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Abstract: Hypothyroidism in patients with solid non-thyroid cancer is a tantalizing entity, integrating
an intriguing thyroid hormones (THs)–cancer association with the complexity of hypothyroidism
itself. The present narrative review provides a comprehensive overview of the clinical relevance of
hypothyroidism in solid non-thyroid cancer. Hypothyroidism in patients with solid non-thyroid
cancer is reminiscent of hypothyroidism in the general population, yet also poses distinct challenges
due to the dual role of THs in cancer: promoting versus inhibitory. Close collaboration between
oncologists and endocrinologists will enable the prompt and personalized diagnosis and treatment of
hypothyroidism in patients with solid non-thyroid cancer. Clinical data indicate that hypothyroidism
is a predictor of a decreased or increased risk of solid non-thyroid cancer and is a prognostic
factor of favorable or unfavorable prognosis in solid non-thyroid cancer. However, the impact
of hypothyroidism with respect to the risk and/or prognosis of solid non-thyroid cancer is not a
consistent finding. To harness hypothyroidism, or THs replacement, as a personalized anticancer
strategy for solid non-thyroid cancer, four prerequisites need to be fulfilled, namely: (i) deciphering
the dual THs actions in cancer; (ii) identifying interventions in THs status and developing agents that
block tumor-promoting THs actions and/or mimic anticancer THs actions; (iii) appropriate patient
selection; and (iv) counteracting current methodological limitations.

Keywords: cancer prognosis; cancer risk; hypothyroidism; levothyroxine; liothyronine; solid
non-thyroid cancer; thyroid hormones; thyroid hormone receptors; thyroid stimulating hormone

1. Introduction

The integration of the endocrine perspective into the current paradigm shift in cancer
care toward a multidisciplinary initiative [1] has nurtured interest in the clinical relevance
of hypothyroidism in the setting of cancer.

Hypothyroidism is one of the most common endocrine disorders [2–4], defined as a
deficiency of thyroid hormones (THs), especially of 3,3′,5,5′-tetraiodo-L-thyronine (T4) and
3,5,3′-triiodo-l-thyronine (T3).

Despite its long history, spanning over two millennia [5–7], hypothyroidism remains
an interesting field of research due to the pivotal role of THs in every physiological process
and in many pathological conditions, including cancer. Originally conceived in 1896 [7],
the THs–cancer association was only sporadically explored until 1986, when the cloning
of the complimentary DNA(s) (cDNA(s)) that encode nuclear THs receptor(s) (TR(s)) [8]
informed the understanding of the classical actions of THs as transcription factors. Sub-
sequently, the identification of TRs at the transmembrane protein integrin ανβ3 [9] in
2005 paved the way for the recognition of nonclassical THs actions mediated by diverse
extranuclear TRs. To date, major advances in research have consolidated the dual role of
THs in cancer—tumor-promoting versus anticancer—exerted through the coordination of
classical and nonclassical THs actions [8–15]. The landscape of THs actions is further com-
plicated by the emerging role of THs metabolites in cancer [16,17]. The clinical relevance of
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hypothyroidism in patients with solid non-thyroid cancer shares many complex character-
istics with hypothyroidism in the general population [18,19], but the former is even more
complicated than the latter due to distinct issues arising from the hypothyroidism–cancer
association [20–34].

A notable number of cancer patients are expected to confront the hypothyroidism–
cancer association, given that hypothyroidism constitutes a common adverse effect of
innovative anticancer treatments [20–33] and diagnostic procedures using iodinated con-
trast media [34], which have, currently, revolutionized the standard of cancer care. Hope-
fully, hypothyroidism that is induced by the administration of iodinated contrast media
is not general and is transient, being attributed to the suppression of THs synthesis via
the Wolff–Chaikoff mechanism—an effect that lasts only a few weeks. On the contrary,
hypothyroidism—primary or secondary—related to innovative anticancer treatments can
often be permanent.

With an increase in the survival rates of most types of solid non-thyroid cancer, clini-
cians are urged to prioritize the maintenance of patient quality of life, which is subverted
by hypothyroidism. The prompt personalization of the diagnosis and treatment of hypothy-
roidism in patients with solid non-thyroid cancer necessitates close collaboration between
oncologists and endocrinologists. Of paramount clinical importance, hypothyroidism in
patients with solid non-thyroid cancer has been indicated to be a predictive factor with
respect to decreased or increased cancer risk and as prognostic factor of favorable or unfa-
vorable cancer prognosis. However, the impact of hypothyroidism on the risk and/or the
prognosis of solid non-thyroid cancer is not a consistent finding. Such inconclusive data
hamper, so far, the exploitation of hypothyroidism as an anticancer strategy despite initial
enthusiasm about the anticancer efficacy of myxedema coma in metastatic non-small-cell
lung cancer (NSCLC), arising from a hallmark case report in 1993 [35].

The present review provides an overview of the clinical relevance of hypothyroidism in
patients with solid non-thyroid cancer. Background knowledge on the molecular aspects of
THs actions is briefly discussed as the rationale for the clinical relevance of hypothyroidism
in cancer. Major issues related to the diagnosis and treatment of hypothyroidism in patients
with solid non-thyroid cancer are critically discussed. The present review recapitulates the
latest clinical studies addressing the predictive and the prognostic value of hypothyroidism
in the setting of solid non-thyroid cancer. Finally, it highlights current challenges and
future perspectives with regard to harnessing hypothyroidism, or THs replacement, as an
anticancer strategy for patients with solid non-thyroid cancer.

2. Methods

The key questions of the search query were: (1) “What is the molecular background of
THs actions in cancer?”; (2) “How is hypothyroidism in patients with solid non-thyroid can-
cer diagnosed and treated?”; (3) “How is hypothyroidism in patients with solid non-thyroid
cancer related to cancer risk and cancer prognosis?”; and (4) “How can hypothyroidism
in patients with solid non-thyroid cancer be exploited in cancer therapeutics?” The search
of literature was conducted using the following electronic databases: PubMed, Google
Scholar, Scopus.com (www.scopus.com), ClinicalTrials.gov (www.clinicaltrials.gov), and
the European Union Clinical Trials Register from January 2011 to November 2021. Certain
historical articles related to this issue published before 2011 were searched and retrieved.
Search terms referred to “THs actions in cancer”, “hypothyroidism in cancer patients”,
“solid non-thyroid cancer”, and “anticancer treatment-induced hypothyroidism”. The
following types of articles were included in our search: case series reports, research arti-
cles, narrative and systematic reviews, meta-analyses, expert committee guidelines, and
editorials. To narrow the search, we used the following search blocks: THs actions AND
cancer hallmarks, anticancer treatment AND hypothyroidism, solid non-thyroid cancer
risk AND hypothyroidism, solid non-thyroid cancer prognosis AND hypothyroidism. Full
articles from the selected literature were retrieved and assessed thoroughly. The purpose
of our review is to synthesize the literature concerning hypothyroidism in patients with
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solid non-thyroid tumors and highlight the challenges that need to be overcome through
future research.

3. Molecular Aspects of the Implication of THs in Cancer as the Rationale for the
Clinical Relevance of Hypothyroidism in Cancer Patients

To understand the clinical relevance of hypothyroidism in cancer, it is essential to delve
into the role of THs in cancer, which is integrated via diverse THs actions. Historically,
THs actions have been classified as “genomic” (classical), mediated through nuclear TRs,
and “non-genomic” (nonclassical), mediated through extranuclear TRs located in the
cytoplasm, at the transmembrane protein integrin αvβ3, or at other sites of the plasma
membrane. Nowadays, it has been acknowledged that “non-genomic” THs actions can
affect transcription. Therefore, a novel classification of THs actions in four types based on
the involved molecular pathways is gaining ground [36].

Type 1 comprises the TR-dependent signaling of THs mediated by the direct binding of
T3-liganded nuclear TR to DNA. Two different genes located on two different chromosomes
encode two TR types (TRα, TRβ), while alternative splicing gives rise to several TR isoforms,
which are widely distributed in a tissue-specific manner and form heterodimers with
retinoid X receptor (RXR). The latter regulate the expression of target genes through binding
to specific DNA sequences located in THs response elements (TRE). TR/RXR heterodimers
are nonpermissive, forming complexes with corepressors of transcription. The binding of
T3 to TRs leads to the dissociation of corepressors from the TR/RXR heterodimers and the
recruitment of coactivators, inducing the transcription of various target genes implicated
in development, differentiation, and metabolism in a tissue/cell-specific manner. TRs can
also suppress gene expression. T3 shows a higher binding affinity for TR compared to
T4 [13,36,37].

Type 2 comprises the TR-dependent signaling of THs mediated by the indirect binding
of T3-liganded nuclear TR to DNA through tethering to other chromatin proteins that act
as transcription factors [36].

Type 3 comprises the THs-signaling initiated by the interaction of T3 with cytoplasmic
TR, or with TR located at the plasma membrane.

TRβ1 rapidly activates the phosphoinositide 3-kinases (PI3K) pathway, leading to
transcription of downstream target genes (e.g., hypoxia-inducible factor 1-alpha (HIF-1α),
Glucose transporter 1 (GLUT1), platelet isoform of phosphofructokinase (PFKP) genes). The
interaction of T3 with the truncated isoform p30 TRα1 at the plasma membrane inactivates
the transcription of target genes via the binding of PI3K to p85α and activates various
transduction proteins (e.g., type II cyclic guanosine monophosphate (cGMP)-dependent
protein kinase (PKGII), extracellular signal-regulated kinases (ERK)), and the nitric oxide
synthase (NOS). T3-liganded TRβ1 at the plasma membrane initiates the activation of the
cytoplasmic mitogen-activated protein kinase (MAPK)/ERK1/2 cascade, which in turn
activates the sodium proton exchanger (Na+/H+) at the plasma membrane [12,13,15,36].

