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Autoimmune thyroid diseases (AITDs), including Hashimoto's thyroiditis (HT) and Graves' disease (GD), tend to aggregate with other non-thyroidal autoimmune diseases (NTADs). Aim of this Mini-review is to report the most recent insights concerning the clustering of NTADs in pediatric patients with either HT or GD, the pathophysiology of AITDs and the metamorphic thyroid autoimmunity. A systematic literature research of the last 15 years, according to EQUATOR statement, was carried out through MEDLINE via PubMed (http://www.ncbi.nlm.nih.gov/pubmed/) Embase, CINAHL, Cochrane Library, based on the following keywords: (autoimmune thyroid disease OR Hashimoto thyroiditis OR Grave's disease) AND (autoimmune comorbidities OR extra-thyroidal autoimmune disorders) AND (children OR adolescents OR pediatrics) AND (celiac disease OR type 1 diabetes mellitus OR arthropathies OR cutaneous diseases) AND (Turner syndrome OR Down syndrome). One-hundred and twenty-eight manuscripts were extrapolated but only seventeen were eligible. On the basis of the available reports it may be inferred that clustering of NTADs can be significantly modified by both patients' age at AITDs presentation and association with Down's syndrome (DS). Particularly, the association of AITDs with celiac disease and type 1 diabetes was most commonly reported in children than in adults. A sequential shifting from HT to GD has been described in children with AITDs, and it seems to be more frequent in children with DS than in those without DS. Coexistence of autoimmune diseases might be the result of a complex interaction among genetics, environment and epigenetic modifications that are able to affect gene expression, immune system response and, finally, the pathogenesis of autoimmune diseases.
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BACKGROUND

Autoimmune diseases (ADs) represent a heterogeneous group of chronic disorders, which afflict specific target organs or multiple organ systems and are initiated by the loss of immunological tolerance to self-antigens. Two peculiar aspects of these disorders are that more ADs tend to aggregate in the same patient (polyautoimmunity) and that affected individuals tend to cluster in the same nuclear family (familial autoimmunity). Such shared characteristics suggest that the development of ADs is affected by similar genetic, epigenetic and environmental factors (1).

Autoimmune thyroid diseases (AITDs), which includes both Hashimoto's thyroiditis (HT) and Graves' disease (GD), affects an estimated 5% of the general population, making it one of the most prevalent ADs (2). The concept of autoimmune diathesis is widely accepted also for AITDs, since previous studies documented that individuals with AITDs have an increased relative risk of developing a picture of polyautoimmunity, thus highlighting the role of a genetic shared predisposition for many ADs (3–5). Recent reports have evidenced that the clustering of different non-thyroidal autoimmune diseases (NTADs) in patients with AITDs may be conditioned also by other intrinsic factors, such as age (6) and association with specific chromosomopathies (7–9), apart from genetic predisposition.

Other peculiarities of thyroid autoimmunity are represented by the links between HT and GD and the fluctuations in thyroid function from hypo- to hyperthyroidism or viceversa, that may sometimes occur in patients with AITDs (10, 11).

Aim of this Mini-review is to report the most recent insights on the metamorphic thyroid autoimmunity and the aggregation between either HT or GD and NTADs in patients with AITDs.

METHODS

A systematic research, according to EQUATOR statement (12, 13), was carried out through MEDLINE via PubMed (http://www.ncbi.nlm.nih.gov/pubmed/) Embase, CINAHL, Cochrane Library, from January 2004 to March 2019, based on the following keywords: (autoimmune thyroid disease OR Hashimoto thyroiditis OR Grave's disease) AND (autoimmune comorbidities OR extra-thyroidal autoimmune disorders) AND (children OR adolescents OR pediatrics) AND (coeliac disease OR type 1 diabetes mellitus OR arthropathies OR cutaneous diseases) AND (Turner syndrome OR Down syndrome).

RESULTS

One-hundred and twenty-eight manuscripts were screened and evaluated. Finally, seventeen manuscripts satisfying the following eligibility criteria have been selected: articles written in English belonging to the categories of clinical trial, observational study, Meta-Analysis, multicenter Study, randomized controlled trial, review, concerning the association between AITDs and NTADs in children and adolescents with HT or GD (Tables 1, 2), the pathophysiology of AITDs and the metamorphic thyroid autoimmunity.


Table 1. Studies evaluating the association between autoimmune thyroid diseases (AITDs) and non-thyroidal autoimmune diseases (NTADs) in children and adolescents with Hashimoto's thyroiditis and Graves' disease.
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Table 2. Studies evaluating the association between non-thyroideal autoimmune diseases (NTADs) and autoimmune thyroid diseases (AITDs) in children and adolescents with celiac disease and type 1 diabetes mellitus.
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DISCUSSION

Clustering of Different NTADs in Patients With HT

HT is worldwide the most common AITDs at any age and its incidence seems to be increased in the last decades (6). This disorder generally proceeds from an underlying autoimmune diathesis, featured by anti-thyroid autoantibody production, toward different presentation patterns: more often subclinical or overt hypothyroidism, more rarely subclinical or overt hyperthyroidism (11, 27–29).

