2597  156

2377  262

2602  190

2308  267

26855  2272 a b

18773  3188 b

16016  3875 a c

29250  3939c

6.4  0.4 a

5.70  1.1 c

8.3  0.6 a b c

5.2  1.1 b

Parameters
N
MDA
(mol/l)
SOD
(U/gHb)
CAT
(U/gHb)
GPX
(U/gHb)

1.70  0.06

1.68  0.08

1.90  0.13

1.71  0.07

The results are expressed as mean  S.E.
Student’s t-test was used to compute the statistical significance of values
a

CAT p<0.05; bCAT p <0.05; cCATp < 0.05

a

GPX: p<0.05; bGPX p <0.05; cGPX p < 0.05

Table 5. Levels of lipid peroxidation products – malondialdehyde (MDA) (mol/l) in the
plasma and the activities of antioxidative enzymes superoxide dismutase (SOD) (U/gHb),
catalase (CAT) (U/gHb), and glutathione peroxidase (GPX) (U/gHb) in erythrocytes of control
group and Hashimoto’s thyroiditis patients – euthyroid group (Group I), hypothyroid group
(Group II) and group of patients treated with Levothyroxine ( Group III).
Significant negative linear correlation was found between activities of GPX and CAT in
control group (r=- 0.57, p<0.05). However, no correlation was noted between activities of
GPX and CAT in patient’s groups. Significant negative correlation was also observed
between serum levels of TSH and CAT activity (r= -0.40, p<0.05) in both groups euthyroid
(group I) and hypothyroid (group II) Hashimoto’s patients.
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Fig. 5. Comparison of MDA levels in plasma and the activities of antioxidative enzymes
superoxide dismutase (SOD) (U/gHb), catalase (CAT) (U/gHb), and glutathione peroxidase
(GPX) (U/gHb) in erythrocytes of control group and Hashimoto’s thyroiditis patients –
euthyroid group (I), hypothyroid group (II) and group of patients treated with
Levothyroxine (III). The results are expressed as mean  S.E.
The thyroid function is normal in a great number of patients with Hashimoto’s thyroiditis.
Some of them, however, may progress to hypothyroidism over time. Although the highest
titers of TPO antibodies are found in hypothyroid patients with Hashimoto’s thyroiditis, they
can also be found in euthyroid patients, that is, the correlation of titers with thyroid functional
status is contradictory (Amino et al., 1976, Aksoy et al., 2005; Ito et al., 2006). Pathogenitic role
of TPO Abs is not clearly established, but they are recognized as marker of aitoimmune
thyroid diseases and the presence of TPO Abs indicates that, the processes of thyroid
destruction started many years, before establishment of thyroid hypofunction (Kraiem, 1998).
Thyroid cells undergoing apoptosis occur with high level of frequency in thyroids from
patients with Hashimoto’s thyroiditis (Kotani et al., 1995; Okayasu et al., 1995; Tanimoto et al.,
1995). Many of the apoptotic cells in these glands are detected in areas of disrupted follicles in
proximity to infiltrating lymphoid cells (Kotani et al., 1995; Hammond et al., 1997). This
suggests that the thyroid destruction in this disease occurs through thyroid cell apoptosis.
In hypothyroid Hashimoto’s patients both the level of MDA tended to be higher as well as
the cholesterol levels compared to euthyroid patients and patients treated with LT4. This
might lead to the development and progression of atherosclerosis and possibly contribute to
enhanced atherosclerosis risk in this group.
Our data showed a lack of significant changes in activities of SOD in all groups of
Hashimoto’s patients compared to controls, but in contrast, the results concerninig GPX and
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CAT activities differed significantly in studied groups. At high concentrations ROS have
been reported to induce oxidative damage to membrane lipids, proteins and DNA, and that
might result in cell death by necrosis or apoptosis (Gamaley & Klyubin, 1999; Hampton &
Orrenius, 1997). Both GPX and CAT are major defense against harmful side effect of ROS in
cells and in cultured thyrocytes both have a high capacity to degrade exogenious H2O2
(Björkman & Ekholm, 1995). Specifically, the observations indicate that GPX is involved in
the degradation of fairly low H2O2 levels (100 mol/l) whereas CAT is required to degrade
H2O2 at mmol/l concentrations. In thyroid tissue GPX is active in the cytosol and
conceivably degrade H2O2 produced at the apical plasma membrane as soon as it enters the
cell. CAT on the other hand, is mainly enclosed in the peroxisomes and therefore not
directly accessible at the side of H2O2 production. It is thus possible that the impaired GPX
and CAT activities may lead to H2O2-induced apoptosis to thyroid cells in Hashimoto’s
thyroiditis patients.
Our study clearly demonstrates lower activities on both enzymes – CAT and GPX in
euthyroid Hashimoto’s patients. In hypothyroid stage, GPX production increased probably
through hyperstimulation of TSH receptor by TSH (Beckett & Arthur, 2005), but CAT
activity remained reduced. Significant negative linear correlation was found between
activities of GPX and CAT in control group, but no correlation was noted between activities
of GPX and CAT in patient’s groups. In in vitro study Demelash et al. found that impaired
capacity of GPX to degrade H2O2 in cultured thyroid pig cells aggravates the apoptic
response (Demelash et al., 2004). This data and our results suggest the possibility that
reduced GPX and CAT activities in euthyroid Hashimoto’s patients might participate in the
initiation of the autoimmune process and might lead to H2O2-induced damage of thyroid
cells related to cytosolic oxidative stress. The compensatory increased activity of GPX in
hypothyroid stage of disease is not sufficient to protect the thyrocytes from harmful effects
of excess H2O2.
After restoring euthyroidism with LT4 medication MDA reached levels close to control group
and CAT activity increased while GPX again tended to be lower. Under in vitro conditions
thyroid hormones triidothyronine and thyroxine revealed the capacity to scavenge free
radicals (Aziol et al., 2001). Erdamar et al. demonstrate an increased generation of reactive
oxygen species and impairment of the antioxidant system in patients with hypothyroidism
due to Hashimoto’s thyroiditis.; after restoring euthyroidism the values normalize (Erdamar et
al.,2008). These findings indicate that thyroid hormones have a strong impact on oxidative
stress and the antioxidant system. Our results demonstrate that treatment with LT4 in
Hashimoto’s patients is useful, but insufficient to normalize all of parameters of oxidative
stress. Aksoy et al. found significant decrease of TPO Abs and Tg Abs in euthyroid
Hashimoto’s thyroiditis after prophylactic thyroid hormone replacement, but increase of CD8+
cell counts (Askoy et al., 2005). We may suppose that thyroid hormones in small doses may be
used in some groups of euthyroid Hashimoto’s thyroiditis patients e.g. with subtle brain
dysfunction or depression in view of their antioxidant properties.
Selenium supplementation produced a significant decline in TPO Abs in hypothyroid
Hashimoto’s patients (Gärtner et al., 2002; Duntas et al., 2003). In experimental study
selenium increases cellular levels of GPX and CAT (Alvarado al., 2006). Our results indicate
a deficiency of cellular antioxidative defense in Hashimoto’s thyroiditis patients in all stages
of disease and the observed imbalance may be connected to the processes of thyroid cell
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apoptosis. We may speculate that the supplementation with antioxidants including
selenium, from an early stage of the disease, in addition to thyroid hormone replacement
may have positive benefit in Hashimoto’s disease’s treatment.