Type 4 mainly comprises the THs-signaling initiated at the TR located at integrin
αvβ3, a member of the integrin family abundantly expressed in cancer cells and in rapidly
dividing endothelial cells. The binding of T3 to THs-binding site S1 of the TR at integrin
αvβ3 activates the Src/PI3K/protein kinase B (Akt) pathway, leading to a shuttling of
cytoplasmic TRα to the nucleus, promoting the transcription of target genes. The binding
of T4 or of T3 to THs-binding site S2 of the TR at integrin αvβ3 activates the PI3K/Akt
and MAPK/ERK1/2 pathways via the activation of PLC and PKCα, leading to the phos-
phorylation of various nucleoproteins, including estrogen receptor type alpha (ERα) and
TRβ, eventually mediating their intracellular trafficking from the cytoplasm to the nu-
cleus [12,13]. Type 4 also includes THs actions on the polymerization of actin and the action
of T3 as a regulator of Crym [37]—a metabolic enzyme playing a key role in the regulation
of amino acid metabolism [36]. Figure 1 recapitulates the four types of THs actions.
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Figure 1. The four types of THs actions. Abbreviations: Τ3, 3,5,3′-triiodo-l-thyronine; T4, 3,3′,5,5′-
tetraiodo-L-thyronine; THs, thyroid hormones; TR(s), thyroid receptor(s); TRα1, TR type alpha iso-
form 1; TRβ1, TR type beta isoform 1. 

The THs actions of all types coordinate to integrate the contribution of THs to the 
unique properties of the cancer cells designated as the “hallmarks of cancer” [37]. THs 
control the transcription of target genes implicated in cancer either directly or indirectly 
by regulating several signaling pathways positively (e.g., PI3K/Akt, endoglin, sonic 
hedgehog (SHH), RAS-ERK, microRNA-21) or negatively (e.g., ubiquitin-like with PHD 
and ring finger domains 1 (UHRF1)), or either positively or negatively (e.g., Wingless/Int 
(Wnt)/β-catenin). Such signaling pathways overlap in the nucleus to indirectly modulate 
the expression of THs target genes. THs are implicated in all hallmarks of cancer in a dual 
manner: promoting or inhibitory. Briefly, THs can foster cancer initiation and progression 
by promoting several hallmarks of cancer cells, such as: (i) proliferation (e.g., through the 
activation of ERK, Akt, E2F Transcription Factor 1 (EIF), p21, c-myc, mammalian target of 
rapamycin (mTOR), c-Fos, SHH); (ii) angiogenesis (e.g., through increased fibroblast 
growth factor (FGF-2), vascular endothelial growth factor (VEGF), transforming growth 
factor alpha (TGFa), angiopoietin 2, HIF-1α); (iii) resistance to apoptosis (e.g., through 
increased X-linked inhibitor of apoptosis (XIAP) as opposed to decreased BcL-2-associ-
ated X (Bax), BcLx-s, caspases, p53, FASL, (p) ERK (pERK)–cyclooxygenase (COX2) com-
plex); (iv) invasion and migration (e.g., through increased matrix metalloproteinases 
(MMPs), thrombospondin 1 (TSP-1), and cathepsin H, as well as activated Src/Fak/PI3K 
cascade); (v) the reprogramming of metabolism, known as the Warburg effect (e.g., 
through the increased M2 isoform of the pyruvate kinase (PKM2)) [38]. On the contrary, 
THs may have an anticancer effect through inhibiting several “hallmarks of cancer cells”, 
such as: (i) genomic instability (e.g., through decreased Pituitary tumor-transforming gene 
1 (PTTG1)) [39]; (ii) proliferation (e.g., through increased TGFb and Dickkopf 4 (DKK4), 
as well as decreased UHRF1); (iii) the reprogramming of metabolism (e.g., through in-
creased Krueppel-like factor 9 (KLF9)) [40]; (iv) invasion and migration [41] (e.g., through 

Figure 1. The four types of THs actions. Abbreviations: T3, 3,5,3′-triiodo-l-thyronine; T4,
3,3′,5,5′-tetraiodo-L-thyronine; THs, thyroid hormones; TR(s), thyroid receptor(s); TRα1, TR type
alpha isoform 1; TRβ1, TR type beta isoform 1.

The THs actions of all types coordinate to integrate the contribution of THs to the
unique properties of the cancer cells designated as the “hallmarks of cancer” [37]. THs
control the transcription of target genes implicated in cancer either directly or indirectly by
regulating several signaling pathways positively (e.g., PI3K/Akt, endoglin, sonic hedgehog
(SHH), RAS-ERK, microRNA-21) or negatively (e.g., ubiquitin-like with PHD and ring
finger domains 1 (UHRF1)), or either positively or negatively (e.g., Wingless/Int (Wnt)/β-
catenin). Such signaling pathways overlap in the nucleus to indirectly modulate the
expression of THs target genes. THs are implicated in all hallmarks of cancer in a dual
manner: promoting or inhibitory. Briefly, THs can foster cancer initiation and progression
by promoting several hallmarks of cancer cells, such as: (i) proliferation (e.g., through the
activation of ERK, Akt, E2F Transcription Factor 1 (EIF), p21, c-myc, mammalian target
of rapamycin (mTOR), c-Fos, SHH); (ii) angiogenesis (e.g., through increased fibroblast
growth factor (FGF-2), vascular endothelial growth factor (VEGF), transforming growth
factor alpha (TGFa), angiopoietin 2, HIF-1α); (iii) resistance to apoptosis (e.g., through
increased X-linked inhibitor of apoptosis (XIAP) as opposed to decreased BcL-2-associated
X (Bax), BcLx-s, caspases, p53, FASL, (p) ERK (pERK)–cyclooxygenase (COX2) complex);
(iv) invasion and migration (e.g., through increased matrix metalloproteinases (MMPs),
thrombospondin 1 (TSP-1), and cathepsin H, as well as activated Src/Fak/PI3K cascade);
(v) the reprogramming of metabolism, known as the Warburg effect (e.g., through the
increased M2 isoform of the pyruvate kinase (PKM2)) [38]. On the contrary, THs may
have an anticancer effect through inhibiting several “hallmarks of cancer cells”, such
as: (i) genomic instability (e.g., through decreased Pituitary tumor-transforming gene 1
(PTTG1)) [39]; (ii) proliferation (e.g., through increased TGFb and Dickkopf 4 (DKK4), as
well as decreased UHRF1); (iii) the reprogramming of metabolism (e.g., through increased
Krueppel-like factor 9 (KLF9)) [40]; (iv) invasion and migration [41] (e.g., through increased
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DKK4, Wnt/b-catenin, and spondin 2 (Sp-2)) [42]. Additionally, THs can stimulate the
apoptosis of cancer cells (e.g., through increased TNF-related apoptosis-inducing ligand
(TRAIL) and decreased antiapoptotic senescence marker protein-30 (SMP30)) [37].

Intriguingly, nonclinical data indicate that THs are critical determinants of immune
and inflammatory responses through the modulation of complex signaling pathways,
implicating, among others, dendritic cells (DCs), T regulatory (Treg) cells, monocytes
polymorphonuclear leukocytes (PMNLs), macrophages, reactive oxygen species (ROS), the
NLR family pyrin domain-containing 3 (NLRP3) inflammasome, and the programmed cell
death protein 1 (PD-1)/programmed cell death ligand 1 (PDL-1) interaction [14,43–46]. The
net effect of THs on immune and inflammatory responses has been postulated to depend on
the concentration and availability of circulating and intracellular THs and on the metabolic
status that modulates NLRP3 inflammasome activation and stability [43,47].

The role of THs in cancer is further complicated by the fact that THs can promote
senescence through the activation of ataxia-telangiectasia mutated (ATM)/adenosine
monophosphate-activated protein kinase (PRKAA) proteins [37]. Senescence is a status of
stable proliferative arrest triggered by various stimuli, credited with both tumor-promoting
and antitumor efficacy, underpinning the biology of the many hallmarks of cancer [47,48].

Finally, the implication of THs in the differentiation and recruitment of mesenchymal
stem cells (MSCs) in the tumor microenvironment via integrin αvβ3 builds on the versatile
effects of THs on cancer progression [49]. Figure 2 illustrates the contribution of THs to
the “hallmarks of cancer” and to the senescence of cancer cells mediated through various
signaling molecules.

THs contribute to cancer hallmarks and to the senescence of cancer cells (depicted by
the circle) by modulating several signaling molecules (depicted by the rectangles).