A wide spectrum of NTADs, ranging from organ-specific to systemic diseases, has been variously described in association with HT (3, 4, 6, 26, 30–34). According to the results of a very recent study, covering a population of 1,053 adults and children with HT, the NTADs that are most frequently encountered in HT patients are, in decreasing order: arthropathies (6.3%), cutaneous diseases (5.1%), connective diseases and coeliac disease CD (4.6%, respectively), type 1 diabetes mellitus T1DM (3.8%) and Addison's disease (0.9%). However, according to that report, the clustering of ADs may be significantly conditioned by patients' age at the time of HT presentation (6). In fact, in adults the most frequently associated illnesses were found to be arthropathies and connective tissue diseases (Figure 1). On the contrary, in children and adolescents these disorders were absent or very rare and the most frequent ones were T1DM and CD (Figure 1). Skin diseases were detected with similar prevalence in both adults and children, vitiligo being the commonest one (6). On the basis of these results it was inferred that different types of NTADs should be investigated in relation with patients' age (6), since some NTADs tend to occur early in life (i.e., T1DM and CD), whilst others tend to occur later (i.e., arthropathies and connective tissue diseases) (6). Other interesting results from that study were that both the prevalence of associated NTADs and the number of patients suffering from two or more NTADs were higher in adults than in children. Furthermore, the individuals with associated NTADs were significantly older than the ones without comorbidities. On the light of these data, it was concluded by those authors that adults with newly diagnosed HT may be more exposed to the risk of developing autoimmune comorbidities, if compared to young patients with early-onset HT (6). Therefore, an advanced age at HT presentation per se seems to be able to condition a different clustering of NTADs and a more severe expression of autoimmunity in individuals with the same AITD (namely HT) (6). A possible explanation to autoimmunity increase with aging is the reduction of immune tolerance and, generally, a decline of immune system integrity involving both innate and adaptive immune responses, a process known as immunosenescence (35). Notwithstanding the several pathways involved in immune tolerance are not completely clarified, interesting results have been reported in a recent study, in which Duggal et al. (36) suggested that an age-related decline in number and function of specific subtypes of B cell, and the consequent reduction of their regulatory role in immune response, may contribute to the reduced immune tolerance and increased autoimmunity seen with aging (36).
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FIGURE 1. Prevalence of non-thyroidal autoimmune diseases in either adults or children/adolescents with Hashimoto's thyroiditis (according to the results of (6) of this study).



Most of the studies involving pediatric cohort reported the association of HT with CD and/or T1DM (8, 9, 14–16) (Table 1); viceversa, AITDs onset has been frequently reported in patients affected by T1DM or CD (18–26) (Table 2). Sattar et al. (14), in a large population of children and young adults (91% of patients were ≤ 17 years) affected by AITDs (HT in 95% of patients), reported a higher prevalence of positive transglutaminase-IgA titers and of biopsy-confirmed CD (2.3%) in patients with AITDs compared to the healthy US population (Table 1). In a cohort of children affected by CD, Canova et al. (19) documented a prevalence of 4.8% of AITDs. These authors demonstrated an increased risk of developing autoimmune hypothyroidism in CD subjects (HR 4.64, 95% CI 2.88–7.46) and, on the other hand, that the condition of autoimmune hypothyroidism is a strong risk factor for CD (OR 6.55, 95% CI 3.61–11.89) (Table 2).

Another intrinsic variable, which seems to be able to modify the aggregation of NTADs in patients with HT, is the possible association with Down's syndrome (DS), that is one of the most common chromosomal disorders. Children with DS are known to have an increased predisposition to thyroid, gut and islet autoimmunity (26).

Phenotypic expression of HT has been demonstrated to be significantly affected by the association with DS, in terms of both epidemiology and course (8, 37, 38). Furthermore, according to the results of another report, the link with DS might be able to modify the aggregation of extra-thyroidal ADs that is generally observed in children with HT but without DS, by favoring the clustering of alopecia areata and vitiligo, irrespective of age, and even CD, at least in the sub-cohort of patients aged ≥6 years (9). Such a peculiar expression of autoimmunity in patients with DS might be due to increased expression of AIRE gene, which could, in turn, interfere with autoimmune regulation (39).

Turner syndrome (TS) is another common chromosomopathy, that has been reported to be associated with an increased risk of various ADs, but especially HT and CD (40, 41). The link with TS has been shown to have negative repercussions on the evolution over time of thyroid function in girls with TS (37, 38, 42, 43), which suggested the opportunity of a strict monitoring of thyroid tests in these patients, in order to recognize at a proper time a possible deterioration from euthyroidism to hypo- or hyperthyroidism (42, 43). The association with TS, however, seems that it is not able to modify the clustering of NTADs in the girls with HT (42).

Clustering of NTADs in Patients With GD

It is unclear whether HT and GD, often referred to as AITDs, aggregate to the same extent with other ADs. It has to be considered, however, that GD is much less common than HT, especially in pediatric age. Therefore, it is not surprising that the available data about the clustering of NTADs in children with GD are not very numerous (Tables 1, 2).