4. Conclusion
In the past decade, significant progress has been made in our understanding of the genetic
and environmental triggers contributing to HD. Meanwhile, HT is also a heterogeneous
disorder exhibiting various clinicopathological presentations and outcomes. The thyroid
autoantibodies, cytokines and antioxidative cellular enzymes are involved in the severity of
Hashimoto’s thyroiditis and they may be influenced by ethnic differences and
environmental factors. The determination of cytokines in peripheral blood provides
information about the involvement of cytokine network in the severity of Hashimotos’s
thyroiditis and variations in their concentrations may be connected with different clinical
course of disease in patients. Our results have shown that IL-12 and IL-18 play an influential
role in inflammatory response; in the induction and perpetuation of chronic inflammation in
autoimmune thyroiditis. These findigs suggest that antagonists to these cytokines may have
a potential therapeutic role against Hashimoto’s thyroiditis. We found a deficiency of
cellular antioxidative defense in Hashimoto’s thyroiditis patients in all stages of disease and
the observed imbalance may be connected to the processes of thyroid cell apoptosis.
Levothyroxine treatment and the supplementation with antioxidants mainly with selenium
restore the imbalance, but what is needed is a new type of antioxidant, such as a CAT/GPX
mimetic, that works continuously and may be a powerful new approach for correction of
Hashimoto’s thyroiditis-induced oxidative stress. Further studies are necessary to establish
the exact mechanism of autoantibodies, cytokines and antioxidant enzymes interaction
influencing the severity of Hashimoto’s thyroiditis.

5. Acknowledgements
This work was partially supported by Grant for Scientific research project 3/2009 of The
Medical Faculty, Trakia University, Stara Zagora from Ministry of Education, Science and
Sports Bulgaria.

6. References
Abbas A.; Lichtman A. & Pober J. (1994) Cellular and Molecular Immunology. 2nd Ed.
Philadelphia: W.B. Saunders Company.
Ajjan R.A; Watson P.F & Weetman A.P. (1996) Cytokines and thyroid function. Advances in
Neuroimmunology,Vol. 6, pp 359-386.
Ajjan R.A; Watson P.F & Weetman A.P. (1997) Detection of IL-12, IL-13 and IL-15 messenger
ribonucleic acid in the thyroid of patients with autoimmune thyroid disease. J Clin
Endocrinol Metab Vol. 82, No. 2, pp. 666-669.
Akinci B.; Comiekci A.; Yener S.; Bayraktar F.; Demir T.; Azcan M.A.; Yuksel F &Yesil S.
(2008) Hashimoto’s thyroiditis, but not treatment of hypothyroidism, is
associated with altered TGF-beta 1 levels. Arch Med Res, Vol. 39, No 4, pp. 397401.

www.intechopen.com

Hashimoto’s Disease - Involvement of Cytokine Network and
Role of Oxidative Stress in the Severity of Hashimoto’s Thyroiditis