THs contribute to all hallmarks of cancer as follows: (i) proliferation through increased
ERK, AKT, E2F1, p21, c-myc, mTOR, c-Fos, and SHH (promoting effect), and from increased
TGFβ, increased DKK4, and decreased UHRF1 (inhibitory effect); (ii) genomic instability
due to decreased PTTG1 (inhibitory effect); (iii) angiogenesis from increased FGF-2, VEGF,
TGFa, AGP-2, and HIF-1a (promoting effect); (iv) the tumor microenvironment due to an
increased recruitment and differentiation of MSCs (promoting effect); (v) the evasion of
apoptosis due to decreased caspase 3, decreased FASL, decreased pERK-COX2, decreased
p53, decreased BcLx-xL, decreased Bax, and increased XIAP (promoting effect), and due to
increased TRAIL and decreased SMP30 (inhibitory effect); (vi) inflammatory and immune
response by modulating NLRP3, ROS, and PD-1 PDL-1 (net effect either promoting or
inhibitory); (vii) the reprogramming of the metabolism of cancer cells (Warburg effect) due
to PKM2 (promoting effect) and KLF9 (inhibitory effect); (viii) invasion/migration due
to increased Src/FAK/PI3K, MMPs, TSP-1, and cathepsin H (promoting effect), and due
to increased DKK4, Wnt/β–catenin, Sp-2 (inhibitory effect); and (ix) THs promoting the
senescence of cancer cells through the activation of ATM/PRKAA.

Overall, the action of THs in cancer can be promoting, integrated via signaling path-
ways illustrated in grey rectangle, or inhibitory, integrated via signaling pathways illus-
trated in green rectangles, or have a net effect with either promoting or inhibitory outcome,
integrated via signaling pathways illustrated in blue rectangles. The THs-stimulated pro-
motion of senescence integrated by ATM/ PRKAA is credited with either tumor-promoting
or antitumor efficacy (orange rectangle).



J. Clin. Med. 2022, 11, 3417 6 of 30

J. Clin. Med. 2022, 11, x FOR PEER REVIEW 5 of 31 
 

 

increased DKK4, Wnt/b-catenin, and spondin 2 (Sp-2)) [42]. Additionally, THs can stimu-
late the apoptosis of cancer cells (e.g., through increased TNF-related apoptosis-inducing 
ligand (TRAIL) and decreased antiapoptotic senescence marker protein-30 (SMP30)) [37]. 

Intriguingly, nonclinical data indicate that THs are critical determinants of immune 
and inflammatory responses through the modulation of complex signaling pathways, im-
plicating, among others, dendritic cells (DCs), T regulatory (Treg) cells, monocytes poly-
morphonuclear leukocytes (PMNLs), macrophages, reactive oxygen species (ROS), the NLR 
family pyrin domain-containing 3 (NLRP3) inflammasome, and the programmed cell 
death protein 1 (PD-1)/programmed cell death ligand 1 (PDL-1) interaction [14,43–46]. The 
net effect of THs on immune and inflammatory responses has been postulated to depend 
on the concentration and availability of circulating and intracellular THs and on the met-
abolic status that modulates NLRP3 inflammasome activation and stability [43,47].  

The role of THs in cancer is further complicated by the fact that THs can promote 
senescence through the activation of ataxia-telangiectasia mutated (ATM)/adenosine 
monophosphate-activated protein kinase (PRKAA) proteins [37]. Senescence is a status of 
stable proliferative arrest triggered by various stimuli, credited with both tumor-promot-
ing and antitumor efficacy, underpinning the biology of the many hallmarks of cancer 
[47,48]. 

Finally, the implication of THs in the differentiation and recruitment of mesenchymal 
stem cells (MSCs) in the tumor microenvironment via integrin αvβ3 builds on the versatile 
effects of THs on cancer progression [49]. Figure 2 illustrates the contribution of THs to 
the “hallmarks of cancer” and to the senescence of cancer cells mediated through various 
signaling molecules. 

 
Figure 2. The contribution of THs to cancer hallmarks and to the senescence of cancer cells inte-
grated by THs-modulated signaling molecules. Blue arrow: stimulation; Red arrow: inhibition. Ab-
breviations: A, angiogenesis; AGP-2, angiopoietin 2; AKT, protein kinase B; AP, apoptosis; ATM, 

Figure 2. The contribution of THs to cancer hallmarks and to the senescence of cancer cells inte-
grated by THs-modulated signaling molecules. Blue arrow: stimulation; Red arrow: inhibition.
Abbreviations: A, angiogenesis; AGP-2, angiopoietin 2; AKT, protein kinase B; AP, apoptosis; ATM,
activation of ataxia-telangiectasia mutated; BAX, Bcl-2-associated X protein; Bcl-Xl, B-cell lymphoma
extra-large; COX2, cyclooxygenase; DKK, Dickkopf 4; E2F1, E2F transcription factor 1; ERK, ex-
tracellular signal-regulated kinases; FasL, Fas ligand; FGF2, fibroblast growth factor; GI, genomic
instability; HIF-1α, hypoxia-inducible factor 1-alpha; IC, immune cells; IM, invasion/migration;
INF/IMM, inflammatory/immune response; KLF9, Krueppel-like factor 9; MMPs, matrix metal-
loproteinases; MSCs, mesenchymal stem cells; mTOR, mammalian target of rapamycin; NLRP3,
NLR family pyrin domain-containing 3; P, proliferation; PD-1, programmed cell death protein 1;
PDL-1, programmed cell death ligand 1; PI3K, phosphoinositide 3-kinases; PKM2, M2 isoform of the
pyruvate kinase; PRKAA, protein kinase AMP-activated catalytic subunit alpha 2; PTTG1; pituitary
tumor-transforming gene 1; ROS, reactive oxygen species; S, survival; SHH, sonic hedgehog; SMP30,
senescence marker protein-30; Sp-2, spondin 2; TGFa, transforming growth factor alpha; TGFβ, trans-
forming growth factor beta; TM, tumor microenvironment; TRAIL, TNF-related apoptosis-inducing
ligand; TSP-1, thrombospondin 1; UHRF1, ubiquitin-like with PHD and ring finger domains 1; VEGF,
vascular endothelial growth factor 2; WE, Warburg effect; Wnt, Wingless/Int; XIAP, X-linked inhibitor
of apoptosis protein.

4. Diagnosis of Hypothyroidism in Patients with Solid Non-Thyroid Cancer

To promptly diagnose hypothyroidism in patients with solid non-thyroid cancer,
clinicians should be aware of its etiology, which shows similarities to and differences
from that of hypothyroidism in the general population. Both in the general population
and in cancer patients, defects in any step of the production or bioavailability of THs
(i.e., biosynthesis, homeostasis, plasma transport, entrance, and metabolic transformations
in peripheral tissues) can cause primary hypothyroidism, which is the commonest type of
hypothyroidism. Defects in the hypothalamus and/or the pituitary, which control thyroid
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function, can cause central hypothyroidism—a less common type of hypothyroidism [2].
The most common cause of primary hypothyroidism worldwide is a deficiency of iodine
in iodine-deficient geographic areas. In iodine-sufficient regions, autoimmune thyroid
diseases—i.e., Hashimoto’s thyroiditis—are the leading cause of hypothyroidism. Other
common causes of primary hypothyroidism include the administration of radioactive
iodine to treat Graves’ disease, thyroid surgery, postpartum thyroiditis, and radiotherapy
to the head or neck areas. Central hypothyroidism is caused by neoplastic, infiltrative,
inflammatory, genetic, or iatrogenic disorders of the pituitary or hypothalamus.

The special causes of hypothyroidism in patients with solid non-thyroid cancer consti-
tute an extensive issue beyond the scope of the present review. Briefly, such causes include
radiotherapy, certain anticancer drugs (e.g., high dose interleukin 2 (HD IL-2), interferon
type α (IFN-α), bexarotene, tyrosine kinase inhibitors (TKI), and immune checkpoint in-
hibitors (ICPi), mainly the anti-PD-1/PDL-1 monoclonal antibodies (mAbs)) [22–33]). The
high prevalence of iodine-based contrast media (ICM)-induced hypothyroidism, reaching
15% in areas with high iodine intake [34], is a concerning issue in cancer patients who
undergo numerous radiological examinations with ICM. Table 1 depicts the main, dis-
tinct causes of hypothyroidism in patients with solid non-thyroid cancer, the underlying
mechanisms, and the recommended preventive measures.

Table 1. Anticancer treatment-related causes of hypothyroidism.

Anticancer Treatment Incidence Suggested Underlying Mechanisms Screening Tests

Radiotherapy 20–60%

â Primary hypothyroidism:

◦ Thyroid fibrosis, atrophy.
◦ Vascular proliferation.
◦ Autoimmunity.

â Central hypothyroidism:

◦ Hypothalamus-pituitary involvement,
especially in case of concurrent
chemotherapy.

NTCP models are currently under evaluation.

Chemotherapy NA due tofew cases

â Cisplatin:

◦ In vitro cytotoxic effect on thyrocytes.
◦ In vitro inhibitory effect on cAMP, Tg,

and T3 synthesis.

â Mitotane:

◦ Inhibitory effect on both the secretory
activity and the viability of pituitary
TSH-secreting cells in mice.

◦ Central hypothyroidism of pituitary
origin in ACC patients.

No specific recommendations.

IFN-α 2.4–31%

• Induction of autoimmunity through the
presentation of thyroid antigens to
self-reactive lymphocytes by MHC class II
molecules ectopically expressed on thyroid
epithelial cells.

• High percentage of peripheral blood
lymphocytes accompanied by ↑ NK
lymphocytes and ↑ transitional B cells.

Baseline antithyroid antibody test.

HD IL-2 10–60%

• Multifactorial background, including thyroid
autoimmunity triggered by self-reactive
lymphocytes and increased cytokines (e.g.,
IL-1, TNF-α, IFN-γ).

