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Editorial note: 

 
Congenital hypothyroidism is the most common endocrine disease in infants. Through early identification 

and treatment of affected patients, delays in cognitive and motor development can be effectively prevented. 

In this topical update, Dr Liz Yuen reviews the aetiology and shares recent advances in understanding the 

molecular basis of congenital hypothyroidism. Genetic diagnosis and counselling can be provided to 

affected families regarding prognosis and recurrence risk. We welcome any feedback or suggestions. Please 

direct them to Dr. Poon Wing Tat (e-mail: poonwt@ha.org.hk) of Education Committee, the Hong Kong 

College of Pathologists. Opinions expressed are those of the authors or named individuals, and are not 

necessarily those of the Hong Kong College of Pathologists. 
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Abbreviations 

CH Congenital hypothyroidism 

PIOD Partial iodide organification defect 

T3 3,5,3’-Tri-iodothyronine 

T4 3,5,3’,5’-Tetra-iodothyronine or thyroxine 

TG Thyroglobulin 

TIOD Total iodide organification defect 

TPO Thyroid peroxidase 

TSH Thyroid stimulating hormone 
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Introduction 

 

Congenital hypothyroidism (CH) is an important 

preventable cause of mental retardation. To 

prevent irreversible brain damages caused by 

hypothyroidism, sufficient doses of thyroxine 

should be started within a few weeks after birth.(1) 

Since neonates with CH have no obvious or 

minimal clinical manifestations, biochemical 

screening in the newborn period has become the 

best public health strategy for early detection of 

affected neonates. In Hong Kong, a territory-wide 

screening programme for CH was started in 

1984.(2) Cord blood samples are collected 

immediately after birth for measurement of 

thyroid stimulating hormone (TSH) by a single 

laboratory dedicated for newborn screening. The 

incidence of CH in Hong Kong was reported to be 

1 in 2,404, which is comparable to that in other 

populations.(2-6) 

 

Causes of congenital hypothyroidism  

 

The aetiologies of CH are summarized in Table 

1.(7) Approximately 80 - 85% of CH are caused 

by thyroid dysgenesis, which is a group of 

congenital disorders of thyroid gland development 

or migration. Affected patients may have 

complete thyroid gland aplasia, hypoplasia or 

ectopic glands. The large majority of thyroid 

dysgenesis cases are sporadic and only about 5% 

has a genetic basis.(8,9) Thyroid dys-

hormonogenesis describes a group of inherited 

disorders which affect the biochemical pathway of 

thyroid hormone synthesis. These disorders 

collectively account for 10 - 15% of CH cases. 

Approximately 1/4 of patients with CH in Hong 

Kong have some forms of thyroid dys-

hormonogenesis.(10) Some neonates detected by 

newborn screening program have transient instead 

of permanent CH. Although this subgroup of 

patients does not require life-long thyroid 

hormone replacement, early identification and 

treatment in early years of life is equally 

important.(11) The time course of recovery of the 

hypothalamic-pituitary-thyroid axis in patients 

with transient CH depends on the underlying 

cause. Although most of the transient CH are due 

to acquired conditions such as iodine deficiency or 

maternal transfer of autoantibodies, a few genetic 

causes have been described.(11,12) 

 

Table 1 Aetiology of congenital hypothyroidism 

(modified from reference 7) 

 

Primary congenital hypothyroidism 

 Thyroid dysgenesis (ectopic, aplasia, 

hypoplasia) 

 Thyroid dyshormonogenesis 

 Resistance to TSH binding or signaling 

Secondary congenital hypothyroidism 

 Isolated TSH deficiency  

 Congenital hypopituitarism 

Peripheral congenital hypothyroidism 

 Thyroid hormone transport defect 

 Thyroid hormone metabolism defect 

 Thyroid hormone resistance  

Transient congenital hypothyroidism 

 Prematurity 

 Maternal or neonatal excess iodine 

exposure 

 Maternal or neonatal iodine deficiency 

 Maternal antithyroid drugs 

 Maternal TSH-receptor blocking 

antibodies (TRB-Ab) 

 Thyroid dyshormonogenesis caused by 

DUOX2 or DUOXA2 mutations 

 Congenital hepatic haemangiomas  

 Protein-losing nephrosis 

 

Biochemistry of thyroid hormone synthesis and 

their defects 

 

The basic components required for thyroid 

hormone synthesis are specific tyrosyl residues on 

thyroglobulin (TG, encoded by the TG gene) and 

iodine. Iodide ions in the circulation are taken up 

by the thyroid gland via the sodium-iodide 

symporter (NIS, encoded by the SLC5A5 gene) 

located at the basolateral membrane of the thyroid 

follicular cells. The iodide ions are then 

concentrated in the colloid by passing through the 

pendrin protein (encoded by the SLC26A4 gene) 

on the apical side of the follicular cell membrane. 