Some authors specifically addressed the question whether differences exist in association with other autoimmune illnesses and/or autoantibodies between HT and GD (44). According to the results of that study, 359 adult patients with HT showed a two- to three-fold greater risk for adrenal ADs and antibodies than 523 adult patients with GD (44). Furthermore, combined clustering of adrenal and β-cell autoimmunity and combined clustering of gastric and adrenal autoimmunity were both seen more often in HT patients, whereas aggregation with CD was low in both groups of patients (44). These data indicate that HT and GD differ in their clinical expression regarding additional autoimmunity, which gives evidence against the indiscriminate use of AITD as a single entity (44).

According to the results of another important study, covering 2,791 patients with GD, the most common associated AD was rheumatoid arthritis (3.2%), followed by vitiligo and pernicious anemia (1.4%, respectively), T1DM (1.1%), inflammatory bowel disease (1.0%), and CD (0.9%) (3). In the analysis of those results, it has to be considered that the mean age of GD patients in that series was 43 years, which can explain the relatively elevated prevalence of rheumatoid arthritis and pernicious anemia. In fact, it is known that some associated ADs tend to present early in life, whereas others tend to occur later (45).

Another interesting aspect, which has been just recently evidenced in a very large population of 3,209 adult patients with GD, was that the 984 individuals with Graves' ophthalmopathy exhibited another AD more frequently than those without ophthalmopathy (46). Interestingly, in this very recent study the prevalence of GD patients with another associated AD (16.7%) was distinctly higher than that previously reported in other adult populations with GD: respectively 6.5% (44) and 9.7% (3).

Due to the low prevalence of GD in childhood and adolescence, pediatric studied on the prevalence of autoimmune comorbidities in young patients with GD are few and based on limited study cohorts (Tables 1, 2). In a series of 109 children and adolescents aged between 3.4 and 17.9 years, it was found that the most common associated AD was vitiligo (4.6%), followed by T1DM (3.7%), CD (2.7%), alopecia, atrophic gastritis, and rheumatoid arthritis (0.9%, respectively) (17). The prevalence of associated NTADs detected in that population confirms that patients' age plays a key-role in conditioning the clustering of extra-thyroidal ADs in patients with AITDs (3, 6).

While T1DM is known to occur relatively often in children with GD, on the contrary GD prevalence in children with T1DM has been described to be almost identical to that reported in the general pediatric population, which suggests that screening programs based on periodical thyrotropin receptor autoantibody assessments are not useful in T1DM children and adolescents (24).

Coexistence of ADs is the result of a complex interaction among environmental and genetics factors. Concerning the genetic susceptibility, human leukocyte antigen (HLA) and Cytotoxic T-Lymphocyte Antigen 4 (CTLA-4) polymorphisms have been reported to be related with both T1DM and AITDs (47–50). In a large cohort of subjects affected by T1DM and AITDs, Einarsdottir et al. (47) suggested a strong interaction of HLA and the CTLA4 region in conferring susceptibility to ADs. In particular, Moriguchi et al. (51) demonstrated an association between HLA and glutamic acid decarboxylase autoantibodies (GAD Ab) positivity in subjects affected by AITDs, especially in those with GD. These authors suggested that this association confers susceptibility to develop β-cell autoimmunity and T1DM in AITDs patients, particularly in GD and in those ones with a high titer of GAD Ab.

Moreover, given the stronger association between CTLA4 polymorphisms with AITDs than with T1DM (49), Ikegami et al. (50), demonstrating a stronger association of CTLA4 with T1DM complicated with AITDs than with T1DM without AITDs, suggested the possibility that the linkage between CTLA4 and T1DM could be due to the association of the CTLA4 polymorphism with coexisting AITDs (50). Furthermore, these authors reported that CTLA4 itself is affected by HLA genotype, documenting a stronger association between CTLA4 and HLA in patients with very high-risk genotypes compared to those with other genotypes (50).

Also in GD children, as well as in those with HT (9), phenotypic expression of additional autoimmunity can be significantly modified by the association with DS. In fact, the prevalence of children with associated NTADs reported by De Luca et al. (17) was distinctly higher in young patients with DS (32.1%) than in those without this chromosomopathy (12.8%). Furthermore, whereas 33.3% of children with DS and associated NTADs were affected by at least two extra-thyroidal disorders, all the ones without DS exhibited only one additional AD (17). In the group with DS the most frequent NTAD was CD (28.6%), whereas in the group without DS the AD which was most commonly associated with GD was vitiligo (17).

Pathophysiology of AITDs and Metamorphic Thyroid Autoimmunity

Both HT and GD arise from a complex interplay of genetic and environmental factors and a specific combination is needed to initiate thyroid autoimmunity (2, 52, 53). Recently, substantial evidence on genetic factors influences on the association between AITDs and NTADs have been reported (54). Particularly, the evaluation of genetic risks factors for AITDs has demonstrated that some genes are exclusively implicated in GD or HT, conversely, others are involved in the pathogenesis of both GD and HT or AITDs and other ADs (55). Increasing evidence suggests that epigenetics mechanisms, including changes in DNA methylation, covalent modifications of histone tails, gene silencing mediated by non-coding RNA molecules, may be the link between genetics and environment, therefore epigenetic modifications of autoimmune-related genes, caused by environmental factors, would be implicated in the pathogenesis of ADs (56).