• Predisposing factor: preexistent thyroid
antibodies.

Evaluation of TSH levels at baseline and Q 2–3
months during therapy.
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Table 1. Cont.

Anticancer Treatment Incidence Suggested Underlying Mechanisms Screening Tests

Bexarotene 29–100%

â Dose-dependent TSH suppression due to:

◦ TSHβ gene suppression.
◦ Altered pituitary setpoint for

TSH secretion.
◦ Direct and rapid inhibition of

TSH secretion.

â ↑ THs degradation due to ↑ glucuronidation
and sulfation, leading to ↓ THs levels.

â L-T4 initiation simultaneously with
bexarotene.

1. Close monitoring of fT4 levels.
2. Consider the need for higher than usual THs

replacement dosages due to ↑
THs degradation.

ICPi

• Anti-CTLA-4 mAbs:
0–11%

• Anti-PD-1/anti-PD-L1
mAbs: 2.5–10.19%

• Combination
regimens: 4–27%

â Ir primary hypothyroidism:

◦ De novo thyroid autoimmunity
implicating antibody-mediated and
T-cell- and NK-mediated mechanisms in
predisposed patients a.

◦ Silent inflammatory thyroiditis presented
as thyrotoxicosis followed
by hypothyroidism.

â Ir secondary hypothyroidism ascribed to
ir hypophysitis.

Evaluation of TSH and fT4 levels at baseline, at
each course for 6 months, Q 2 courses for the next
6 months, and afterwards in case of clinical signs.

TKIs

• Hypothyroidism:
2.3–92%

• Isolated TSH
suppression: 1–33%

• ↓ TSH prior to ↑ TSH:
0–14%

• Destructive thyroiditis.
• Capillary vasoconstriction in the thyroid.
• Decreased thyroid vasculature.
• Block of iodine uptake.
• Induction of positivity of anti-TPO Abs.
• Interaction with RAF kinases-mediated THs

signaling pathways.

TSH evaluation at baseline and monitoring of
patients treated with TKIs.

• NA

• Decreases iodide transport.
• Decreased iodide oxidation and organification

(Wolff–Chaikoff effect).
• Decreased escape from Wolff–Chaikoff effect

in patients with Hashimoto’s thyroiditis.
• Rapid inhibition of THs release.
• Immunostimulation.
• Decreased thyroid vascularization.

It is advisable to rule out thyroid pathology before
contrast studies, especially in children, elderly
patients, and patients with renal insufficiency.

a Patient with autoimmune thyroiditis, or a history of hyperthyroidism, hemithyroidectomy, postpartum thyroidi-
tis, subacute thyroiditis, or drug-induced thyroiditis. ↑, increased; ↓, decreased. Abbreviations: anti-CTLA-4 mAbs,
anti-cytotoxic T-lymphocyte-associated antigen 4 monoclonal antibodies; anti-PD-1 mAbs, anti-programmed cell
death 1 monoclonal antibodies; anti-PD-L1 mAbs, anti-PD-1 ligand 1 monoclonal antibodies; anti-TPO Abs, anti-
thyroid peroxidase antibodies; ACC, adrenocortical cancer; f T4, free thyroxine; HD IL-2, interleukin 2; HLA-II,
human leukocyte antigen class II; ICPi, immune checkpoint inhibitors; IL-1, interleukin 1; IFN-α, interferon type
alpha; IFN-γ, interferon type gamma; Ir or ir, immune-related; L-T4, levothyroxine; NA, not applicable; NTCP,
normal tissue complication probability; Q, every; THs, thyroid hormones; TKIs, tyrosine kinase inhibitors; TNF-α,
tumor necrosis factor alpha; TSHβ, TSH beta-subunit.

To preclude the underdiagnosis of hypothyroidism of any cause, clinicians should
be alert to the non-specificity and the non-sensitivity of the signs and symptoms of hy-
pothyroidism, including impaired mental activity, weight gain, fatigue, cold intolerance,
depression, weakness, dry skin, alopecia, puffiness, constipation, bradycardia, and the
delayed relaxation of tendon reflexes.

Especially in patients with solid non-thyroid cancer, hypothyroidism can be misdi-
agnosed as the toxicity of anticancer treatments different from thyroid toxicity, thereby
leading to erroneous dose reductions or the cessation of potentially life-saving anticancer
therapies. Undiagnosed hypothyroidism may lead to life-threatening myxedema coma
and/or the increased toxicity of anticancer drugs due to alterations in their kinetics and
clearance [23]. Therefore, the diagnosis of hypothyroidism should be based on the interpre-
tation of suspicious clinical manifestations within a framework of measuring biochemical
parameters, particularly of serum thyroid-stimulating hormone (TSH) and free (f)T4 levels.
Screening tests for these biochemical parameters are conducted as indicated. Clinical or
overt primary hypothyroidism is diagnosed by TSH levels above the upper reference limit
and fT4 levels below the lower reference limit, while subclinical primary hypothyroidism
(SCH) is diagnosed by TSH levels above the upper reference limit and fT4 levels within the
normal serum range. The diagnosis of central hypothyroidism is set by fT4 levels below
the lower reference limit and inappropriately low or normal TSH levels [50]. Although the
recommended reference interval of TSH in most guidelines is 0.4–4 mIU/L, the attempt
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to harmonize the different TSH reference intervals across laboratories and countries is
hampered by: (i) interindividual and intraindividual differences in thyroid parameters;
(ii) age-related and ethnic variations; iii) variability in the sensitivity of different assays and
in the statistical methods used to establish reference intervals [50,51].

To preclude the underdiagnosis of hypothyroidism in patients with solid non-thyroid
cancer, screening tests for thyroid function are recommended before, during, and after
anticancer treatment modalities related to hypothyroidism. To preclude the overdiagnosis
of hypothyroidism in patients with solid non-thyroid cancer, clinicians should exclude
non-thyroid illness syndrome (NTIS), as well as conditions that suppress TSH synthe-
sis and secretion, such as the exogenous administration of glucocorticoid. Although
the pathophysiology of NTIS remains elusive, it is postulated to reflect the function of
hypothalamus–pituitary–thyroid axis (HPT) as a dynamic adaptive system credited with
the regulation of life-history tradeoffs between reproduction, growth, immunity, and the
basal metabolic rate during demanding conditions, such as cancer [52]. The biochemical
parameters related to NTIS vary, mimicking either central or primary hypothyroidism [52].
Importantly, impaired HPT function in the setting of NTIS may be responsible for a differ-
ence between the interindividual physiological optimal ranges of TSH and THs levels in
cancer patients compared to the laboratory-quoted normal ranges.

Overall, close collaboration between endocrinologists and oncologists and a tailored
approach are essential to promptly diagnosing hypothyroidism in patients with solid
non-thyroid cancer.

5. Treatment of Hypothyroidism in Patients with Solid Non-Thyroid Cancer

Originally developed in 1949, sodium salt levothyroxine (L-T4) was embraced as the
mainstay of THs replacement in the late 1970s, when British endocrinologists warned
against the use of desiccated thyroid, which was the first treatment for hypothyroidism.
To date, more than four decades of clinical experience have consolidated the advantages
of L-T4, i.e., efficacy, favorable safety profile, easy administration, good intestinal absorp-
tion, long serum half-life, and low cost [50]. The recommended starting dose of L-T4 is
1.6 µg/kg/day for adults under 65 years old with no history of cardiovascular disease,
and 25–50 µg/day with titration for adults 65 years old or older and for adults with a
history of cardiovascular disease [53]. L-T4 replacement needs to be tailored to establish a
state of euthyroidism and to normalize the most reliable biochemical markers of adequate
replacement, which are the circulating levels of TSH (and of fT4) for primary hypothy-
roidism and the fT4 levels for central hypothyroidism. A major challenge is to avoid both
undertreatment and overtreatment of hypothyroidism. To this end, cautious titration is
necessary in the case of the coadministration of drugs that interfere with L-T4 pharmacoki-
netics [54] or that cause spurious thyroid function tests [55]. Additionally, a combination of
L-T4 plus liothyronine (L-T3) has been suggested as a potential treatment for patients with
persistent hypothyroidism symptoms despite normalized thyroid function tests. However,
the identification of patients with persistent hypothyroidism symptoms who may need a
combination of L-T4 plus L-T3 is daunting due to the non-specificity of the symptoms of
hypothyroidism. Whether the combination of L-T4 with L-T3 yields a benefit for a subset
of patients is yet to be proven [56–59]. Preliminary data show that non-oncological patients
with hypothyroidism who carry at least one Thr92Ala-DIO2 polymorphism allele, resulting
in lower serum T3 levels, may derive clinical benefit from a combination therapy [59].

L-T4 replacement is indicated for patients with TSH levels > 10 mIU/L, or in the case
of symptomatic patients with TSH levels between 5–10 mIU/L, measured repeatedly. SCH
is most often approached with a “wait-and-see” strategy because it is a laboratory diagnosis
that rarely progresses to clinically evident hypothyroidism [60–65].