Inside the follicular lumen (i.e. colloid), iodide 

ions are first oxidized to iodine radicals and then 

incorporated to tyrosyl residues on TG to form 

monoiodotyrosine (MIT) or di-iodotyrosine (DIT). 
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Coupling of one MIT and one DIT or two DITs 

forms the final active thyroid hormones 3,5,3’-tri-

iodothyronine (T3) and 3,5,3’,5’-tetra-

iodothyronine (T4), respectively. The iodide 

organification and iodotyrosine coupling steps are 

catalyzed by the enzyme thyroid peroxidase (TPO, 

encoded by the TPO gene) in the presence of 

hydrogen peroxide which acts as the ultimate 

electron acceptor. The thyroid hydrogen peroxide-

generating system is composed of two dual 

oxidase enzymes DUOX1 and DUOX2 (encoded 

by the DUOX1 and DUOX2 genes, respectively) 

and their corresponding maturation factors 

DUOXA1 and DUOXA2 (encoded by the 

DUOXA1 and DUOXA2 genes, respectively). 

DUOX2 is preferentially expressed in human 

thyroid tissue.(13) Subsequent evidence 

demonstrated that DUOX2/DUOXA2 is the 

predominant enzyme system in the thyroid while 

the exact role of DUOX1/DUOXA1 in the thyroid 

remains unknown.(11) Under TSH stimulation, 

TG is endocytosed into the follicular cells and 

metabolized by lysosomal enzymes. This process 

releases T4 and T3, which diffuse through cellular 

membrane and enter the thyroidal circulation. 

Iodide ions bound to DIT and MIT are recycled by 

the enzyme iodotyrosine deiodinase (encoded by 

the IYD gene) for further thyroid hormone 

synthesis.  

 

Defects in any component of the above described 

thyroid hormone synthetic pathway can cause 

thyroid dyshormonogenesis (Table 2).(14) Except 

the case of NIS defect caused by SLC5A5 

mutations, patients with thyroid dys-

hormonogenesis are characterized by a large 

orthotopic thyroid gland with increased 

radionuclide uptake.(7) Perchlorate discharge test, 

which involves the administration of radioactive 

iodine followed by perchlorate and serial 

monitoring of radioactivity of the thyroid gland, is 

the conventional method used to sub-classify 

patients with thyroid dyshormonogenesis. In 

normal subjects, less than 10% of the radioactive 

iodine is discharged after the administration of 

perchlorate. Patients with TPO mutations are 

characterized by a rapid and almost complete 

release of radioactive iodide in perchlorate 

discharge test (i.e. total iodide organification 

defect, TIOD). Both TIOD and partial iodide 

organification defect (PIOD) have been described 

in patients with DUOX2 mutations.(11) Defects in 

SLC26A4 (Pendred syndrome) and DUOXA2 are 

associated with PIOD.(11)  

 

In the following parts, more details about the 5 

nonsyndromic forms of thyroid 

dyshormonogenesis will be described, i.e. sodium-

iodide symporter defect caused by SLC5A5 

mutations, thyroglobulin deficiency caused by TG 

mutations, thyroid peroxidase deficiency caused 

by TPO mutations, hydrogen peroxide-generation 

defect caused by DUOX2 or DUOXA2 mutations 

and iodotyrosine deiodinase deficiency caused by 

IYD mutations. Readers may refer to the recent 

reviews by Choi et al. and Bizhanova and Kopp 

for details about the molecular basis of Pendred 

syndrome and its association with 

hypothyroidism.(15,16) 

 

Sodium-iodide symporter 

 

The first case of CH caused by a homozygous 

mutation in the SLC5A5 gene, which encodes the 

sodium iodide symporter (NIS), was described in 

1997.(17) Patients with NIS defect are 

characterized by a normal orthotopic thyroid 

gland with no to minimal radionuclide uptake. 