Thus, environmental factors, including high iodine intake, selenium deficiency and pollutants such as tobacco smoke, as well as infectious diseases and certain drugs, have been implicated in the development of AITD in genetically predisposed individuals (2, 52, 53). Among environmental factors, exposure to endocrine-disrupting chemicals (EDCs), including several natural compounds or synthetic chemicals, have been involved in ADs pathogenesis (56, 57). Prenatal, early and later-life exposures to EDCs insults may alter gene expression determining epigenetic modifications which play a significant role in the pathogenesis of ADs. In particular, several studies in cells and tissues of patients with AITDs, documented epigenetic modifications and consequent deregulation of gene expression levels, however their potential clinical implications and prognostic utility are still not completely clarified (56).

Moreover, the thyroid gland itself appears to play an important part in disease progression by interacting with the immune system, but the initial insult to thyroid cells, which activates the onset of AITD, remains unknown and seems to be strongly individual (2, 52, 53).

Although HT and GD have different phenotypes and the pathogenetic mechanisms leading to their dichotomy are unclear, both these conditions are generally believed to share a number of common etiological factors (58). In fact, there have been reports on monozygotic twins in whom one twin had HT and the other one had GD (59). Furthermore, both disorders may cluster in the same families or may coexist in the same glands and some patients may progress from one form to the other. According to many reports, in fact, the relative frequency of such a conversion from HT to GD or viceversa does not seem to be exceptionally low in both adults and children (10, 58, 60, 61) which suggests the existence of a continuum between GD and HT within the broad spectrum of AITDs. It is worthy to be underlined that the sequential shifting from HT to GD has been reported to occur more often in children and adolescents with DS than in those without DS (8, 9, 16, 37). These findings as a whole support the view that the association with DS might, per se, condition an over-expression of autoimmune phenomena (9), although the underlying mechanisms of these effects have not been clarified (62). However, the hypothesis of an extreme autoimmunity in DS patients is further supported by the non-exceptional co-occurrence of many ADs in the same DS individuals (62–65).

CONCLUSIONS

In summary, it is likely to infer that the clustering of extra-thyroidal ADs in patients with HT and GD may be significantly conditioned by both patients' age at disease presentation and a possible association with DS. Another inference is that phenotypic expression of additional autoimmunity is not the same in patients with either GD or HT (44). Increasing evidence suggest that the interaction among genetics, environment and epigenetic modifications should determine a deregulation of gene expression and immune system response that, finally, seems to promote the pathogenesis of ADs through mechanisms still not completely clarified.

AUTHOR CONTRIBUTIONS

FD and MW conceived the review. GP, GS, and GZ were involved in literature search and prepared the figure. TA and DC drafted and wrote the manuscript. All authors approved the submitted version of the manuscript.

REFERENCES

 1. Cárdenas-Roldán J, Rojas-Villarraga A, Anaya JM. How do autoimmune diseases cluster in families? A systematic review and meta-analysis. BMC Med. (2013) 11:73. doi: 10.1186/1741-7015-11-73

 2. Lee HJ, Li CW, Hammerstad SS, Stefan M, Tomer Y. Immunogenetics of autoimmune thyroid diseases: a comprehensive review. J Autoimmun. (2015) 64:82–90. doi: 10.1016/j.jaut.2015.07.009

 3. Boelaert K, Newby PR, Simmonds MJ, Holder RL, Carr-Smith JD, Heward JM, et al. Prevalence and relative risk of other autoimmune diseases in subjects with autoimmune thyroid disease. Am J Med. (2010) 123:183.e1–9. doi: 10.1016/j.amjmed.2009.06.030

 4. Weetman AP. Diseases associated with thyroid autoimmunity: explanations for the expanding spectrum. Clin Endocrinol. (2011) 74:411–8. doi: 10.1111/j.1365-2265.2010.03855.x

 5. Antonelli A, Benvenga S. Editorial: The association of other autoimmune diseases in patients with thyroid autoimmunity. Front Endocrinol. (2018) 9:540. doi: 10.3389/fendo.2018.00540

 6. Ruggeri RM, Trimarchi F, Giuffrida G, Certo R, Cama E, Campennì A, et al. Autoimmune comorbidities in Hashimoto's thyroiditis: different patterns of association in adulthood and childhood/adolescence. Eur J Endocrinol. (2017) 176:133–41. doi: 10.1530/EJE-16-0737

 7. Valenzise M, Aversa T, Corrias A, Mazzanti L, Cappa M, Ubertini G, et al. Epidemiology, presentation and long-term evolution of Graves' disease in children, adolescents and young adults with Turner syndrome. Horm Res Paediatr. (2014) 81:245–50. doi: 10.1159/000357130

 8. Aversa T, Salerno M, Radetti G, Faienza MF, Iughetti L, Corrias A, et al. Peculiarities of presentation and evolution over time of Hashimoto's thyroiditis in children and adolescents with Down's syndrome. Hormones. (2015) 14:410–6. doi: 10.14310/horm.2002.1574

 9. Aversa T, Valenzise M, Corrias A, Salerno M, Iughetti L, Tessaris D, et al. In children with autoimmune thyroid diseases the association with Down syndrome can modify the clustering of extra-thyroidal autoimmune disorders. J Pediatr Endocrinol Metab. (2016) 29:1041–6. doi: 10.1515/jpem-2016-0073

 10. Troisi A, Novati P, Sali L, Colzani M, Monti G, Cardillo C, et al. Graves' thyrotoxicosis following Hashimoto's thyroiditis. Res Rep Endocr Disord. (2013) 3:13–5. doi: 10.2147/RRED.S38053

 11. Mathew RP, Moore DJ. Autoimmune alternating hypo- and hyperthyroidism in children. Clin Pediatr. (2011) 50:1040–4. doi: 10.1177/0009922811412583

 12. http://www.equator-network.org/ (accessed June 25, 2019). 