115

Akita K.; Ohtsuki T.; Nukada Y.; Tanimoto T.; Namba M.; Okura T.; Takakura-Yamamoto
R.; Torigoe K.; Gu Y.; Su M. S. S. et al. (1997). Involvement of caspase-1 and caspase3 in the production and processing of mature human interleukin-18 in monocytic
THP.1 cells. J. Biol. Chem. Vol. 272, pp 26595-26603.
Aksoy DY, Kerimoglu U, Okur H.; Canpinar H.; Karaagauglu E,; Yetin S. Kansu E. & Gedik
O. (2005) Effects of prophylactic thyroid hormone replacement in euthyroid
Hashimoto’s thyroiditis. Endocr J, Vol. 52, No 3, pp 337-343.
Al-Gubory K.; Garrel K.; Delatouche L.; Heyman Y. & Chavatte-Palmer P. (2010)
Antioxidant adaptive responses of extraembryonic tissues from cloned and noncloned bovine conceptuses to oxidative stress during early
pregnancy.
Reproduction, Vol. 140, pp 175–181 www.reproduction-online.org
Al-Humaidi MA. Serum cytokine levels in Graves' disease. (2000) Saudi Med J Vol. 7, pp.
639-644.
Alvarado C.; Alvarez P.; Jimenez L. & De la Fuente M. (2006) Oxidative stress in leukocytes
from young prematurely aging mice is reversed by supplementation with biscuits
rich in antioxidants. Dev Comp Immunol;, Vol. 30, No 12, 1168-1180.
Amiot F.; Fitting C.; Tracey K.; Cavaillon J.M. & Dautry F. (1997). LipopolysaccharideInduced Cytokine Cascade and Lethality in LT- /TNF- Deficient Mice. Molecular
Medicine. Vol. 12, No 3, pp 864-875.
Amino N.; Hagan SR.; Yamada N. & Refetoff H.S. (1976) Measurement of circulating thyroid
microsomal antibodies by the tanned red cell haemagglutination technique: its
usefulness in the diagnosis of autoimmune thyroid disease. Clin Endocrinol, Vol. 5,
115-125.
Ashhab Y.; Dominguez O.; Sospedra M.; Roura-Mir C.; Lucas-Martin A. & Pujol-Borrell R.
(1999) A one-tube polymerase chain reaction protocol demonstrates CC chemokine
overexpression in Graves' disease glands. J Clin Endocrinol Metab Vol. 84, pp. 28732882.
Azmi N.; Ajjan R.A.; Findlay C.; Watson P.F. & Weetman A.P. (1997) The detection of IL-14,
IL-16 and IL-17 mRNA in the thyroid of patients with autoimmune thyroid disease.
J Endocrinol, Vol. 155 (supp), p74.
Bartalena L.; Tanda M.L.; Piantanida E.; Lai A.; Compri E. & Lombardi V. (2007)
Environment and thyroid autoimmunity; In Wiersinga W.M.; Drexhage H.A.;
Weetman A.P et all. (eds.): The Thyroid and autoimmunity: Merck European Thyroid
SymposiumNoordwijk 2006, June 15-18. Stuttgart, Thieme, 2007, pp 60-73.
Beckett G.J. & Arthur J.R.(2005) Selenium and endocrine systems. J. Endocrinol.,Vol.184, pp
455-465.
Beers R. & Sizer T. (1952) Spectrophotometric method for measuring the breakdown of
hydrogen peroxide by catalase. J Biol Chem, Vol. 195, pp 133-138.
Björkman U. & Ekholm R. (1995) Hydrogen peroxide degradation and glutathione
peroxidase activity in cultures of thyroid cells. Mol Cell Endocrinol, Vol. 111, pp 99107.
Bonita R.E.; Rose N.R.; Rasooly L.; Caturegli P.& Burek C.L. (2003). Kinetics of mononuclear
cell infiltration and cytokine expression in iodine-induced thyroiditis in the NODH2h4 mouse. Exp. Mol. Pathol. Vol. 74, pp 1-12.

www.intechopen.com

116

A New Look at Hypothyroidism

Boraschi D. & Dinarello C.A. (2006) IL-18 in autoimmunity: review. Eur. Cytokine Netw., Vol.
17, No 4, pp 224-252
Brossart P.; Grunebach F.; Stuhler G.; Reichardt V. L.; Mohle R.; Kanz L. & Brugger W.
(1998). Generation of functional human dendritic cells from adherent peripheral
blood monocytes by CD40 ligation in the absence of granulocyte-macrophage
colony-stimulating factor. Blood Vol. 92 pp 4238-4247.
Cadet J.; Delatour T.; Douki T.; Gasparutto D.; Pouget J.P.; Ravanat J.L.; & Sauviago S. (1999)
Hydroxyl radicals and DNA base damage. Mutat Res, Vol. 424, pp 9-21.
Canaris G.J.; Manowitz N.R. Mayor G.M. & Ridgway E.C. (2000) The Colorado thyroid
disease prevalence studies. Arch. Int. Med. 160, 526-534.
Chiovato L.; Bassi P.; Santini F.; Mammoli C.; Lapi P.; Carayon P. & Pinchera A. (1993)
Antibodies producing complement-mediated thyroid cytotoxicity in patients with
atrophic or goitrous autoimmune thyroiditis. J. Clin. Endocrinol. Metab. Vol. 77, pp.
1700-1705.
Choi E.; Shin I.; Bhang D.; Lee D.; Bae B.; Kang M.; Kim D.; Hwang M.; Lee C. & Youn H.
(2006) Hormonal changes and cytokine mRNA expression in peripheral blood
mononuclear cells during the development of canine autoimmune thyroiditis. Clin
Exp Immunol, Vol. 146, No 1, pp 101-108.
Clark EA & Shu G.( 1990) Association between IL-6 and CD40 signaling. IL-6 induces
phosphorylation of CD40 receptors. J Immunol. Vol. 145, No 5, pp 1400-14066
Colin I.M.; Isaac J.; Dupret P.; Ledant T. & Hautcourt J.L. (2004) Functional lymphocyte
subset assessment of the Th1/Th2 profile in patients with autoimmune thyroiditis
by flowcytometric analysis of peripheral lymphocytes. J Biol Regul Homeost Agents,
Vol.18, No 1, pp. 72-76.
Czarniecki C.W.; Chiu H.H.; Wong G.H.; McCabe S.M. & Palladino M.A. (1988)
Transforming growth factor-ß1 modulates the expression of class II
histocompatibility antigens on human cells. J Immunol, Vol.140 pp. 4217–4223.
Czarnocka B.; Ruf J.; Ferrand M.; Carayon P.& Lissitzky S.. (1985) Purification of the human
thyroid peroxidase and its identification as the microsomal antigen involved in
autoimmune thyroid diseases. FEBS Letts Vol. 190, pp 147-151.
Das K. & Chainy G.B. (2001) Modulation of rat liver mitochondrial antioxidant defense
system by thyroid hormone. Biochim. Biophys. Acta; Vol 27, pp 1-13.
Davies T.F. & Amino N. (1993) A new classification for human autoimmune thyroid disease.
Thyroid, Vol. 3 pp 331-333.
Davies T.F.; Martin A. & Graves P.N. (1988) Human autoimmune thyroid diseases: cellular
and molecular aspects. Bailliere’s Clin Endocrinol Metab, Vol. 2, pp 911-939.
Dayan C.M. & Daniels G.H. (1996) Chronic autoimmune thyroiditis. N Engl J Med, Vol. 335,
pp 99-107.
Delves P, Roitt I (eds). 1998. Encyclopedia of Immunology. 2nd Ed. San Diego: Academic Press.
Demelash A.; Kalsson J-O.; Nilsson M.. & Björkman U.S. (2004) Selenium has a protective
role in caspase-3-dependent apoptosis induced by H2O2 in primary cultured pig
thyrocytes. Eur J Endocrinol; Vol. 150, pp 841-849.

www.intechopen.com

Hashimoto’s Disease - Involvement of Cytokine Network and
Role of Oxidative Stress in the Severity of Hashimoto’s Thyroiditis