Two special issues regarding the tailored treatment of hypothyroidism in patients with
solid non-thyroid cancer should be considered. First, in the case of anticancer treatment-
related hypothyroidism, it is critical to decide whether a cessation of the offending an-
ticancer treatment is needed. Especially for ICPi-induced hypothyroidism, the decision-
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making is individualized depending on the severity of the hypothyroidism [33]. Second,
the presumed, yet dual, impact of L-T4 on cancer risk raises questions about the safety
of L-T4 for cancer patients. Preliminary clinical data have correlated L-T4 treatment with
a significantly increased risk of lung cancer [66], as well as higher perineural invasion, a
more advanced T stage according to the tumor (T)-lymph node (N)-metastasis (M) (TNM)
staging system, the presence of nodal spread, and a poorer prognostic stage in pancreatic
cancer [67]. Recently, a retrospective, population-based study of 601,733 cancer patients
matched with 2,406,932 controls showed that L-T4 users presented with a 50% higher risk of
cancer at any site (adjusted odds ratios (OR), 1.50, 95% CI: 1.46–1.54; p < 0.0001) compared
to nonusers. The increase in risk was also significant in terms of brain cancer (adjusted
(a) odds ratio (OR) (aOR), 1.90, 95% confidence interval (CI), 1.48–2.44; p < 0.0001), skin can-
cer (aOR, 1.42, 95% CI, 1.17–1.72; p < 0.0001), pancreatic cancer (aOR, 1.27, 95% CI, 1.01–1.60;
p = 0.03), and female breast cancer (aOR, 1.24, 95% CI, 1.15–1.33; p < 0.0001) [68]. On the
other hand, L-T4 treatment has been correlated with a decreased risk of colorectal can-
cer [69–71].

Overall, close collaboration between endocrinologists and oncologists is essential to
tailor the treatment of hypothyroidism in patients with solid non-thyroid cancer.

6. Clinical Data on Hypothyroidism as a Potential Predictive Factor for Solid
Non-Thyroid Cancer

The currently available clinical data concerning hypothyroidism as a potential predic-
tor of the risk of solid non-thyroid cancer are variable and conflicting.

6.1. Clinical Data Indicating an Association between Hypothyroidism or TSH Levels near the
Upper Normal Range and a Decreased Risk of Solid Non-Thyroid Cancer

A nationwide cohort study enrolling 61,873 women with hypothyroidism demon-
strated a decreased incidence of breast cancer in women with hypothyroidism compared
to the general population (standardized incidence ratio (SIR), 0.94, 95% CI: 0.88–1.00).
This association was not modified after patient stratification by cancer stage at diagnosis,
estrogen receptor (ER) status, age, comorbidity, history of alcohol-related disease, and
obesity [72].

A cohort study of 62,546 Korean women, aged 40 years old or older without breast
cancer at baseline, followed for 4.8 years (interquartile range: 2.8–7.3 years), showed that
TSH levels in the highest tertile within the euthyroid range were associated with a lower
risk of breast cancer than TSH levels in the lowest tertile (adjusted (a) hazard ratio (HR)
(aHR), 0.68; 95% confidence interval (CI), 0.55–0.84) [73].

The largest to date metanalysis investigating the correlation between thyroid dis-
eases (both benign and malignant) and the risk of breast cancer involved 67,049 female
patients with breast cancer and revealed an association between hypothyroidism and a
reduced risk of breast cancer with no heterogeneity (OR, 0.95; 95% CI: 0.91–1.00, p = 0.042;
I2 = 0.0%) contrary to the significant association of an increased risk of breast cancer with
hyperthyroidism [74].

A prospective cohort study of 134,122 multiethnic US postmenopausal women, aged
50–79 years old, showed a significant inverse association between invasive breast cancer
and a history of hypothyroidism (HR, 0.91; 95% CI, 0.86–0.97) [75].

A prospective cohort study on a community-dwelling population, aged 25–84 years
old, in Western Australia detected, during a 20-year follow-up, 600 cases of newly di-
agnosed nonskin cancer, in particular, 126 cases of prostate cancer, 100 cases of breast
cancer, 103 cases of colorectal cancer, and 41 cases of lung cancer. Higher TSH levels were
associated with a lower risk of prostate cancer after adjusting for potential confounders,
with a 30% lower risk for every 1 IU/L increase in TSH (aHR: 0.70, 95% CI, 0.55–0.90,
p = 0.005) [76].

In a prospective study on 402 prostate cancer patients and 800 controls, hypothy-
roidism was correlated with a lower prostate cancer risk compared to euthyroidism (OR,
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0.48). TSH in the highest quintiles (Q5) was associated with a decreased risk of cancer
compared to the lower quintiles (Q1–4) (Q5 versus Q1–4: OR, 0.7) [77].

Among 1314 patients with incident endometrial cancer (EC) derived from the Nurses’
Health Study (NHS), conducted from 1976 to 2010, and from an NHSII study, conducted
from 1989 to 2011, a history of hypothyroidism of 8 years or more (median duration) was
inversely associated with EC (relative risk (RR), 0.81; 95% CI, 0.63–1.04; p-trend with history
duration = 0.11) [78].

In a nationwide, population-based case–control study on 139,426 patients, conducted
in 2018 in Taiwan to assess the association between thyroid disorders and colorectal cancer
(CRC) risk, hypothyroidism in all age groups was correlated with a 22% lower risk of
CRC (OR, 0.78; 95% CI, 0.65–0.94; p = 0.008) and a 45% lower risk of rectal cancer (OR,
0.55; 95% CI, 0.40–0.76; p < 0.001) compared to controls. Patient stratification by age group
revealed that the decrease in CRC risk related to hypothyroidism was statistically significant
only for patients with a rectal cancer diagnosis aged 50 years old or older (aOR, 0.54; 95% CI,
0.39–0.74; p < 0.001) [79].

A metanalysis of 19 studies assessing the relationship between hypothyroidism and
breast cancer risk, including 6 cohort studies and 13 case–control studies, revealed that
hypothyroidism was associated with a lower risk of breast cancer in the European subgroup
(OR, 0.93; 95% CI, 0.88–0.99) [80].

6.2. Clinical Data Indicating an Association between Hypothyroidism and an Increased Risk of
Solid Non-Thyroid Cancer

Untreated hypothyroidism has been associated with an increased risk of CRC (adjusted
OR, 1.16; 95% CI, 1.08–1.24, p < 0.001) in a large case–control study comparing 20,990 CRC
patients with 82,054 matched controls, followed for an average period of 6.5 years [69].

Higher TSH levels were associated with increased CRC incidence in a prospec-
tive cohort study involving community-dwelling men, aged 70–89 years old, with a
follow-up period of 9 years (subhazard ratio (SHR), 1.19; 95% CI 1.00–1.42; p = 0.048
for every 1 standard deviation (SD) increase in log TSH). This association was dimin-
ished after excluding men with SCH from the analysis (SHR, 1.14; 95% CI, 0.87–1.49;
p = 0.339). The association between higher TSH levels and increased CRC incidence was
nonsignificant after comparing men with SCH to a euthyroid referent category (SHR, 1.56;
95% CI, 0.92–2.63; p = 0.096). The association of higher TSH levels with increased CRC
incidence remained significant after excluding the first year of follow-up (SHR, 1.23; 95% CI,
1.02–1.48, p = 0.028) [81].

In a case–control study on 273 cases of colorectal neoplasm, SCH was indicated as an
independent risk factor for colorectal neoplasm (OR, 1.689, 95% CI: 1.207–2.362; p = 0.002),
after adjusting for blood pressure, body mass index (BMI), hypertension, and smoking [82].

Hypothyroidism has been correlated with an increased risk of hepatocellular cancer
(HCC) as well. A case–control study enrolling 420 patients with HCC and 1104 healthy
controls demonstrated a significantly higher risk of HCC in women with hypothyroidism
of a duration longer than a decade, independent of established HCC risk factors (OR,
2.9 following regression analysis for risk factors), but the thyroid status was evaluated by
patient self-reporting using questionnaires without tests of thyroid function [83].

Hypothyroidism has been suggested to be a potential risk factor for liver carcinogene-
sis, being more common in HCC with no recognized etiology compared to HCC with HCV
(aOR, 12.7; 95% CI, 1.4–117.1) and compared to all controls (aOR, 6.8; 95% CI, 1.1–42.1) [84].
In fact, hypothyroidism has been increasingly [85,86], though not consistently [87,88], cor-
related with nonalcoholic fatty liver disease (NAFLD), which encompasses a wide range of
liver disorders extending from steatosis/nonalcoholic fatty liver disease (NAFLD) to nonal-
coholic steatohepatitis (NASH), cirrhosis, and, eventually, HCC [89]. However, whether
hypothyroidism is the link between NAFLD and HCC remains unknown.

A population-based cohort study on 115,746 participants without a history of thyroid
disease, aged 20 years old or over, recruited from four nationwide health screening centers



J. Clin. Med. 2022, 11, 3417 12 of 30

in Taiwan from 1998 to 1999, assessed the association between cancer risk and SCH, which,
in this study, was defined as a TSH level of 5.0–19.96 mIU/L with normal total T4 (TT4)
levels. The authors demonstrated that SCH was correlated with an increased risk of
breast cancer, bone cancer, or skin cancer compared to euthyroidism (RR, 2.79; 95% CI,
1.01–7.70) [90].