Therefore, if ultrasonography is not routinely 

performed, these patients can be easily 

misdiagnosed to have thyroid aplasia. The 

phenotypes of NIS defects are broad with some 

patients present at birth while others present 

during childhood or even in adulthood.(18,19) 

Therefore, patients with NIS defects may not be 

detected by newborn screening. Iodine supply is a 

known factor which influences the clinical 

manifestations of patients with NIS defects. Iodide 

supplement is as effective as thyroxine 

replacement in treating these patients.(19) 

 

Thyroid peroxidase deficiency 

 

Thyroid peroxidase (TPO) is the enzyme which 

catalyses the iodination of tyrosyl residues on TG 

and the coupling of iodotyrosines to form thyroid 

hormones. TPO mutations account for 

approximately 40% of thyroid dyshormonogenesis 

in various populations.(20-22) Previous studies in 

Taiwanese patients showed that TPO defect was 
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the most common form of thyroid 

dyshormonogenesis and many patients were either 

homozygous or heterozygous for the insertion 

mutation c.2268dupT.(22,23) Haplotype analysis 

in eight patients who were homozygous for 

c.2268dupT strongly suggested that it was a 

founder mutation in Taiwan.(22) In addition, 

heterozygosity for c.2268dupT have been 

demonstrated to be an important susceptibility 

factor in Taiwanese patients with transient CH.(24) 

 
Thyroglobulin deficiency 

 

Thyroglobulin (TG) is the most abundant protein 

in the matrix of thyroid follicles. It provides 

tyrosyl residues for synthesis of thyroid hormones 

and serves as a reservoir of thyroid hormones. 

Therefore, mutations in the TG gene that result in 

defective synthesis or metabolism of TG can lead 

to CH.(25,26) Previous studies in Taiwanese 

patients showed that TG defects accounted for 

38% of thyroid dyshormonogenesis.(22,27) 

Patients with TG defects have a orthotopic thyroid 

gland with normal to raised radionuclide update 

and very low serum TG concentrations. To obtain 

meaningful result, sample for TG measurement 

should be collected before commencement of 

thyroxine replacement.  

 
Defects in the generation of hydrogen peroxide 

DUOX2 

 

Mutation in DUOX2 is now a well-known cause 

of CH.(11,28) However, the exact genotype-

phenotype correlation, especially the relation 

between the severity of hypothyroidism and 

number of DUOX2 mutations, remains unresolved. 

The first report that described DUOX2 mutations 

in patients with CH were published in 2002 by a 

group from the Netherlands.(28) Among 45 

patients with permanent CH and TIOD, one was 

found to harbour homozygous DUOX2 mutations. 

In addition, in 3 out of 8 patients with transient 

CH and PIOD, heterozygous DUOX2 mutations 

were identified. All four DUOX2 mutations 

described in this study were predicted to create 

premature stop codons and abolish the hydrogen 

peroxide-generating domain of the DUOX2 

enzyme. This group of investigators for the first 

time demonstrate a genetic basis for transient CH 

and postulates that affected patients only develop 

biochemical and clinical abnormalities at periods 

of high thyroxine requirement e.g. early infancy, 

puberty and pregnancy. Therefore, they suggest 

that long-term follow-up of patients with 

monoallelic DUOX2 mutations may be necessary 

as these patients are prone to develop recurrent 

hypothyroidism later in life.(28) 

 

Subsequent studies showed that the inheritance 

patterns of DUOX2 mutations is more complex 

than that proposed by previous studies.(11,29,30) 

In 2008, Maruo and co-workers described biallelic 

DUOX2 mutations in eight Japanese patients (2 

familial and 2 sporadic) with transient CH.(Maruo 

2008) In particular, a family with 4 affected 

siblings affected by transient CH were found to be 

compound heterozygous for 2 DUOX2 frameshift 

mutations (p.L479SfsX2 and p.K628RfsX10). 

Both mutations were predicted to result in total 

loss of DUOX2 activity. Some degree of intra-

familial phenotypic variation was also observed in 

this family. The youngest affected sibling had 

elevated TSH but normal free T4 at initial 

evaluation. His TSH gradually returned to normal 

at 2 months of age without any thyroxine 

supplementation. Furthermore, the only 

unaffected sibling with heterozygous 

p.L479SfsX2 mutation had normal TSH in 

newborn screening and did not develop transient 

CH. 

 

Based on the reported cases with DUOX2 

mutations, it is obvious that the genotype-

phenotype correlation is not straightforward. 