117

De Zwart L.L.; Meerman J.H. Commendeur J.N. & Vermulen N.P. (1999) Biomarkrs of free
radical damageapplications in experimental animals and in humans. Free Radical
Biology & Medicine, vol. 26, No 1-2, pp 202-226.
Dinarello CA. Interleukin-18. (1999) Methods, Vol. 19, pp 121-132.
Doullay F.; Ruf J.; Codaccioni J.L. & Carayon P. (1991) Prevalence of autoantibodies to
thyroperoxidase in patients with various thyroid and autoimmune diseases.
Autoimmunity Vol. 9, pp 237- 244.
Druet P.; Sheela R. & Pelletier L. (1996) Th1 and Th2 cells in autoimmunity. Chem Immunol,
Vol. 63, pp 138-170.
Duntas L.H.; Mantzou E.; & Koutras D.A. (2003) Effects of a six month treatment with
selenomethionine in patients with autoimmune thyroiditis. Eur J Endocrinol, Vol.
148, pp 389-393
Duntas L.H. (2009). Selenium and inflammation: underlying anti-inflammatory mechanism.
Horm Metab Res. Vol. 41, pp 443-447.
Elenkov l.J. & Chrousos G.P. ( 1999). Stress hormones, Th1/Th2 patterns, pro/antiinflammatory cytokines and susceptibility to disease. TEM. Vol.10, No 9, 359-367.
Erdamar H.; Demirci H.; Yaman H.; Erbil MK.; Yakar T.; Sancak B.; Elbeg S; Biberoğlu G &
Yetkin I.( 2008) The effect of hypothyroidism, hyperthyroidism, and their treatment
on parameters of oxidative stress and antioxidant status. Clin Chem Lab Med., Vol.
46, No7, 1004-1010
Ericsson U.B.; Christensen S.B. & Thorell J.I. (1985) A high prevalence of thyroglobulin
autoantibodies in adults with and without thyroid disease as measured with a
sensitive solid-phase immunosorbent radioassay. Clin Immunol Immunopathol, Vol.
37, pp 154-162.
Fantuzzi G. & Dinarello C. A. (1999). Interleukin-18 and interleukin-1 beta: two cytokine
substrates for ICE (caspase-1). (Review) J. Clin. Immunol.Vol. 19, pp 1-11.
Fayadat L. ; Niccoli-Sire P. ; Lanet J. & Franc J-L. (1999) Role of heme in intracellular
trafficking of thyroperoxidase and involvement of H2O2 generated at the apical
surface of thyroid cells in autocatalytic covalent heme binding. J Biol Chem, Vol. 274
pp 10533-10558.
Fehniger T.A & Caligiuri A. Interleukin 15: biology and relevance to human disease (2001)
97, Blood Vol. 97, No 1, pp. 14-32.
Fridovich I. (1978) Oxygen free radicals and tissue damage: chairman's introduction. Ciba
Found Symp. Jun 6-8; Vol. 65,
pp 1-4.
Gadjeva V.; Vlajkova T.; Popova S.; Hristakieva E.; Ivanova V.; Goicheva P. & Hritozov D.
(2000) Reactive oxygen species, antioxidant enzymes and human diseases.
Bulgarian medicine, Vol. 8, No 5, pp 21-24.
Gamaley I.A. & Klyubin I.V. (1999) Roles of reactive oxygen species: signaling and
regulation of cellular functions. Intern Rev Cytol, Vol. 188, pp 203-255.
Gärtner R.; Gasnier BCH.; Dietrich W.; Krebs B. & Angstwurm MWA (2002). Selenium
supplementation in patients with autoimmune thyroiditis decrease thyroid
peroxidase antibodies concentrations. J Clin Endocrinol Metab, Vol. 87, pp 1687-1691.
Gerenova J. & Gadjeva V. (2006) Influence of methimazole treatment on parameters of
oxidative stress in patients with Graves’ disease. Comp Clin Pathol, Vol. 15, pp 49-54.

www.intechopen.com

118

A New Look at Hypothyroidism

Gerenova J. & Gadjeva V. (2007) Oxidative stress and antioxidant enzyme activities in
patients with Hashimoto’ thyroiditis. Comp Clin Pathol, Vol. 16, pp 259-264.
Gordon S. (2003) Alternative activation of macrophages. Nat Rev Immunol, Vol. 3, pp 23-35.
Gracie JA, Robertson SE, McInnes IB. Interleukin-18 (2003) J Leukoc Biol, Vol. 73, pp 213-224.
Grande J.P. (1997) Role of transforming growth factor-ß in tissue injury and repair. Proc Soc
Exp Biol Med, Vol. 214, pp 27–40
Guo J.; Jaume J.C; Rapoport B. & McLachlan S.M. (1997) Recombinant thyroid peroxidasespecific Fab converted to immunoglobulin G (IgG) molecules: evidence for thyroid
cell damage by IgG1, but not IgG4, autoantibodies. J Clin Endocrinol Metab, Vol. 82,
pp 925-931.
Halacheva K., Gerenova J. & Dimova S. (2005) Increased levels of serum interleukin 12 in
patients with autoimmune thyroid diseases. Clinical Application of Immunology,
Vol.3, No 21, pp 480-484.
Halliwell B. (1991) Reactive oxygen species in living systems: source, biochemistry, and role
in human disease. Am J Med., Vol. 91, pp 14-22
Hammond L.J.; Lowdell M.W.; Cerrano P.G.; Goode A.W.; Bottazzo G.F. & Mirakian R.
(1997) Analysis of apoptosis in relation to tissue destruction associated with
Hashimoto’s autoimmune thyroiditis. J Pathol; Vol. 182, pp 138-144.
Hampton M.B. & Orrenius S. (1997) Dual regulation of caspase activity by hydrogen
peroxide: implications for apoptosis. FEBS Lett, Vol. 414, pp 552-556.
Hashimoto H. (1912) Zur Kenntniss der lymphomatosen Veranderung der Schilddruse
(Struma lymphomatosa). Arch Klin Chir; Vol. 97, pp 219-248.
Heinrich P.; Castell J.; & Audust T. (1990) Interleukin-6 and the acute phase response
Biochem. J. Vol. 265, pp 621-636
Heuer M.; Aust G.; Ode-Hakim S. & Scherbaum W.A.(1996) Different cytokine mRNA
profile in Graves’ disease, Hashimoto’s thyroiditis, and non-autoimmune thyroid
disorders determined by quantitative reverse transcriptase polymerase chain
reaction (RT-PCR). 6, Thyroid, Vol. 6, No 2, pp. 97-105.
Heufler C.; Koch F.; Stanzl U.; Topar G.; Wysocka M.; Trinchieri G.; Enk A.; Steinman R.M.;
Romani N. & Schuler G. (1996) Interleukin-12 is produced by dendritic cells and
mediates T helper 1 development as well as interferon- production by T helper 1
cells. Eur J Immunol Vol. 26, pp 659–668
Hidaka Y.; Okumura M.; Shimaoka Y.; Takeoka K.; Tada H. & Amino N. (1998) Increased
serum concentration of interleukin-5 in patients with Graves' disease and
Hashimoto's thyroiditis. Thyroid Vol. 8, pp. 235-239
Hsieh C.S.; Macatonia S.E.; Tripp C.S.; Wolf S.F.; O’Garra A. & Murphy K.M. (1993)
Development of TH1 CD4+ T cells through IL-12 produced by Listeria-induced
macrophages. Science Vol. 260 pp 547–549.
Ito C.; Watanabe M.; Okuda N.; Watanabe C. & Iwatani Y. (2006) Association between the
severity of Hashimoto’s disease and the functional +874 A/T polymorphism in the
interferon- gene. Endocrine journal, Vol. 53, No 4, pp. 473-478.
Janeway C.; Travers J.; Mark Walport M.; & Shlomchik M.(2001) The Immune System in
Health and Disease Immunobiology, 5th edition New York: Garland Science.