 13. Moher D, Liberati A, Tetzlaff J, Altman DG The PRISMA Group. Preferred reporting items for systematic reviews and meta-analyses: the PRISMA statement. PLoS Med. (2009) 6:e1000097. doi: 10.1371/journal.pmed1000097

 14. Sattar N, Lazare F, Kacer M, Aguayo-Figueroa L, Desikan V, Garcia M, et al. Celiac disease in children, adolescents, and young adults with autoimmune thyroid disease. J Pediatr. (2011) 158:272–5.e1. doi: 10.1016/j.jpeds.2010.08.050

 15. Gómez López E, Nso-Roca AP, Juste Ruiz M, Cortés Castell E. Hashimoto's disease in a cohort of 29 children and adolescents. Epidemiology, clinical course, and comorbidities in the short and long term. Arch Argent Pediatr (2018) 116:56–8. doi: 10.5546/aap.2018.eng.56

 16. Aversa T, Valenzise M, Salerno M, Corrias A, Iughetti L, Radetti G, et al. Metamorphic thyroid autoimmunity in Down Syndrome: from Hashimoto's thyroiditis to Graves' disease and beyond. Ital J Pediatr. (2015) 41:87. doi: 10.1186/s13052-015-0197-4

 17. De Luca F, Corrias A, Salerno M, Wasniewska M, Gastaldi R, Cassio A, et al. Peculiarities of Graves' disease in children and adolescents with Down's syndrome. Eur J Endocrinol. (2010) 162:591–5. doi: 10.1530/EJE-09-0751

 18. Størdal K, Bakken IJ, Surén P, Stene LC. Epidemiology of coeliac disease and comorbidity in norwegian children. J Pediatr Gastroenterol Nutr. (2013) 57:467–71. doi: 10.1097/MPG.0b013e3182a455dd

 19. Canova C, Pitter G, Ludvigsson JF, Romor P, Zanier L, Zanotti R, et al. Celiac disease and risk of autoimmune disorders: a population-based matched birth cohort study. J Pediatr. (2016) 174:146–52. doi: 10.1016/j.jpeds.2016.02.058

 20. Diamanti A, Ferretti F, Guglielmi R, Panetta F, Colistro F, Cappa M, et al. Thyroid autoimmunity in children with coeliac disease: a prospective survey. Arch Dis Child. (2011) 96:1038–41. doi: 10.1136/archdischild-2011-300595

 21. van der Pals M, Ivarsson A, Norström F, Högberg L, Svensson J, Carlsson A. Prevalence of thyroid autoimmunity in children with celiac disease compared to healthy 12-year olds. Autoimmune Dis. (2014) 2014:417356. doi: 10.1155/2014/417356

 22. Elfstrom P, Montgomery SM, Kampe O, Ekbom A, Ludvigsson JF. Risk of thyroid disease in individuals with celiac disease. J Clin Endocrinol Metab. (2008) 93:3915–21. doi: 10.1210/jc.2008-0798

 23. Cosnes J, Cellier C, Viola S, Colombel J, Michaud L, Sarles J, et al. Incidence of autoimmune diseases in celiac disease: protective effect of the gluten free diet. Clin Gastroenterol Hepatol. (2008) 6:753–8. doi: 10.1016/j.cgh.2007.12.022

 24. Lombardo F, Messina MF, Salzano G, Rabbone I, Lo Presti D, Calcaterra V, et al. Prevalence, presentation and clinical evolution of Graves' disease in children and adolescents with type 1 diabetes mellitus. Horm Res Paediatr. (2011) 76:221–5. doi: 10.1159/000327587

 25. Riquetto ADC, de Noronha RM, Matsuo EM, Ishida EJ, Vaidergorn RE, Soares Filho MD, et al. Thyroid function and autoimmunity in children and adolescents with Type 1 Diabetes Mellitus. Diabetes Res Clin Pract. (2015)110:e9–e11. doi: 10.1016/j.diabres.2015.07.003

 26. Aitken RJ, Mehers KL, Williams AJ, Brown J, Bingley PJ, Holl RW, et al. Early-onset, coexisting autoimmunity and decreased HLA-mediated susceptibility are the characteristics of diabetes in Down syndrome. Diabetes Care. (2013) 36:1181–5. doi: 10.2337/dc12-1712

 27. Wasniewska M, Corrias A, Salerno M, Lombardo F, Aversa T, Mussa A, et al. Outcomes of children with hashitoxicosis. Horm Res Paediatr. (2012) 77:36–40. doi: 10.1159/000334640