Patients with biallelic DUOX2 mutations may 

develop either permanent or transient CH, while 

patients with monoallelic DUOX2 mutations may 

or may not develop hypothyroidism in the 

neonatal period. The natural course and severity 

of hypothyroidism not only depends on the 

number DUOX2 mutations present in the genome, 

other genetic (e.g. DUOX1) and environmental 

factors (e.g. supply of iodine) may also play a 

role.(11,31)         

 

DUOXA2 

 

Dual oxidase maturation factor 2 (DUOXA2) 

plays a crucial role in the maturation and 
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translocation of DUOX2 from the endoplasmic 

reticulum to the plasma membrane.(32) DUOXA2 

was first described as a cause of CH in 2008.(33) 

In this study, 10 Caucasian patients and one 

Chinese patient with CH and PIOD were recruited. 

Interestingly, only in the Chinese patient but not 

the Caucasian patients, a homozygous nonsense 

DUOXA2 mutation p.Tyr246* was detected. 

Follow-up study of this Chinese patient at 7 years 

of age, one month after cessation of thyroxine 

replacement, showed a slight elevation of TSH 

(5.0 mU/L, reference range 0.4 – 4.0) and normal 

free T4. Further studies detected one heterozygous 

carrier of p.Tyr246* among 92 Chinese controls, 

and none in 89 Caucasians and 41 Japanese 

controls.(33) Results of this study demonstrated 

that biallelic DUOXA2 mutations is a cause of 

mild CH. They also suggested that p.Tyr246* in 

the DUOXA2 gene was a common mutation 

among the Chinese population. A recent study 

from the Mainland China found one out of 47 CH 

patients with compound heterozygous DUOXA2 

mutations, and one of the detected mutation was 

p.Tyr246*.(34) This result provides further 

evidence that DUOXA2 mutations, p.Tyr246* in 

particular, is relatively common among the 

Chinese population. 

 

Iodotyrosine deiodinase deficiency 

 

Iodotyrosine deiodinase is the enzyme responsible 

for recycling of intra-thyroidal iodide from MIT 

and DIT. The clinical severity of iodotyrosine 

deiodinase deficiency is highly heterogeneous, but 

in contrast to other thyroid dyshormonogenesis, 

affected patients are typically missed by newborn 

screening.(35) Therefore, a significant proportion 

of affected patients were identified late and thus 

developed mental and growth retardation. 

Iodotyrosine deiodinase is encoded by the IYD 

gene and the first report of IYD mutations in 

hypothyroid patients was published in 2008.(36) 

Although most reported cases appear to inherit the 

disease in an autosomal recessive manner, patients 

carrying heterozygous IYD mutations, who 

developed goiter and hypothyroidism, have also 

been described.(37) Therefore, it is speculated that 

the phenotypes of iodotyrosine deiodinase 

deficiency are influenced by environmental 

factors (e.g. iodine supply) and possibly other 

genetic factors. The biochemical hallmark of 

iodotyrosine deiodinase deficiency is an excessive 

excretion of MIT and DIT in urine. In some 

instances, this may be the only clue to 

diagnosis.(38) However, this biochemical test is 

not readily available in local laboratories. 

 

Conclusion 
 

Congenital hypothyroidism is the most common 

endocrine disease in infants. Like other developed 

countries, Hong Kong has a well-structured 

newborn screening programme in place with over 

99% coverage.(2) Through early identification 

and treatment of affected patients, delays in 

cognitive and motor development can be 

effectively prevented. However, little clinical 

attention is paid to the aetiology of CH despite all 

the recent advances in molecular biology. In most 

paediatric centers, other than confirmatory serum 

TSH and free T4 concentrations, only minimal 

additional investigation (e.g. thyroid radionuclide 

scan) is done to delineate the underlying cause of 

CH.  

 

Recent advances in molecular biology have 

greatly improved our knowledge and 

understanding on each individual form of thyroid 

dyshormonogenesis. With a genetic diagnosis, 

precise counselling can be provided to affected 

families regarding prognosis and recurrence 

risk.(39) In particular, female patients with 

DUOX2 mutations may be at risk of recurrent 

hypothyroidism during pregnancy, which requires 

thyroxine replacement to prevent adverse 

neurodevelopmental outcome in the fetus. In 

addition, some forms of thyroid dys-

hormonogenesis such as NIS defect and 

iodotyrosine deiodinase deficiency may be 

beneficial to iodide supplementation. Furthermore, 

a genetic diagnosis facilitates the identification of 

asymptomatic family members who are at risk of 

developing hypothyroidism later in life.  