www.intechopen.com

Hashimoto’s Disease - Involvement of Cytokine Network and
Role of Oxidative Stress in the Severity of Hashimoto’s Thyroiditis

119

Karanikas G.; Schuetz M.; Wahl K.; Paul M.; Kontur S.; Pietschmann P.; Kletter K.; Dudczak
R. & Willheim M. (2005) Relation of anti-TPO autoantibody titre and T-lymphocyte
cytokine production patterns in Hashimoto's thyroiditis Clinical Endocrinology, Vol.
63 No 2, pp 191–196.
Kinnula V.L.; Pietarinen P.; Aalto K.; Virtanen I. & Raivio K.O. (1995) Mitochondrial
superoxide dismutase induction does not protect epithelial cells during oxidant
exposure in vitro. Am J Physiol. Vol. 268, pp 71-77.
Kohno K.; Kataoka J.; Ohtsuki T.; Suemoto Y.; Okamoto I.; Usui M.; Ikeda M. & Kurimoto M.
(1997). IFN-gamma-inducing factor (IGIF) is a costimulatory factor on the
activation of Th1 but not Th2 cells and exerts its effect independently of IL-12. J.
Immunol. Vol. 158, pp 1541-1550.
Komosinska-Vassev K.; Olczyk K.; Kucharz E.J.; Marcisz C.; Winsz-Szczotka K. & Kotulska
A. (2000) Free radical activity and antioxidant defense mechanisms in patients with
hyperthyroidism due to Graves’ disease during therapy. Clin Chim Acta, Vol. 300,
pp 107-117.
Kotani T.; Aratake Y.; Hirai K.; Fukazawa Y.; Sato H. & Ohtaki S. (1995) Apoptosis in
thyroid tissue from patients with Hashimoto’s thyroiditis. Autoimmunity, Vol. 20,
pp 231-236.
Kraiem Z. (1998) The measurement of antithyroid autoantibodies in the diagnosis and
management of thyroid autoimmune disease. Clin Rev Allergy Immunol, Vol. 16,
219-225.
Kimura H.; Tzou S.C.; Rocchi R.; Kimura M.; Suzuki K.; Parlow A.F.; Rose N.R.; & Caturegli
P. (2005) Interleukin (IL)-12-driven primary hypothyroidism: the contrasting roles
of two Th1 cytokines (IL-12 and interferon – ). Endocrinology, Vol. 146, No 8, pp
3642-3651.
Lebel -Binay S.; Berger A.; Zinzindohoue F.; Cugnenc P-H.; Thiounn N.; Fridman W.H &
Pages F. (2000) Inetrleukin-18: biological properties and clinical implications.
European Cytokine Network, Vol. 11, No 1, pp. 15-26.
Lee G.L.; Ellingsworth L.R.; Gillis S.; Wall R. & Kincade P.W. (1987) ß Transforming growth
factors are potential regulators of B lymphopoiesis. J Exp Med, Vol. 166, pp 1290–
1299
Letterio J.J. & Roberts A.B. (1998) Regulation of immune responses by TGF-ß. Annu Rev
Immunol Vol. 16, pp 137–161
Liew F.Y. (2003) The role of innate cytokines in inflammatory response. Immunol. Lett., Vol.
85, No 2, pp 131-134.
Lee F, Chiu CP, Wideman J, Hodgkin P, Hudak S, Troutt L, Ng T, Moulds C, Coffman R,
Zlotnik A, et al. (1989) Interleukin-6. A multifunctional regulator of growth and
differentiation. Ann N Y Acad Sci., Vol. 557 pp 215-228
Liu Z.; Wang H.; Xiao W.; Wang C.; Liu G. & Hong T. (2010) Thyrocyte interleukin-18
expression is up-regulated by interferon- and may contribute to thyroid
distruction in Hashimoto’s thyroiditis. Int J Exp Pathol, Vol 91, No 5, pp 420-425.
Macatonia S.E.; Hsieh C.S.; Murphy K.M. & O’Garra A. (1993) Dendritic cells and
macrophages are required for Th1 development of CD4+ T cells from ß TCR

