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criteria used for diagnosis, the ethnicity, the iodine 
status, the age and the gender;1 it has been reported 
that approximately 10-13% of most populations 
have positive thyroglobulin autoantibodies (TgAb) 
or thyroid peroxidase (TPO) autoantibodies.2-6 ΑΤ is 
the most common cause of thyroid disorder among 
children and adolescents and has a wide spectrum of 
clinical manifestations and a variable clinical course.6-13 
Among Greek children, the prevalence of positive 
thyroid autoantibodies is estimated to be between 
4-10%, the prevalence of goiter 3.2%, the prevalence 
of thyroid nodules 5.1% and the prevalence of altered 
thyroid echostructure approximately 9%.14-16 Studies 
assessing iodine status among Greek schoolchildren 
have shown iodine sufficiency.14,15 Almost one decade 
after the elimination of iodine deficiency in Greece, 
there has been an increase in the prevalence of au-
toimmune thyroiditis.11 The epidemiological and 
clinical characteristics of AT among children differ 
widely in the various studies.6,7,17-20

The aim of the present study was to analyse ret-
rospectively the epidemiological, clinical and labora-
tory characteristics of children and adolescents with 
AT attending a large Pediatric Endocrinology Unit 
in Athens, Greece. We assessed 228 children and 
adolescents with AT using, in addition to clinical 
and laboratory parameters, thyroid ultrasonography. 

Subjects and Methods

Between January 2001 and December 2005, 228 
children with AT attended the outpatient pediatric 
endocrinology clinic of our hospital and entered the 
AT database. Inclusion criteria were positivity for at 
least one of the antithyroid antibodies [thyroglobulin 
(anti-TgAb) or TPO autoantibodies (anti-TPOAb)] 
and hypoechogenicity on thyroid ultrasound scan. 
Among these children, 29 had been diagnosed as 
having AT between 1996 and 2000 and were followed 
up between 2001-2005, 19 were diagnosed as having 
AT in the year 2001, 37 in the year 2002, 28 in the 
year 2003, 56 in the year 2004 and 59 in the year 2005.

Groups with a high prevalence of AT, such as 
children with Turner syndrome, Down syndrome 
(trisomy 21) and type 1 diabetes, were excluded from 
the study. Children with Graves’ disease and children 
with secondary causes of thyroid dysfunction, such as 

those who had undergone cervical radiotherapy for 
cancer, were also excluded. Children who dropped 
out of the clinic before investigations were completed 
were not included in the database. 

The main reasons for referral of these children 
were investigation of growth (n=52 (23%) or thyroid 
enlargement (n=42 (18%) and/or a family history of 
thyroid disease (n=39 (17%) (Table 1). 

Assessment involved personal and family history 
for thyroid disease and other autoimmune diseases, 
anthropometry [height, weight, body mass index 
(BMI) and pubertal status], thyroid function tests and 
thyroid ultrasound scan. Pubertal status was assessed 
using Tanner staging. The study was approved by the 
faculty of medicine Athens Medical School.

Free triiodothyronine (FT3), free thyroxin (FT4) 
and thyroid stimulating hormone (TSH) were meas-
ured by electrochemiluminescence immunoassay 
(ECLIA) (Roche Diagnostics, Elecsys 2010 immuno-
assay analyzer). During the study period the method 
of detecting thyroid autoantibodies in our laboratory 
was changed. Until 2002 the method of measuring 
Anti-TPOAb and anti-TgAb was by the passive haem-
maglutination test being characterized as positive or 
negative. Subsequently, thyroid autoantibodies were 
measured by chemiluminescence (Nichols Institute 
Diagnostics, San Juan Capistrano, USA), the normal 
values being for anti-TPOAb <2IU/ml and for anti-
TgAb <1IU/ml. Since the method of detecting thyroid 
autoantibodies changed in our laboratory during the 
study period, we have not been able to accurately assess 

Table 1. Reasons for referral of children with autoimmune thyroid 
disease to our Pediatric Endocrine Clinic

n     (%)

Investigation of growth 	 52	 (23)

Thyroid enlargement 	 42	 (18)

Family history of thyroid disease 	 39	 (17)

Obesity 	 22	 (10)

Abnormal thyroid function tests or positive 
thyroid autoantibodies on a routine check-up

	 20	 (9)

High cholesterol values 	 11	 (5)

Various signs or symptoms like tachycardia, 
bradycardia, alopecia, vitiligo

	 42	 (18)

	




