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[ Abstract] Objective To study the correlation between thyrotropin receptor antibody ( TRAb) titer
and thyroid iodine uptake rate in patients with primary thyrotoxicosis and low titer TRAb. All patients had no
specific clinical symptoms. Methods A total of 158 newly diagnosed patients with thyrotoxicosis whose
TRAb were lower than 7. 00 IU/L were included. Thyroid function, thyroid peroxidase antibody (TPOAb) ,
thyroglobulin antibody (TgAb), TRAb, and iodine uptake rate were measured in all patients. According to
the iodine uptake rate, they were divided into non-decreased group (at normal range or increased, n =98)
and decreased group(n =60). The differences of thyroid hormone and TRAb between the two groups were
compared. All patients were further divided into 5 groups according to their TRAD level to analyze the corre-
lation between TRAb and iodine uptake rate. Receiver operating characteristic curves was used to analyze the
validity and practicability of TRAb in diagnosing patients with non-decreased iodine uptake. Results (1)

Among 158 patients with thyrotoxicosis, 38.0% patients had decreased thyroid iodine uptake rate. The level
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of thyroid stimulating hormone (TSH) , free triiodothyronine (FT; ), free thyroxine (FT,), TRADb, as well
as the positive rate of TPOAb were higher in non-decreased group than those in decreased group (Z =5. 159,
4.451,3.078, 7.417, 3.920, all P<0.05). (2) With the increase of TRAb, the proportion of patients
with non-decreased iodine uptake were increased and the proportion of patients with reduced iodine uptake
were decreased, and the difference between groups was statistically significant (y* =56. 801, P =0.000).
When using TRAb=0. 20 IU/L to diagnose non-decreased iodine uptake, the sensitivity was 98. 0% and the
specificity was 33.3% . When using TRAb=1. 75 TU/L, the sensitivity was 67. 3% and the specificity was
88.3% . When using TRAb=3. 50 IU/L, the sensitivity was 35. 7% and the specificity was 93.3% . When
using TRAb=5. 25 TU/L, the sensitivity was 19.4% and the specificity was 95.0%. (3) Based on the
maximum tangent point of Youden index, when using TRAb equal to 1. 56 IU/L as the boundary value to di-
agnosing non-decreased iodine uptake rate, the sensitivity was 73.5% and the specificity was 86.7% .
Conclusion Decreased iodine uptake is not uncommon in patients with low-titer TRAb thyrotoxicosis and

without specific clinical symptoms. However, if TRAbD is lower than 3.50 IU/L, the iodine uptake rate must

be performed to identify the cause of thyrotoxicosis.
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