 

Addition of thyroid ultrasonography and 

measurement of TG into the local routine 

evaluation protocol of neonates with abnormal 

newborn screening results helps stratify them for 

appropriate genetic testing. Previous studies have 

shown that several hot spot mutations are present 
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in the Chinese population, e.g. c.2268dupT in the 

TPO gene and p.Tyr246* in the DUOXA2 gene. 

Further studies are required to confirm whether 

the local Chinese patients with CH share a similar 

genetic basis. 

 

References 

 

1. American Academy of Pediatrics, Rose SR; 

Section on Endocrinology and Committee on 

Genetics, American Thyroid Association, 

Brown RS; Public Health Committee, 

Lawson Wilkins Pediatric Endocrine Society, 

Foley T, Kaplowitz PB, Kaye CI, 

Sundararajan S, Varma SK. Update of 

newborn screening and therapy for 

congenital hypothyroidism. Pediatrics 

2006;117:2290-2303. 

2. Lam ST, Cheng ML. Neonatal screening in 

Hong Kong and Macau. Southeast Asian J 

Trop Med Public Health 2003;34 Suppl 3:73-

75. 

3. Harris KB, Pass KA. Increase in congenital 

hypothyroidism in New York State and in the 

United States. Mol Genet Metab 

2007;91:268-277. 

4. Albert BB, Cutfield WS, Webster D, Carll J, 

Derraik JG, Jefferies C, Gunn AJ, Hofman 

PL. Etiology of increasing incidence of 

congenital hypothyroidism in New Zealand 

from 1993-2010. J Clin Endocrinol Metab 

2012;97:3155-3160. 

5. Chen CY, Lee KT, Lee CT, Lai WT, Huang 

YB. Epidemiology and clinical 

characteristics of congenital hypothyroidism 

in an Asian population: a nationwide 

population-based study. J Epidemiol 

2013;23:85-94. 

6. Shi XT, Cai J, Wang YY, Tu WJ, Wang WP, 

Gong LM, Wang DW, Ye YT, Fang SG, Jing 

PW. Newborn screening for inborn errors of 

metabolism in mainland china: 30 years of 

experience. JIMD Rep 2012;6:79-83. 

7. LaFranchi SH. Approach to the diagnosis 

and treatment of neonatal hypothyroidism. J 

Clin Endocrinol Metab 2011;96:2959-2967. 

8. Nettore IC, Cacace V, De Fusco C, Colao A, 

Macchia PE. The molecular causes of thyroid 

dysgenesis: a systematic review. J 

Endocrinol Invest 2013;36:654-664. 

9. Liu SG, Zhang SS, Zhang LQ, Li WJ, Zhang 

AQ, Lu KN, Wang MJ, Yan SL, Ma X. 

Screening of PAX8 mutations in Chinese 

patients with congenital hypothyroidism. J 

Endocrinol Invest 2012;35:889-892. 

10. Kung AW, Low LC.Thyrotrophin-blocking 

antibodies in congenital hypothyroidism. J 

Paediatr Child Health 1992;28:50-53. 

11. Moreno JC and Visser TJ. New phenotypes 

in thyroid dyshormonogenesis: 

hypothyroidism due to DUOX2 mutations. 

Endocr Dev 2007;10:99-117. 

12. Hulur I. Hermanns P, Nestoris C, Heger S, 

Refetoff S, Pohlenz J, Grasberger H. A single 

copy of the recently identified dual oxidase 

maturation factor (DUOXA) 1 gene produces 

only mild transient hypothyroidism in a 

patient with a novel biallelic DUOXA2 

mutation and monoallelic DUOXA1 deletion. 

J Clin Endocrinol Metab 2011;96:E841-E845. 

13. Moreno JC, Pauws E, van Kampen AH, 

Jedlickova M, de Vijlder JJ, Ris-Stalpers C. 

Cloning of tissue-specific genes using serial 

analysis of gene expression and a novel 

computational subtraction approach. 

Genomics 2001;75:70-76. 

14. Grasberger H and Refetoff S. Genetic causes 

of congenital hypothyroidism due to 

dyshormonogenesis. Curr Opin Pediatr 

2011;23:421-428. 