www.intechopen.com

120

A New Look at Hypothyroidism

transgenic mice: IL-12 substitution for macrophages to stimulate IFN- production is
IFN--dependent. Int Immunol Vol. 5, pp 1119–1128
Mahoney J.J.; Vreman H.; Stevenson D.K. & Van Kessel A.L. (1993) Measurement of
carboxyhemoglobin and total hemoglobin by five specialized spectrophotometers
(CO-oximeters) in comparison with reference methods. Clin Chem, Vol 39, pp 16931700.
Mantovani A, Sozzani S, Locati M, Allavena P, Sica A. (2002) Macrophage polarization:
tumor-associated macrophages as a paradigm for polarized M2 mononuclear
phagocytes. Trends Immunol, Vol. 23, pp 549-555.
Mantovani A, Sica A, Sozzani S, Allavena P, Vecchi A, Locati M. (2004)The chemokine
system in diverse forms of macrophage activation and polarization. Trends
Immunol, Vol. 25, pp 677-686.
Mariotti S.; Caturegli P.; Piccolo P.; Barbesino G. & Pinchera A. (1990) Antithyroid
peroxidase autoantibodies in thyroid diseases. J Clin Endocrinol Metab Vol. 71, pp
661-669.
Mazziotti G.; Sorvillo F.; Naclerio C.; Farzati A.; Cioffi M.; Perna R.; Valentini G.; Farzati
B.; Amato G.; & Carella C. (2003) Type-1 response in peripheral CD4+ ana CD8+ T
cells from patients with Hashimoto’s thyroiditis. Eur J Endocr, Vol. 148, pp. 383-388.
Micallef M. J.; Ohtsuki T.; Kohno K.; Tanabe F.; Ushio S.; Namba M.; Tanimoto T.; Torigoe
K.; Fujii M.; Ikeda M. et al. (1996). Interferon-gamma-inducing factor enhances T
helper 1 cytokine production by stimulated human T cells: synergism with
interleukin-12 for interferon-gamma production. Eur. J. Immunol. Vol. 26, pp 16471651.
Mitcham C, Ed. (2005) Encyclopedia of Science, Technology, and Ethics. Detroit: Macmillan
Reference. 2378 pp. 4 vols.
Morinobi A.; Kanno Y.& O’Shea J.J. (2004) Discrete role for histone acetylation in human T
helper 1 cell – specific gene expression. J. Biol. Chem. Vol. 279, pp 49640-49646
Mosmann T. R. & Sad S. (1996) The expanding universe of T-cell subsets: Th1, Th2 and
more. Immunol. Today, Vol.17, pp 138-146.
Mosser DM. (2003) The many faces of macrophage activation. J Leukoc Biol, Vol. 73, pp 209212.
Murphy K.M. & Reiner S.L. (2002) The lineage decisions of helper T cells. Nat. Rev. Immunol.
Vol.2, pp 933-944.
Nawata Y, Eugui EM, Lee SW & Allison AC. (1989) IL-6 is the principal factor produced by
synovia of patients with rheumatoid arthritis that induces B-lymphocytes to secrete
immunoglobulins. Ann N Y Acad Sci., Vol. 557, pp 230-238.
Nishikawa T.; Yamashita S.; Namba H.; Usa T.; Tominaga T.; Kimura H.; Izumi M. &
Nagataki S. Interferon-g inhibition of human thyrotropin receptor gene expression.
(1993) J Clin Endocrinol Metab Vol. 77, pp. 1084-1089.
Nilsson M.; Husmark J.; Bjokman U. & Ericson L.E. (1998) Cytokines and thyroid epithelial
integrity: Interleukin-1 a induces dissociation of the junctional complex and
paracellular leakage in filter-cultured human hydrolytes. J. Clin. Endocrinol. Metab.
Vol. 83, pp 945-952.

www.intechopen.com

Hashimoto’s Disease - Involvement of Cytokine Network and
Role of Oxidative Stress in the Severity of Hashimoto’s Thyroiditis

121

Noel R.R.; Raphael B. & Burek C.L. (2002) Iodine: an environmental trigger of thyroiditis.
Autoimmun. Rev., Vol. 1; No 1-2, pp 97-103.
Nordyke R.A.; Gilbert F.I.; Miyamoto L.A. & Fleury K.A. (1993) The superiority of
antimicrosomal over antithyroglobulin antibodies for detecting Hashimoto's
thyroiditis. Arch Intern Med, Vol.153, pp 862-865.
Nunez J. & Pommier J. (1982) Formation of thyroid hormones. Vitam Horm, Vol. 39, pp 175229.
Oh S.; Perera L.P.; Terabe M.; Ni L.; Waldmann T.A. & Berzofsky J.A. (2008) IL-15 as a
mediator of CD4+ help for CD8+ T cell longevity and avoidance of TRAILmediated apoptosis. Proc. Natl Acad Sci U S A Vol. 105, No 13, pp 5201-5206.
Okamura H.; Nagata K.; Komatsu T.; Tanimoto T.; Nukata Y.; Tanabe F.; Akita K.; Torigoe
K.; Okura T.; Fukuda S, et al. (1995). A novel costimulatory factor for gamma
interferon induction found in the livers of mice causes endotoxic shock. Infect.
Immun. Vol. 63, pp 3966-3972.
Olee T.; Hashimoto S.; Quach J. & Lotz M. (1999). IL-18 is produced by articular
chondrocytes and induces proinflammatory and catabolic responses. J. Immunol.
Vol. 162, pp 1096-1100.
Okamura H.; Tsutsi H.; Komatsu T.; Yutsudo M.; Hakura A.; Tanimoto T.; Torigoe K.;
Okura T.; Nukada Y.; Hattori K. et al. (1995). Cloning of a new cytokine that
induces IFN-gamma production by T cells. Nature Vol. 378, pp 88-91.
Okayasu I.; Saegusa M.; Fujiwara M.; Hara Y. & Rose N.R. (1995) Enhanced cellular
proliferative activity and cell death in chronic thyroiditis and thyroid papillary
carcinoma. J Cancer Res Clin Oncol, Vol. 121, pp 746-752.
Oziol L.; Faure P.; Vergely C.; Rochette L.; Artur Y. & Chomard P. (2001) In vitro free radical
scavenging capacity of thyroid hormones and structural analogues. J Endocrinol,
Vol. 170, pp 197-206.
Paglia D.E. & Valentine W.N. (1967) Studies on the quantitative and qualitative
characterization of erythrocyte glutathione peroxidase. J Lab Clin Med, Vol 70, pp
158-170.
Palazzo F.F.; Hammond L.J.; Goode A.W. & Mirakian R. (2000) Death of the autoimmune
thyrocyte: is it pushed or does it jump? Thyroid Vol. 10, pp. 561-572.
Perera L.P.; Goldman C.K. & Waldmann T.A. (1999) Il-15 induces the expression of
chemokines and their receptors in T lymphocytes. J Immunol, Vol. 162, No 5, pp
2606-2612.
Phenekos C.; Vryonidou A.; Gritzapis A.D.; Baxevanis C.N, Goula M. & Papamichail M.
Th1 and Th2 serum cytokine profile characterize patients with Hashimoto’s
thyroiditis (Th1) and Graves’ disease (Th2). (2004) Neuroimmunomodulation, Vol. 11,
No 4, 209-213.
Plaser Z.A.; Cushman L.L. & Jonson B.C. (1966) Estimation of product of lipid peroxidation
(Malonyl Dialdehyde) in biochemical systems. Anal Biochem; Vol. 16, pp 359-364.
Prud’homme G.J. & Piccirillo C.A. The inhibitory effects of transforming growth factorbeta-1 (TGF-b1) in autoimmune diseases. (2000), J Autoimmunity, Vol. 14, No 1, pp.
23-42.