6.3. Clinical Data Indicating the Opposing Effects of THs on the Risk of Solid Non-Thyroid Cancer
or No Significant Association between Hypothyroidism and the Risk of Solid Non-Thyroid Cancer

A recent study of 375,635 Israeli patients with no prior history of cancer that evaluated
the correlation between TSH and fT4 levels and overall cancer risk, as well as with the
risk of specific cancer types, revealed the opposing effects of THs on cancer risk. In
this study, the effect of THs on cancer risk depended on the age of the patient and the
type of cancer. Based on the Israel National Cancer Registry, 23,808 cases of cancer were
detected over a median follow up of 10.9 years. Among patients aged less than 50 years
old at inclusion, TSH levels in the hyperthyroid range, elevated fT4 levels, and subclinical
hyperthyroidism were associated with an increased cancer risk (HR, 1.3, 1.28, and 1.31,
respectively). Increased TSH levels were correlated with a decreased risk of prostate cancer
(HR, 0.67), while log-TSH elevation was associated with an increased risk of melanoma
(HR, 1.11) and uterine cancer (HR, 1.27) [91].

A metanalysis of 12 population-based studies evaluating the association of thyroid
dysfunction with the risk of breast cancer, including 24,571 cases, demonstrated no signifi-
cant correlation between hypothyroidism and breast cancer (OR, 0.83; 95% CI, 0.64–1.08,
p = 0.162) [92].

A metanalysis of 19 studies, including 6 cohort studies and 13 case–control studies,
demonstrated no correlation between hypothyroidism and the risk of breast cancer (OR,
0.90; 95% CI, 0.77–1.03) worldwide [80].

A prospective cohort study on a community-dwelling population, aged 25–84 years
old, in Western Australia revealed an absence of association between TSH levels, fT4 levels,
or antibodies against thyroid peroxidase (anti-TPO Abs) and all nonskin cancer events
(i.e., prostate, breast, colorectal, and lung cancers combined), or with breast, colorectal, or
lung cancer [75].

7. Clinical Data on Hypothyroidism as a Potential Prognostic Factor for Solid
Non-Thyroid Cancer

The currently available data on the association between hypothyroidism and solid
non-thyroid cancer prognosis are variable and conflicting.

7.1. Clinical Data Indicating an Association between Hypothyroidism and a Favorable Prognosis
for Solid Non-Thyroid Cancer

The hallmark case report on the remission of metastatic NSCLC ascribed to amiodarone-
induced myxedema coma by Hercbergs and Leith in 1993 [35] launched an evolving field
of clinical research on the anticancer potential of hypothyroidism. In 2010, a review
of the published up-to-that-time clinical studies indicated that hypothyroidism of any
cause—i.e., spontaneous or iatrogenic—is an omen of favorable cancer prognosis thanks
to inhibition of the “permissive role of THs” in cancer [93]. Since then, accumulating data
have consolidated the association of hypothyroidism or hypothyroxinemia with the favor-
able prognosis of solid non-thyroid cancer, strengthening the hypothesis of the anticancer
potential of hypothyroidism.

In a study of HCC patients, univariate analysis indicated a significant association
between fT4 levels at the time of HCC diagnosis lower than or equal to 1.66 ng/dL
and improved median OS compared to fT4 levels at the time of HCC diagnosis higher
than 1.66 ng/dL: 10.6 months (95% CI, 7.5–13.6 months) versus 3.3 months (95% CI,
2.2–4.3 months), respectively; p = 0.007 [94].

A retrospective case control study assessing the occurrence of primary hypothyroidism
among 1979 patients with NSCLC and small-cell lung cancer (SCLC) (stages I–IV) demon-
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strated that the number of patients with hypothyroidism differed among distinct disease
stages, with 86 patients, 46 patients, 19 patients, and 19 patients diagnosed with disease
stages III, IV, I, and II, respectively. Disease stages I–IV showed improved median survival
in hypothyroid patients compared to euthyroid patients (14.5 months versus 11.1 months,
respectively; p = 0.014). In particular, hypothyroid patients in stage IV of the disease
experienced a median survival of 11 months, significantly higher than that of euthyroid
patients in stage IV (5 months) (p = 0.0018). Overall, in this study, hypothyroidism was
suggested to be a significant prognostic factor for a favorable clinical outcome with respect
to lung cancer [95].

Iatrogenic hypothyroidism has been shown to lead to favorable cancer prognosis,
either via increasing the response to standard anticancer treatment or by itself. In a patient
with a high-grade optic glioma, hypothyroidism induced by antithyroid drugs, in con-
junction with carboplatin, led to a rapid response to carboplatin, tumor regression within
4 weeks, an extended remission period (2.5 years), and a prolonged OS (4.5 years) [96].
This effect was consistent with the results of a previous phase I/II study on 22 patients
with recurrent glioma, according to which, propylthiouracil-induced hypothyroidism fol-
lowed by tamoxifen led to significantly longer median survival compared to euthyroidism
(10.1 months versus 3.1 months, respectively; p = 0.03) [97]. In an uncontrolled obser-
vational study on 23 patients with end-stage solid tumors (brain, ovary, lung, pancreas,
salivary gland, breast cancer, mesothelioma, soft-tissue sarcoma), inducing euthyroid hy-
pothyroxinemia via the administration of methimazole and L-T3, or the replacement of
L-T4 with L-T3 in patients with preexisting primary hypothyroidism, led to prolonged
survival in 83% of patients, exceeding the 1-year survival estimated by the SEER and AJCC
databases, as well as literature reports (20%) [98]. Rodríguez-Molinero et al. reported two
cases of biochemical response in tumors due to treatment with antithyroid drugs and the
exogenous administration of L-T3, one in a female patient with metastatic triple negative
breast cancer and the other in a female patient with metastatic pancreatic cancer. The second
patient also experienced regression in a cutaneous metastasis. The response was attributed
to exogenous L-T3, since neither of the patients were treated with an anticancer treatment.
An inverse relationship between serum fT3 levels and the levels of the corresponding
tumor markers (Ca 125 for breast cancer and Ca 19.9 for pancreatic cancer) was observed.
However, in both cases, tumor progression and an increase in serological markers occurred
concomitantly with a decline in plasma fT3 levels, despite an increase in exogenous L-T3 ad-
ministration. The administration of LT3 in the first patient, and methimazole in the second
patient, required cessation due to adverse events. Interestingly, the authors postulated that
the decline of T3 in plasma could be ascribed to an excess of consumption or inactivation
caused by the tumor; thus, it could represent a novel biomarker of tumor progression [99].

A prospective study on 333 women with EC, followed for a median period of 35 months,
demonstrated that a clinical history of hypothyroidism (TSH > 4.5 mIU/L) was associated
with improved survival outcomes (HR, 0.34, 95% CI, 0.11–1.10), though not significantly
in the unadjusted model (p = 0.07). A history of hypothyroidism (TSH > 4.5 mIU/L) was
associated with a 78% reduced risk of death (adjusted HR, 0.22; 95% CI, 0.06–0.74; p = 0.02)
compared to euthyroidism after adjusting for age, BMI, socioeconomic deprivation quin-
tile, type 2 diabetes mellitus, histological subtype, lymphovascular invasion, depth of
myometrial invasion, stage, and grade of endometrial cancer. Hypothyroidism was also
associated with improved cancer-specific survival (adjusted HR, 0.21, 95% CI; 0.05–0.98;
p = 0.04) and fewer recurrences (adjusted HR, 0.17; 95% CI, 0.04–0.77; p = 0.02) compared
to euthyroidism. SCH was associated with a 69% reduced risk of death (HR, 0.31; 95% CI,
0.09–1.28) compared to euthyroidism. After adjustment for confounding factors, SCH was
associated with a 46% reduced risk of death (HR, 0.54; 95% CI, 0.12–2.43) compared to
euthyroid women [100].

A study on a discovery cohort of 1692 patients with newly diagnosed solid cancer
brain metastases (BMs) treated at the Medical University of Vienna, and an independent
validation cohort of 191 patients with newly diagnosed BMs treated at the University
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Hospital Zurich, indicated hypothyroidism is an independent prognostic factor of favorable
prognosis. In the discovery cohort, hypothyroidism was significantly associated with
an improved survival prognosis related to the diagnosis of cancer (31 months versus
21 months; p = 0.0026) and with an improved survival prognosis related to the diagnosis
of BMs (12 months versus 7 months; p = 0.0079). In this study, normal ranges were
0.44–3.77 mIU/L for TSH, 2.15–4.12 pg/mL for fT3, 0.76–1.66 ng/dL for fT4, 0.8–1.8 ng/mL
for T3 and 58–124 ng/mL for T4. In a multivariate analysis, including the diagnosis-specific
graded prognostic assessment score, the primary tumor type, and sex, hypothyroidism was
an independent factor associated with improved survival related to the diagnosis of BMs
(HR, 0.76; 95% CI, 0.63–0.91; p = 0.0034). The validation cohort consolidated the association
between hypothyroidism and improved survival prognosis related to the diagnosis of
cancer (55 months versus 11 months; p = 0.00058), as well as related to the diagnosis of BMs
(40 months versus 10 months; p = 0.0036) [101].

Recently, Hou et al. reported a case of a hypothyroid 71-year-old man with stage IV
lung adenocarcinoma who, until the last follow-up, experienced survival longer than the
median survival of lung adenocarcinoma (2.5 years versus 4–13 months, respectively). The
patient did not receive any THs replacement despite being diagnosed with severe hypothy-
roidism, with fT3 = 1.71 pmol/L (normal range, 3.09–7.42 pmol/L), f T4 = 0.86 pmol/L
(normal range, 7.64–16.03 pmol/L), and TSH = 62.21 mIU/L (0.49–4.91 mIU/L) accompa-
nied by a myxedematous face and an enlargement of the thyroid found in chest computed
tomography (CT). Given that the patient received no anticancer treatment, the authors
attributed the prolongation of his survival to hypothyroidism. Repeated chest CT scans
revealed decelerated, but not arrested, tumor growth [102].