15. Choi BY, Muskett J, King KA, Zalewski CK, 

Shawker T, Reynolds JC, Butman JA, 

Brewer CC, Stewart AK, Alper SL, Griffith 

AJ. Hereditary hearing loss with thyroid 

abnormalities. Adv Otorhinolaryngol 

2011;70:43-49. 

16. Bizhanova A, Kopp P. Genetics and 

phenomics of Pendred syndrome. Mol Cell 

Endocrinol 2010;322:83-90. 

17. Fujiwara H, Tatsumi K, Miki K, Harada T, 

http://www.ncbi.nlm.nih.gov/pubmed?term=Miki%20K%5BAuthor%5D&cauthor=true&cauthor_uid=9171822


 

 

  
Topical Update – The Hong Kong College of Pathologists Vol. 9, Issue 1 Page 7 of 8 

 

Miyai K, Takai S, Amino N. Congenital 

hypothyroidism caused by a mutation in the 

Na+/I- symporter. Nat Genet 1997;16:124-

125. 

18. Szinnai G, Kosugi S, Derrien C, Lucidarme 

N, David V, Czernichow P, Polak M. 

Extending the clinical heterogeneity of iodide 

transport defect (ITD): a novel mutation 

R124H of the sodium/iodide symporter gene 

and review of genotype-phenotype 

correlations in ITD. J Clin Endocrinol Metab 

2006;91:1199-1204. 

19. Spitzweg C, Morris JC. Genetics and 

phenomics of hypothyroidism and goiter due 

to NIS mutations. Mol Cell Endocrinol 

2010;322:56-63. 

20. Avbelj M, Tahirovic H, Debeljak M, 

Kusekova M, Toromanovic A, Krzisnik C, 

Battelino T. High prevalence of thyroid 

peroxidase gene mutations in patients with 

thyroid dyshormonogenesis. Eur J 

Endocrinol 2007;156:511-519. 

21. Bakker B, Bikker H, Vulsma T, de Randamie 

JS, Wiedijk BM, De Vijlder JJ. Two decades 

of screening for congenital hypothyroidism 

in the Netherlands: TPO gene mutations in 

total iodide organification defects (an 

update). J Clin Endocrinol Metab 2000; 

85:3708-3712. 

22. Niu DM, Hwang B, Chu YK, Liao CJ, Wang 

PL, Lin CY. High prevalence of a novel 

mutation (2268 insT) of the thyroid 

peroxidase gene in Taiwanese patients with 

total iodide organification defect, and 

evidence for a founder effect. J Clin 

Endocrinol Metab 2002;87:4208-4212. 

23. Wu JY, Shu SG, Yang CF, Lee CC, Tsai FJ. 

Mutation analysis of thyroid peroxidase gene 

in Chinese patients with total iodide 

organification defect: identification of five 

novel mutations. J Endorinol 2002;172:627-

635. 

24. Niu DM, Lin CY, Hwang B, Jap TS, Liao 

CJ, Wu JY. Contribution of genetic factors to 

neonatal transient hypothyroidism. Arch Dis 

Child Fetal Neonatal Ed 2005;90:F69-72.  

25. Ieiri T, Cochaux P, Targovnik HM, Suzuki 

M, Shimoda S, Perret J, Vassart G. A 3' 

splice site mutation in the thyroglobulin gene 

responsible for congenital goiter with 

hypothyroidism. J Clin Invest 1991;88:1901-

1905. 

26. Targovnik HM, Esperante SA, Rivolta CM. 

Genetics and phenomics of hypothyroidism 

and goiter due to thyroglobulin mutations. 

Mol Cell Endocrinol 2010;322:44-55. 

27. Niu DM, Hsu JH, Chong KW, Huang CH, 

Lu YH, Kao CH, Yu HC, Lo MY, Jap TS. 

Six new mutations of the thyroglobulin gene 

discovered in Taiwanese children presenting 

with thyroid dyshormonogenesis. J Clin 

Endocrinol Metab 2009;94:5045-5052. 

28. Moreno JC, Bikker H, Kempers MJ, van 

Trotsenburg AS, Baas F, de Vijlder JJ, 

Vulsma T, Ris-Stalpers C. Inactivating 

mutations in the gene for thyroid oxidase 2 

(THOX2) and congenital hypothyroidism. N 

Engl J Med 2002;347:95-102. 