 28. De Luca F, Santucci S, Corica D, Pitrolo E, Romeo M, Aversa T. Hashimoto's thyroiditis in childhood: presentation modes and evolution over time. Ital J Pediatr. (2013) 39:8. doi: 10.1186/1824-7288-39-8

 29. Aversa T, Valenzise M, Corrias A, Salerno M, Mussa A, Capalbo D, et al. Subclinical hyperthyroidism when presenting as initial manifestation of juvenile Hashimoto's thyroiditis: first report on its natural history. J Endocrinol Invest. (2014) 37:303–8. doi: 10.1007/s40618-014-0054-0

 30. Cooper GS, Bynum ML, Somers EC. Recent insights in the epidemiology of autoimmune diseases: improved prevalence estimates and understanding of clustering of diseases. J Autoimmun. (2009) 33:197–207. doi: 10.1016/j.jaut.2009.09.008

 31. Acay A, Ulu MS, Ahsen A, Eroglu S, Ozuguz U, Yuksel S, et al. Assessment of thyroid disorders and autoimmunity in patients with rheumatic diseases. Endocr Metab Immune Disord Drug Targets. (2014) 14:182–6. doi: 10.2174/1871530314666140626113111

 32. Doyle EA. Autoimmune conditions associated with type 1 diabetes. Pediatr Nurs. (2015) 41:89–91.

 33. Spijkerman M, Tan IL, Kolkman JJ, Withoff S, Wijmenga C, Visschedijk MC, et al. A large variety of clinical features and concomitant disorders in celiac disease—A cohort study in the Netherlands. Dig Liver Dis. (2016) 48:499–505. doi: 10.1016/j.dld.2016.01.006

 34. Wasniewska M, Corrias A, Salerno M, Mussa A, Capalbo D, Messina MF, et al. Thyroid function patterns at Hashimoto's thyroiditis presentation in childhood and adolescence are mainly conditioned by patients' age. Horm Res Paediatr. (2012) 78:232–6. doi: 10.1159/000343815

 35. Lindstrom TM, Robinson WH. Rheumatoid arthritis: a role for immunosenescence? J Am Geriatr Soc. (2010) 58:1565–75. doi: 10.1111/j.1532-5415.2010.02965.x

 36. Duggal NA, Upton J, Phillips AC, Sapey E, Lord JM. An age-related numerical and functional deficit in CD19+ CD24hi CD38hi B cells is associated with an increase in systemic autoimmunity. Aging Cell. (2013) 12:873–81. doi: 10.1111/acel.12114

 37. Aversa T, Lombardo F, Valenzise M, Messina MF, Sferlazzas C, Salzano G, et al. Peculiarities of autoimmune thyroid diseases in children with Turner or Down syndrome: an overview. Ital J Pediatr. (2015) 41:39. doi: 10.1186/s13052-015-0146-2

 38. Wasniewska M, Aversa T, Salerno M, Corrias A, Messina MF, Mussa A, et al. Five-year prospective evaluation of thyroid function in girls with subclinical mild hypothyroidism of different etiology. Eur J Endocrinol. (2015) 173:801–8. doi: 10.1530/EJE-15-0484

 39. Skogberg G, Lundberg V, Lindgren S, Gudmundsdottir J, Sandström K, Kämpe O, et al. Altered expression of autoimmune regulator in infant down syndrome thymus, a possible contributor to an autoimmune phenotype. J Immunol. (2014) 193:2187–95. doi: 10.4049/jimmunol.1400742

 40. Gravholt CH, Andersen NH, Conway GS, Dekkers OM, Geffner ME, Klein KO, et al. Clinical practice guidelines for the care of girls and women with Turner syndrome: proceedings from the 2016 Cincinnati International Turner Syndrome Meeting. Eur J Endocrinol. (2017) 177:G1–70. doi: 10.1530/EJE-17-0430

 41. Jørgensen KT, Rostgaard K, Bache I, Biggar RJ, Nielsen NM, Tommerup N, et al. Autoimmune diseases in women with Turner's syndrome. Arthritis Rheum. (2010) 62:658–66. doi: 10.1002/art.27270

 42. Aversa T, Messina MF, Mazzanti L, Salerno M, Mussa A, Faienza MF, et al. The association with Turner syndrome significantly affects the course of Hashimoto's thyroiditis in children, irrespective of karyotype. Endocrine. (2015) 50:777–82. doi: 10.1007/s12020-014-0513-6

 43. Wasniewska M, Salerno M, Corrias A, Mazzanti L, Matarazzo P, Corica D, et al. The Evolution of Thyroid Function after Presenting with Hashimoto Thyroiditis Is Different between Initially Euthyroid Girls with and Those without Turner Syndrome. Horm Res Paediatr. (2016) 86:403–9. doi: 10.1159/000452722

 44. Wiebolt J, Achterbergh R, den Boer A, van der Leij S, Marsch E, Suelmann B, et al. Clustering of additional autoimmunity behaves differently in Hashimoto's patients compared with Graves' patients. Eur J Endocrinol. (2011) 164:789–94. doi: 10.1530/EJE-10-1172

 45. Knapp PE. Risk of other autoimmune diseases increased in people with Graves' disease or Hashimoto's thyroiditis relative to the general UK population. Evid Based Med. (2010) 15:158–9. doi: 10.1136/ebm1091