www.intechopen.com

122

A New Look at Hypothyroidism

Puren A. J.; Razeghi P.; Fantuzzi G. & Dinarello C. A. (1998). Interleukin-18 enhances
lipopolysaccharide-induced interferon-gamma production in human whole blood
cultures. J. Infect. Dis. Vol. 178, pp 1830-1834.
Quinn L.S.; Anderson B.G.; Strait-Boday L.; Stroud A.M. & Argiles J.M. (2009).
Oversecretion of interleukin-15 from skeletal muscle reduces adiposity. Am J
Physiol Endocrinol Metab, Vol. 296, No 1, pp 191-202.
Rasmussen A.K.; Kayser L.; Rasmussen U.F. & Bendtzen K. (1994) Influence of tumour
necrosis factor-b and interferon-g, separately and added together with interleukin1b, on the function of cultured human thyroid cells. J Endocrinol Vol. 143, pp. 359365.
Rhee SG. (1999) Redox signaling: hydrogen peroxide as intracellular messenger. Exp Mol
Med, Vol. 31, pp 53-59.
Riou C.; Remy C.; Rabilloud R.; Rousset B. & Fonlupt P. (1998) H2O2 induces apoptoses of
pig thyrocytes in culture. J Endocrinol, Vol. 156, pp 315-322.
Robinson D.; Shibuya K.; Mui A.; Zonin F.; Murphy E.; Sana T.; Hartley S. B.; Menon S.;
Kastelein R.; Bazan F. & O'Garra A. (1997). IGIF does not drive Th1 development
but synergizes with IL-12 for interferon-gamma production and activates IRAK
and NFkappaB. Immunity Vol 7, pp 571-581.
Roitt I.M.; Doniach D.; Campbell P.N. & Hudson R.V. (1956). Auto-antibodies in
Hashimoto’s disease (lymphadenoid goitre). Lancet; Vol. 2, pp 820-821.
Romagnani S. The Th1/Th2 paradigm (1997) Immunol Today, Vol. 18, No 6, pp. 263-266.
Rook A.H.; Kehrl J.H.; Wakefield L.M.; Roberts A.B.; Sporn M.B.; Burlington D.B.; Lane H.C.
& Fauci A.S. (1986) Effects of transforming growth factor ß on the functions of
natural killer cells: depressed cytolytic activity and blunting of interferon
responsiveness. J Immunol Vol. 136, pp 3916–3920
Sadani G.R. & Nadkarni G.D. (1996) Role of tissue antioxidant defense in thyroid cancers.
Cancer Lett, Vol. 109, pp 231-235.
Salvi M.; Pedrazzoni M.; Girasoli G.; Giuliani N.; Minelli R.; Wall JR. & Roti E. (2000) Serum
concentrations of proinflammatory cytokines in Graves' disease: effect of treatment
on thyroid function, ophthalmopathy and cigarette smoking. Eur J Endocrinol Vol
.143, pp. 197-202.
Schmidt M.; Voell M.; Rahiff I.; Dietlein M.; Kobe C.; Faust M. & Schicha H. (2008) Longterm follow-up of antithyroid peroxidase antibodies in patients with chronic
autoimmune thyroiditis (Hashomoto’s thyroiditis) treated with levothyroxine.
Thyroid, Vol.18, No 7, 755-760.
Shevach E.M. (2000) Suppressor T cells:rebirth, function and homeostasis. Curr Biol, Vol. 10,
pp R572-R5.
Sieminska L., Wojciechowska C.; Kos-Kudla B.; Marek B.; Kajdaniuk D.; Nowak M.;
Glogowska-Szelag J.; Foltyn W & Strzelczyk J. (2010) Serum concentrations of
leptin, adiponectin,, and interleukin 6 in postmenopausal women wiyh
Hashimoto’s thyroiditis. Endokrynol Pol Vol. 61, No1, pp. 112-116.
Simons P.J.; Delemarre F.G.A. & Drexhage H.A.(1998) Antignen-presenting dendritic cells as
regulators of the growth of hydrolytes: A role of interleukin-1b and interleukin-6.
Endocrinology.Vol. 139, pp. 148-156.

www.intechopen.com

Hashimoto’s Disease - Involvement of Cytokine Network and
Role of Oxidative Stress in the Severity of Hashimoto’s Thyroiditis