29. Maruo Y, Takahashi H, Soeda I, Nishikura 

N, Matsui K, Ota Y, Mimura Y, Mori A, 

Sato H, Takeuchi Y. Transient congenital 

hypothyroidism caused by biallelic mutations 

of the dual oxidase 2 gene in Japanese 

patients detected by a neonatal screening 

program. J Clin Endocrinol Metab 

2008;93:4261-4267. 

30. Hoste C, Riqutto S, Van Vliet G, Miot F, De 

Deken X. Compound heterozygosity for a 

novel hemizygous missense mutation and a 

partial deletion affecting the catalytic core of 

the H2O2-generating enzyme DUOX2 

associated with transient congenital 

hypothyroidism. Hum Mutat 2010;31:E1304-

1319. 

31. Vigone MC, Fugazzola L, Zamproni I, 

Passoni A, Di Candia S, Chiumello G, 

Persani L, Weber G. Persistent mild 

hypothyroidism associated with novel 

sequence variants of the DUOX2 gene in two 



 

 

  
Topical Update – The Hong Kong College of Pathologists Vol. 9, Issue 1 Page 8 of 8 

 

siblings. Hum Mutat 2005;26:395. 

32. Grasberger H, Refetoff S. Identification of 

the maturation factor for dual oxidase. 

Evolution of an eukaryotic operon 

equivalent. J Biol Chem 2006;281:18269-

18272. 

33. Zamproni I, Grasberger H, Cortinovis F, 

Vigone MC, Chiumello G, Mora S, Onigata 

K, Fugazzola L, Refetoff S, Persani L, Weber 

G. Biallelic inactivation of the dual oxidase 

maturation factor 2 (DUOXA2) gene as a 

novel cause of congenital hypothyroidism. J 

Clin Endocrinol Metab 2008;93:605-610. 

34. Yi RH, Zhu WB, Yang LY, Lan L, Chen Y, 

Zhou JF, Wang J, Su YQ. A novel dual 

oxidase maturation factor 2 gene mutation 

for congenital hypothyroidism. Int J Mol 

Med 2013;31:467-470. 

35. Moreno JC, Visser TJ. Genetics and 

phenomics of hypothyroidism and goiter due 

to iodotyrosine deiodinase (DEHAL1) gene 

mutations. Mol Cell Endocrinol 

2010;322:91-98. 

36. Moreno JC, Klootwijk W, van Toor H, Pinto 

G, D’Alessandro M, Leger A, Goudie D, 

Polak M, Gruters A, Visser TJ. Mutations in 

the iodotyrosine deiodinase gene and 

hypothyroidism. N Engl J Med 

2008;358:1811-1818. 

37. Afink G, Kulik W, Overmars H, de Randamie 

J, Veenboer T, van Cruchten A, Craen M, 

Ris-Stalpers C. Molecular characterization of 

iodotyrosine dehalogenase deficiency in 

patients with hypothyroidism. J Clin 

Endocrinol Metab 2008;93:4894-4901. 

38. Burniat A, Pirson I, Vilain C, Kulik W, 

Afink G, Moreno-Reyes R, Corvilain B, 

Abramowicz M. Iodotyrosine deiodinase 

defect identified via genome-wide approach. 

J Clin Endocrinol Metab 2012;97:E1276-

1283.  

39. Grasberger H and Refetoff S. Genetic causes 

of congenital hypothyroidism due to 

dyshormonogenesis. Curr Opin Pediatr 

2011;23:421-428. 

 

 

Table 2. Genes associated with thyroid dyshormonogenesis 

Gene Protein product Chromosomal 

locus 

Defects Perchlorate 

discharge test 

SLC5A5 Sodium-iodide 

symporter 

19p13.11 Iodide trapping defect Normal 

SLC26A4 Pendrin 7q22.3 Defect in apical iodide 

efflux / Pendred syndrome 

PIOD 

TG Thyroglobulin 8q24.22 Defect in synthesis of 

thyroglobulin 

PIOD 

TPO Thyroid peroxidase 2p25.3 Defect in thyroid 

peroxidase activity 

TIOD 

DUOX2  Dual oxidase 2 15q21.1 Defect in hydrogen 

peroxide generation 

PIOD or TIOD 

DUOXA2 Dual oxidase 

maturation factor 2 

15q21.1 Defect in hydrogen 

peroxide generation 

PIOD 

IYD Iodotyrosine 

deiodinase 

6q25.1 Defect in recycling of 

intrathyroidal iodide 

Normal  

 