 46. Ferrari SM, Fallahi P, Ruffilli I, Elia G, Ragusa F, Benvenga S, et al. The association of other autoimmune diseases in patients with Graves' disease (with or without ophthalmopathy): review of the literature and report of a large series. Autoimmun Rev. (2019) 18:283–92. doi: 10.1016/j.autrev.2018.10.001

 47. Einarsdottir E, Soderstrom I, Lofgren-Burstrom A, Haraldsson S, Nilsson-Ardnor S, Penha-Goncalves C, et al. The CTLA4 region as a general autoimmunity factor: an extended pedigree provides evidence for synergy with the HLA locus in the etiology of type 1 diabetes mellitus, Hashimoto's thyroiditis and Graves' disease. Eur J Hum Genet. (2003) 11:81–4. doi: 10.1038/sj.ejhg.5200903

 48. Vaidya B, Kendall-Taylor P, Pearce SH. The genetics of autoimmune thyroid disease. J Clin Endocrinol Metab. (2002) 87:5385–97. doi: 10.1210/jc.2002-020492

 49. Ueda H, Howson JM, Esposito L, Heward J, Snook H, Chamberlain G, et al. Association of the T-cell regulatory gene CTLA4 with susceptibility to autoimmune disease. Nature. (2003) 423:506–11. doi: 10.1038/nature01621

 50. Ikegami H, Awata T, Kawasaki E, Kobayashi T, Maruyama T, Nakanishi K, et al. The association of CTLA4 polymorphism with type 1 diabetes is concentrated in patients complicated with autoimmune thyroid disease: a multicenter collaborative study in Japan. J Clin Endocrinol Metab. (2006) 91:1087–92. doi: 10.1210/jc.2005-1407

 51. Moriguchi M, Noso S, Kawabata Y, Yamauchi T, Harada T, Komaki K, et al. Clinical and genetic characteristics of patients with autoimmune thyroid disease with anti-islet autoimmunity. Metabolism. (2011) 60:761–6. doi: 10.1016/j.metabol.2010.07.025

 52. Saranac L, Zivanovic S, Bjelakovic B, Stamenkovic H, Novak M, Kamenov B. Why is the thyroid so prone to autoimmune disease? Horm Res Paediatr. (2011) 75:157–65. doi: 10.1159/000324442

 53. Effraimidis G, Wiersinga WM. Mechanisms in endocrinology: autoimmune thyroid disease: old and new players. Eur J Endocrinol. (2014) 170:R241–52. doi: 10.1530/EJE-14-0047

 54. Fallahi P, Ferrari SM, Ruffilli I, Elia G, Biricotti M, Vita R, et al. The association of other autoimmune diseases in patients with autoimmune thyroiditis: review of the literature and report of a large series of patients. Autoimmun Rev. (2016) 15:1125–8. doi: 10.1016/j.autrev.2016.09.009

 55. Tomer Y. Mechanisms of autoimmune thyroid diseases: from genetics to epigenetics. Annu Rev Pathol. (2014) 9:147–56. doi: 10.1146/annurev-pathol-012513-104713

 56. Coppedè F. Epigenetics and autoimmune thyroid diseases. Front Endocrinol. (2017) 8:149. doi: 10.3389/fendo.2017.00149

 57. Latini G, Knipp G, Mantovani A, Marcovecchio ML, Chiarelli F, Söder O. Endocrine disruptors and human health. Mini Rev Med Chem. (2010) 10:846–55. doi: 10.2174/138955710791608271

 58. Wasniewska M, Corrias A, Arrigo T, Lombardo F, Salerno M, Mussa A, et al. Frequency of Hashimoto's thyroiditis antecedents in the history of children and adolescents with graves' disease. Horm Res Paediatr. (2010) 73:473–6. doi: 10.1159/000313395

 59. Aust G, Krohn K, Morgenthaler NG, Schröder S, Schütz A, Edelmann J, et al. Graves' disease and Hashimoto's thyroiditis in monozygotic twins: case study as well as transcriptomic and immunohistological analysis of thyroid tissues. Eur J Endocrinol. (2006) 154:13–20. doi: 10.1530/eje.1.02063

 60. McLachlan SM, Nagayama Y, Pichurin PN, Mizutori Y, Chen CR, Misharin A, et al. The link between Graves' disease and Hashimoto's thyroiditis: a role for regulatory T cells. Endocrinology. (2007) 148:5724–33. doi: 10.1210/en.2007-1024

 61. Ludgate M, Emerson CH. Metamorphic thyroid autoimmunity. Thyroid. (2008) 18:1035–7. doi: 10.1089/thy.2008.1551

 62. Giménez-Barcons M, Casteràs A, Armengol Mdel P, Porta E, Correa PA, Marín A, et al. Autoimmune predisposition in Down syndrome may result from a partial central tolerance failure due to insufficient intrathymic expression of AIRE and peripheral antigens. J Immunol. (2014) 193:3872–9. doi: 10.4049/jimmunol.1400223

 63. Kinik ST, Ozçay F, Varan B. Type I diabetes mellitus, Hashimoto's thyroiditis and celiac disease in an adolescent with Down syndrome. Pediatr Int. (2006) 48:433–5. doi: 10.1111/j.1442-200X.2006.02238.x