Table 2 summarizes the abovementioned clinical data, indicating an association be-
tween hypothyroxinemia or hypothyroidism and the favorable prognosis of solid non-
thyroid cancer.

Table 2. Clinical data indicating an association between hypothyroxinemia or hypothyroidism and
favorable cancer prognosis.

Cancer Type Study Type and Population Results Ref

Metastatic NSCLC Case report.
â Remission of metastatic NSCLC following recovery of

amiodarone-induced myxedema coma. [35]

Nonsurgical HCC

Retrospective study on 667
patients diagnosed at the

Division of Gastroenterology and
Hepatology/Medical University

of Vienna between 1992 and 2012.

â Univariate analysis:

◦ fT4 levels ≤ 1.66 vs. fT4 levels > 1.66 ng/dL: significantly
improved median OS (10.6 months (95% CI, 7.5–13.6 months) vs.
3.3 months (95% CI, 2.2–4.3 months); p = 0.007).

[94]

NSCLC and SCLC (stages I–IV)

Retrospective case-control study
assessing the occurrence of

primary hypothyroidism among
1979 patients.

â Stage I–IV disease:

◦ Hypothyroidism vs. euthyroidism: improved median survival
(14.5 months vs. 11.1 months, respectively; p = 0.014).

â Stage IV disease:

◦ Hypothyroidism vs. euthyroidism: improved median survival
(11 months vs. 5 months; p = 0.0018).

[95]

High-grade optic glioma Case report.

â Hypothyroidism induced by antithyroid drugs in conjunction with
carboplatin led to:

◦ Rapid response to carboplatin.
◦ Tumor regression within 4 weeks.
◦ Extended remission period (2.5 years).
◦ Prolonged OS (4.5 years).

[96]

Recurrent glioma treated with
TMX

Phase I/II study on 22 patients in
the US.

â PTU-induced hypothyroidism compared to euthyroidism led to:

◦ Improved median survival: 10.1 months vs. 3.1 months; p = 0.03. [97]
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Table 2. Cont.

Cancer Type Study Type and Population Results Ref

End-stage solid cancer (brain,
ovary, lung, pancreas, salivary

gland, breast cancer,
mesothelioma, soft-tissue

sarcoma)

Uncontrolled observational study
on 23 patients.

â Longer survival than 1-year estimated survival (20%) in
patients with:

◦ MTM- and L-T3-induced euthyroid hypothyroxinemia.
◦ Replacement of L-T4 with L-T3 in case of preexisting

primary hypothyroidism.

[98]

Metastatic triple negative
breast cancer and pancreatic

cancer
Case report.

â Biochemical response of tumor to treatment with antithyroid drugs
and exogenous administration of L-T3.

â Inverse association of fT3 with tumor biomarkers.
â Tumor progression and increase in tumor biomarkers alongside

decreasing fT3 levels.

[99]

EC A prospective study on 333
patients.Median FU: 35 months.

â Hypothyroidism (TSH > 4.5 mU/L) compared to euthyroidism
led to:

X Improved overall survival:

• HRAS: 0.34; 95% CI, 0.11–1.10; p = 0.07.
• Adjusted HR: 0.22; 95% CI, 0.06–0.74; p = 0.02.

X Improved cancer-specific survival:

• Adjusted HR: 0.21; 95% CI, 0.05–0.98, p = 0.04.

X Less recurrences:

• Adjusted HR: 0.17; 95% CI, 0.04–0.77; p = 0.02.
• Subclinical hypothyroidism compared to euthyroidism.

X Reduced risk of death:

• HR, 0.31; 95% CI, 0.09–1.28; p = 0.424.
• Adjusted HR: 0.54; 95% CI 0.12, 2.43; p = 0.503.

[100]

Solid cancers (lung cancer
(69.9%), breast cancer (24.3%),
melanoma (5.8%)) with newly

diagnosed BMs

Evaluation of thyroid function in
patients with BMs in a discovery

cohort of 1692 patients and an
independent validation cohort of

191 patients.

â Discovery cohort:

◦ Significant association between hypothyroidism and favorable
survival from diagnosis of cancer (31 vs. 21 months; p = 0.0026).

◦ BMs (12 vs. 7 months; p = 0.0079).
◦ Significant association of hypothyroidism with survival after

diagnosis of BMs in multivariate analysis (HR, 0.76; 95% CI,
0.63–0.91; p = 0.0034).

â Validation cohort:

◦ Significant association of hypothyroidism with improved
survival from diagnosis of cancer (55 vs. 11 months; p = 0.00058).

◦ BMs (40 vs. 10 months; p = 0.0036).

[101]

Stage IV lung adenocarcinoma Case report.

â A hypothyroid 71-year-old man with stage IV lung adenocarcinoma
who received no anticancer treatment and no THs replacement
experienced survival longer than the median survival of lung
adenocarcinoma (2.5 years versus 4–13 months, respectively).

â The authors ascribed the prolongation of survival to hypothyroidism.
â Repeated chest CT scans revealed decelerated, but not arrested,

tumor growth.

[102]

Abbreviations: BC, breast cancer; BMs, brain metastases; CI, confidence interval; EC, endometrial cancer; ER,
non-expressing estrogen receptor; f, free; FU, follow-up; HCC, hepatocellular cancer; HR, hazard ratio; L-T3,
liothyronine; L-T4, levothyroxine; LNM, lymph node metastasis; MTM, methimazole; NSCLC, non-small-cell lung
cancer; OS, overall survival; PR-, non-expressing progesterone receptor; PTU, propylthiouracil; Ref, reference;
SCLC, small-cell lung cancer; T3, triiodothyronine; TMX, tamoxifen; vs., versus.

7.2. Clinical Data Indicating an Association between Hypothyroidism or Decreased THs Levels and
an Unfavorable Prognosis of Solid Non-Thyroid Cancer

In a large prospective cohort study on 212,456 middle-aged South Korean euthy-
roid people, after a median follow-up of 4.3 years, fT3 levels within the euthyroid range
were inversely associated with cancer mortality (HR, 0.62; 95% CI, 0.45–0.85; p for linear
trend = 0.001). In particular, both fT3 and fT4 levels were inversely associated with liver
cancer mortality (HR per SD change: 0.64 for fT3, 0.52 for fT4) [103].

An Austrian multicenter trial enrolling 199 patients with EC indicated that
TSH > 2.5 mIU/L before the initiation of anticancer treatment was associated with signifi-
cantly worse 5-year disease-free and disease-specific survival compared to TSH ≤ 2.5 mIU/L
in the univariate analysis. In the multivariable analysis, TSH > 2.5 mIU/L was indepen-
dently associated with significantly worse 5-year disease-specific survival compared to
TSH ≤ 2.5 mIU/L (HR, 2.7; 95% CI, 1.1–6.7; p = 0.03) [104].

In a study on 838 patients diagnosed with nonsurgical HCC, elevated TSH levels were
associated with larger tumors. Moreover, higher TSH levels demonstrated a significant
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association with worse outcome in the univariate analysis, with a median OS of 12.3 months
(95% CI, 8.9–15.7 months) for TSH ≤ 1.7 mIU/L versus 7.3 months (95% CI, 5.4–9.2 months)
for TSH > 1.7 mIU/L (p = 0.003). However, this effect was not confirmed in the multivariate
analysis after adjustment for other prognostic factors, including Child–Pugh class, tumor
size, performance status, macrovascular invasion, extrahepatic spread, tumor treatment,
α-fetoprotein (AFP), and C-reactive protein (CRP) levels [94].

A novel model for predicting the progression of HCC that incorporates TSH levels
was recently suggested by Yu et al. The authors studied a retrospective (n = 1005) and
a prospective (n = 77) cohort with HCC to develop and validate the efficacy of a novel
prognostic model leveraging TSH levels and three more variables (Barcelona Clinic Liver
Cancer (BCLC) stage, the presence of portal vein tumor thrombus, an alpha-fetoprotein
level). This model proved superior in predicting progression-free survival (PFS) over
conventional tumor scoring systems, such as the Child–Pugh score, Model for End-stage
Liver Disease (MELD), TNM staging system, Okuda classification, and CLIP score. In
the prospective cohort used to validate the correlation between TSH levels and tumor
progression in patients with HCC, the KM curve indicated a shorter PFS in the high TSH
level group compared to the low TSH level group (p = 0.001) [105].

The first study to assess the association between SCH and cancer mortality enrolled
115,746 adult Taiwanese, of whom 1841 presented with SCH (TSH: 5.0–19.96 mIU/L) and
113,905 presented with normal thyroid function (TSH: 0.47–4.9 mIU/L). During a follow-up
period of 1,034,082 person-years, 1532 cancer-related deaths were reported. After adjusting
for age, gender, BMI, diabetes mellitus, hypertension, dyslipidemia, smoking, alcohol
drinking, betel nut chewing, physical activity, income, and education level, the relative risk
(RR) of cancer-related deaths in subjects with SCH versus euthyroid subjects was 1.51 (95%
CI, 1.06–2.15). Cancer site analysis revealed a significantly increased risk of bone, skin, and
breast cancer among SCH subjects (RR, 2.79; 95% CI, 1.01–7.70). More profound risks of
total cancer-related deaths were reported for older patients (RR, 1.71; 95% CI, 1.02–2.87),
females (RR, 1.69; 95% CI, 1.08–2.65), and heavy smokers (RR, 2.24; 95% CI, 1.19–4.21) [90].