123

Spilianakis C.G. & Flavell R.A. (2004) Long-range intrachromosomal interactions in the T
helper type 2 cytokine locus. Nat. Immunol, Vol. 5, pp 1017-1027.
Sterzl I: Cytokines – structure and function (1999) I, Allergie, Vol. I, No 2, pp. 82-90.
Strieter R., Kunkel S. & Bone R. (1993). Role of Tumor Necrosis Factor-Alpha in Disease
States and Inflammation. Critical Care Medicine. Vol. 21 (10 Supplement) pp 447463.
Sugawara M.; Kita T.; Lee E.D.; Takamatsu J.; Hagen J.A.; Kuma K. & Medeiros - Neto G.A.
(1998) Deficiency of thyroid superoxide dismutase in endemic goiter tissue. J Clin
Endocrinol Metab, Vol. 67, pp 1156-1161.
Sun Y.; Oberley L.W. & Li Y. (1988) A simple method for clinical assay of superoxide
dismutase. Clin Chem; 34: 497-500.
Tagaya Y.; Bamford R.; DeFilippis A. & Waldmann T. (1996) IL-15: A pleiotropic Cytokine
with diverse receptor/signaling pathways whose expression is controlled at
multiple levels. Immunity, Vol.4, pp 329-336.
Tanimoto C.; Hirakawa S.; Kawasaki H.; Hayakawa N. & Ota Z. (1995) Apoptosis in thyroid
diseases: a histochemical study. Endocr J, Vol. 42, pp 193-201.
Tato CM.; Laurence A. & O’Shea J.J. (2006) Helper Tcell differentiation enters a new era: le
roi est mort; vive le roi! J Exp Med, Vol. 203, pp 809-812.
Tomer Y. & Davies T.F. (1993). Infection, thyroid disease and autoimmunity. Endocrine
Rewiews, Vol.14, No 1, pp 107-120.
Trinchieri G (1993) Interleukin-12 and its role in the generation of TH1 cells. Immunol Today
Vol. 14, pp 335–338
Trinchieri G (2003) Interleukin-12 and the regulation of innate resistance and adaptive
immunity. Nat Rev Immunol Vol. 3, pp 133–146.
Van Snick J. (1990) Interleukin-6: An Overview Annual Review of Immunology, Vol. 8, pp 253278
Volpe R. (1995) Human autoimmune thyroid disease: recent advances. In: Thyroid
Autoimmunity (Eds. D.C. Rayner and B.R. Champion). R.G. Landes Company,
Texas, pp 199-230.
Vural P.; Degirmencioglu S.; Erden S. & Gelincik A. (2009) The relationship between
transforming growth factor – beta 1, vascular endothelial growth factor, nitric oxide
and Hashimoto’s thyroiditis. Int. Immunopharmacol., Vol.9. No2, 212-215.
Wallick S.C.; Figari I.S.; Morris R.E.; Levinson A.D. & Palladino M.A. (1990)
Immunoregulatory role of transforming growth factor ß (TGF-ß) in development of
killer cells: comparison of active and latent TGF-ß1. J Exp Med , Vol. 172, pp 1777–
1784
Weetman A.P. (2003) Autoimmune thyroid disease: propagation and progression. Eur J
Endocrinol, Vol. 148, pp 1-9.
Weetman A.P. (2004) Cellular immune responses in autoimmune thyroid diseases. Clin
Endocrinol, Vol. 61, pp. 405-413.
Weetmann A.P. (2011) Autoimmune thyroid disease; in Oxford Textbook of Endocrinology and
Eds. Wass J. & Stewart, Oxford Univeristy
Diabetes on line 2nd Edition,
Press; oted.oxfordmedicine.com

www.intechopen.com

124

A New Look at Hypothyroidism

Weetman A.P.; Bright-Thomas R. & Freeman M. (1990) Regulation of interleukin-6 release
by human thyrocytes. J Endocrinol, Vol. 127, pp. 357–361.
Weetman A.P.; Bennett G.L. & Wong WLT. (1992) Thyroid follicular cells produce
interleukin-8. J. Clin. Endocrinol. Metab. Vol. 75, pp. 328–330.
Wu Z.; Podack E.R.& McKenzie J.M. (1994) Perforin expression by thyroid infiltrating T cells
in autoimmune thyroid disease. Clin. Exp. Immunol. Vol. 98, pp. 470-477.

www.intechopen.com

A New Look at Hypothyroidism
Edited by Dr. Drahomira Springer

ISBN 978-953-51-0020-1
Hard cover, 256 pages
Publisher InTech

Published online 17, February, 2012

Published in print edition February, 2012
Hypothyroidism is the most common thyroid disorder. It can cause a variety of changes in women's menstrual
periods, reduce their chances of becoming pregnant, as well as affect both the course of pregnancy and the
neuropsychological development of babies. During pregnancy there is a substantially increased need for
thyroid hormones and a substantial risk that a previously unnoticed, subclinical or latent hypothyroidism will
turn into overt hypothyroidism. The thyroid inflammation caused by the patient's own immune system may
form autoimmune thyroiditis (Hashimoto's thyroiditis). Congenital hypothyroidism (CH) occurs in approximately
1:2,000 to 1:4,000 newborns. Nearly all of the developed world countries currently practice newborn screening
to detect and treat congenital hypothyroidism in the first weeks of life. "A New Look at Hypothyroidism"
contains many important specifications and innovations for endocrine practice.

How to reference

In order to correctly reference this scholarly work, feel free to copy and paste the following:
Julieta Gerenova, Irena Manolova and Veselina Gadjeva (2012). Hashimoto’s Disease - Involvement of
Cytokine Network and Role of Oxidative Stress in the Severity of Hashimoto’s Thyroiditis, A New Look at
Hypothyroidism, Dr. Drahomira Springer (Ed.), ISBN: 978-953-51-0020-1, InTech, Available from:
http://www.intechopen.com/books/a-new-look-at-hypothyroidism/hashimoto-s-disease-involvement-ofcytokine-network-and-role-of-oxidative-stress-in-the-severity-of-

InTech Europe

University Campus STeP Ri
Slavka Krautzeka 83/A
51000 Rijeka, Croatia
Phone: +385 (51) 770 447
Fax: +385 (51) 686 166
www.intechopen.com

InTech China

Unit 405, Office Block, Hotel Equatorial Shanghai
No.65, Yan An Road (West), Shanghai, 200040, China
Phone: +86-21-62489820
Fax: +86-21-62489821

© 2012 The Author(s). Licensee IntechOpen. This is an open access article
distributed under the terms of the Creative Commons Attribution 3.0
License, which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.