 64. Lämmer C, Weimann E. Early onset of type I diabetes mellitus, Hashimoto's thyroiditis and celiac disease in a 7-yr-old boy with Down's syndrome. Pediatr Diabetes. (2008) 9:423–5. doi: 10.1111/j.1399-5448.2008.00355.x

 65. Salzano G, Lombardo F, Arrigo T, Sferlazzas C, Wasniewska M, Valenzise M, et al. Association of five autoimmune diseases in a young woman with Down's syndrome. J Endocrinol Invest. (2010) 33:202–3. doi: 10.3275/6402 

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Aversa, Corica, Zirilli, Pajno, Salzano, De Luca and Wasniewska. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fendo-10-00476-t002.jpg
N° of patients, Primary Coexistence Associated
type of AITDs, evaluated  of ADs (%)  AITDs (%)
andageat  AD

evaluation®
NATDs AND AITDs
Stordal et al. 3,006CD CD 6.1 1.4% AITDs
(18) (0-12 years)
Canova et al. 1215CD  CD 84 4.8% ATDs
(19 (6 0-23 years)
Diamanti et al. 558CD cp 12 10% ATDs
(20) (10.3;0.8-11.2)
van der Pals 335CD cp 7.7 7.7% ATDs
etal. (21) (12-years old

chilren)
Effstrometal.  9,338CD  CD 08 0.6% AITDs
@2 (0-15 years)
Cosnes et al. 378CD co 169 1.8% AITDs
23 (<16 years)
Lombardo 1,823 TIDM  T1DM 05 05% GD
etal. (24) (6.2 % 3.0 years)
Riquettoetal.  233TIDM  TIDM 21 21% ATDs
(5) (1.9 £ 3.3 years)
Aitken et al. 136 T1IDM TiDM 67.6 50% AlTDs
(26) with DS

“Age of patients are reported in mean age + Standard deviation or median and/or range,
as in the articles.
AITDs, Autoimmune thyroid diseases; NTADs, non-thyroidal autoimmune  diseases;
ADs, autoimmune diseases; TIDM, Type 1 diabetes melltus; CD, celiac disease; GD,
Graves’ disease.





OPS/images/fendo-10-00476-g001.gif





OPS/images/fendo-10-00476-t001.jpg
N° of patients, Frequencyof  Frequency of

type of AITDs, coexistence of  associated
and age at AITDs and NTADS (%)
evaluation* NTADS (%)

HASHIMOTO’S THYROIDITIS AND NTADs

Ruggerietal. 553 HT 188 7.2%CD
© (1111296 69% TIDM
years) 2.7% Vitiigo
0.7% AD
0.18% RA
0.18% Vasculitis
Sattaretal. 302 HT-GD 66 4.3% T1DM with
(14 (8.1-24.9 years) HT
1.9% CD with HT
Gomez Lopez 29 HT 18.7 69% CD
etal. (15) (11:5-15 years) 3.4% Alopecia
3.4% Vitiigo
Aversaetal. 146 HT with DS 582 11.4% Alopecia
® (65 4.8 years) 11% CD
3.4% TIDM
553 HT controls 188 7.2% CD
(1.1 £ 3.0 years) 6.9% T1DM
0.9% Alopecia
Aversaetal. 174 HT with DS 563 27% Alopecia
© (6.1; 1-18 years) 14.3% CD
18.2% Vitiigo
4% TIDM
678 HT controls 17.8 69% T1DM
(1.2 6% CD
25-18 years) 2.8% Vitiigo
0.9% Alopecia
Aversaetal. 12 HT-GD with DS 12 41.6% CD
(16) (3-13.5 years) 25% T1DM
83% RA
GRAVES’ DISEASE AND NTADs
Valenzise 7GDwith TS 57.4 14.3% T1DM
etal. (7) (14.6;9.8-29.5) 14.3% CD
45% T1DM
89 GD controls 12 45% Vitiigo
(11.3;8.4-17.9) 1.1% RA
1.1% Alopecia
Delucaetal.  28GD with DS 324 32.1% CD
i) (0.9 £ 4.4 years) 7.1% TIDM
35%RA
35%AD
4.6% Vitiigo
109 GD controls 128 3.7%T1DM
(1.5 £ 3.5 years) 2.7% CD
0.9% Alopecia
09%AG
09% RA
Sattaretal. 302 HT-GD 66 0.33% CD with
(14) (3.1-24.9 years) GDand DS

*Age of patients are reported in mean age = Standard deviation or median and range, as
in the articles.

AITDs, Autoimmune thyroid diseases; NTADs, non-thyroidal autoimmune diseases; HT,
Hashimoto thyroiditis; GD, Graves’ disease; TIDM, Type 1 diabetes melltus; RA,
Rheurnatoid arthrits; AD, Addison disease; CD, celiac disease; AG, atrophic gastrits; DS,
Down's syndrome; TS, Tumer syndrome.





OPS/images/cover.jpg
’ frontiers
in Endocrinology

Phenotypic Expression of
Autoimmunity in Children With
Autoimmune Thyroid Disorders









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
’ frontiers
in Endocrinology