In a case–control study of 273 cases of colorectal neoplasm, SCH, compared to euthy-
roidism, was significantly correlated with more advanced colonic lesions (p = 0.028) and
colorectal cancer (p = 0.036) [82].

In a recent systematic review addressing the impact of hypothyroidism on the risk of
cancer incidence and cancer mortality [106], two studies showed increased cancer mortality
among patients with SCH compared to euthyroid individuals [90,94].

Table 3 summarizes the main clinical data indicating hypothyroidism or decreased
THs, even within the euthyroid range, as predictors of unfavorable prognoses with respect
to solid non-thyroid cancer.

7.3. Clinical Data Indicating the Absence of a Significant Association between Hypothyroidism,
THs Levels, or TSH Levels and the Prognosis of Solid Non-Thyroid Cancer

Data on the baseline thyroid function of 1587 participants from the Osteoporotic
Fractures in Men (MrOS) study—a cohort of community-dwelling US men aged 65 years
old or older—were analyzed to assess the association of thyroid function with mortality.
Over a mean follow-up of 8.3 years, the fully adjusted models showed, among other
findings, no association between baseline TSH levels and cancer death (relative hazard
(RH), 0.96 per mIU/L; 95% CI, 0.85–1.07) [107].

In a large prospective cohort study on 212,456 middle-aged South Korean euthyroid
people, after a median follow-up of 4.3 years, TSH levels showed no association with
mortality endpoints [103].
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Table 3. Clinical data indicating hypothyroidism or decreased THs, even within the euthyroid range
as predictors, of unfavorable prognoses.

Cancer Type Study Type and Population Results Ref

Colorectal cancer Case–control study of 273 cases.
â SCH vs. euthyroidism: association with more advanced colonic

lesions (p = 0.028) and colorectal cancer (p = 0.036). [82]

Various cancertypes

â Prospective study on 115,746
adult Taiwanese, of whom
1841 had SCH (TSH:
5.0–19.96 mIU/L) and
113,905 had normal thyroid
function (TSH: 0.47–4.9
mIU).

â FU: 1,034,082 person-years.

â SCH vs euthyroidism:
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RRs of cancer-related deaths:

• All patients: 1.51 (95% CI, 1.06–2.15)
• Older patients: 1.71; 95% CI, 1.02–2.87)
• Females: 1.69; 95% CI, 1.08–2.65)
• Heavy smokers: 2.24; 95% CI, 1.19–4.21)

[90]

Nonsurgical HCC

â Prospective study on 838
patients diagnosed with
nonsurgical HCC.

â Mean FU: 65.5 months.

â Association between ↑ TSH levels and larger tumor size.
â Significant association between ↑ TSH levels and worse outcomes

in univariate analysis.
â Median OS for TSH ≤ 1.7 mU/L vs. OS for TSH > 1.7 mU/L: 12.3

months (95% CI, 8.9–15.7 months) vs. 7.3 months (95% CI, 5.4–9.2
months) (p = 0.003).

â Effect not confirmed in multivariate analysis after adjustment for
other prognostic factors, including Child–Pugh class, tumor size,
performance status, macrovascular invasion, extrahepatic spread,
tumor treatment, AFP, and CRP levels.

[94]

Various cancer types

â Prospective study on 212,456
middle-aged South Korean
euthyroid men and women.

â Median FU: 4.3 years.

â Association between fT4 values in 2nd fT4 tertile vs. fT4 levels in
1st fT4 tertile and ↓ breast cancer mortality (HR, 0.49; 95% CI,
0.28–0.84).

â Inverse association between fT3 levels and cancer mortality (HR,
0.62; 95% CI, 0.45–0.85; p for linear trend = 0.001.

â Inverse association between fT3 and fT4 and liver cancer mortality
(HR per SD change: 0.64 for fT3, 0.52 for fT4).

[103]

EC
â Retrospective analysis of 199

patients included in an
Austrian multicenter trial.

â Association between ↑ TSH and unfavorable disease-specific
survival in univariate (p = 0.01) and multivariate (p = 0.03)
survival analyses.

[104]

HCC

â Study on a retrospective
cohort (n = 1005) at Beijing
Ditan Hospital and a
prospective cohort (n = 77) to
develop and validate a novel
prognostic model.

â Superiority of a model comprising TSH levels and three more
variables over conventional scoring systems in predicting PFS for
hepatocellular cancer

â KM curve: ↑ TSH level group vs. ↓ TSH level group shorter PFS
(p = 0.001).

[105]

Various cancer types.

â Systematic analysis of nine
studies: two case–control
studies, three retrospective
cohort studies, and four
prospective cohort studies.

â SCH vs. euthyroidism: ↑ cancer-related mortality specifically for
colorectal cancer. [106]

↑, increased; ↓, decreased. Abbreviations: AFP, α-fetoprotein; CRP, C-reactive protein; EC, endometrial cancer;
CRC, colorectal cancer; f, free; fT3, free triiodothyronine; fT4, free thyroxine; FU, follow-up; HCC, hepatocellular
cancer; HR, hazard ratio; KM, Kaplan–Meier; OS, overall survival; PFS, progression-free survival; Ref, reference;
RR, relative risk; SCH, subclinical hypothyroidism; SD, standard deviation; T3, triiodothyronine; T4, thyroxine;
TSH, thyroid-stimulating hormone; vs., versus.

A prospective study assessed the association between hypothyroidism and cancer-
related mortality in a cohort of 75,076 women, aged 20–89 years old and certified as
radiologic technologists in the United States, from 1926 to 1982. The medical history of
these women was ascertained through self-completed questionnaires during the 1983–1998
period. All women reported no malignant disease or benign thyroid disease apart from
thyroid dysfunction. This cohort was followed through the Social Security Administration
database and the National Death Index Plus. Within a follow-up period equal to or longer
than 10 years, the hypothyroid women showed no increase in cancer-related mortality [108].

The first prospective study that demonstrated a significant association between in-
creased T3 levels and the aggressiveness of breast cancer in the Malmö Preventive Project
also showed no statistically significant associations between T3 levels and deaths due to
other cancer types (age-adjusted HR, 1.09; 95% CI, 0.72–1.65) or all-cause mortality (HR,
1.25; 95% CI, 0.97–1.60) [109].

A prospective cohort study on 134,122 multiethnic postmenopausal women in the US,
aged 50 to 79 years old, showed no significant impact from THs status on Surveillance,
Epidemiology, and End Results (SEER) stages, histologic types, morphologic grades, ER
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status, PR status, or the human epidermal growth factor receptor 2 (HER2) status of breast
cancer [75].

In a retrospective cohort study on breast cancer patients, increasing serum TSH levels
showed no significant correlation with tumor grade, overall stage according to American
Joint Committee on Cancer (AJCC), tumor size, lymph node positivity, or the presence of
metastasis. All time-weighted and unweighted median TSH levels were within normal
reference ranges [110].

The first study to distinguish between the impact of prevalent hypothyroidism
(i.e., present at the time of the breast cancer diagnosis) and incident hypothyroidism (i.e., di-
agnosed during follow-up) on breast cancer outcomes was a population-based cohort
study in Denmark, including 35,463 women with breast cancer followed for 212,641 person-
years. In this study, neither prevalent nor incident hypothyroidism were associated with
breast cancer recurrence (adjusted HR for prevalent hypothyroidism, 1.01; 95% CI 0.87–1.19;
adjusted HR for incident hypothyroidism, 0.93; 95% CI, 0.75–1.16). These results were
confirmed after stratification by menopausal status, ER status, chemotherapy, or radiother-
apy [111].

In a recent systematic review [106], one study showed no association between SCH
and cancer mortality among men aged 65 years old or older [107].

Table 4 summarizes the clinical data indicating no significant association between
hypothyroidism, THs levels, or TSH levels and cancer prognosis.

Table 4. Data indicative of no significant association between hypothyroidism or increasing TSH and
cancer outcome.

Cancer Type Study Type and Population Results Ref

Breast cancer

â Prospective cohort study on 134,122
multiethnic postmenopausal women in
the US, aged 50 to 79 years.

â Recruitment of participants from 40
clinical centers in the US between 1
October 1993 and 31 December 1998.

â Initial FU through March 2005.
â Two extension studies (2005–2010 and

2010–2020).

â No significant impact of THs status on SEER stages,
histologic types, morphologic grades, ER status, PR
status, or HER2 status of breast cancer

[75]

Various cancer types

â Prospective study on 212,456
middle-aged South Korean euthyroid
people.

â Median FU: 4.3 years.

â TSH levels showed no association with
mortality endpoints. [103]

Various cancer types

â Systematic analysis of nine studies: two
case–control studies, three retrospective
cohort studies, and four prospective
cohort studies.

â No association between SCH and cancer mortality
among men aged ≥65 years. [106,107]

Various cancer types

â Prospective study on 1587 participants
from the Osteoporotic Fractures in Men
(MrOS) study—a cohort of
community-dwelling US men aged 65
years and older.

â Mean FU: 8.3 years.

â Fully adjusted models: no association between baseline
TSH levels and cancer death (HR, 0.96 per mIU/L; 95%
CI, 0.85–1.07).

[107]

Various cancer types

â Prospective study on 75,076 women
aged 20–89 years certified as radiologic
technologists in the US in 1926–1982,
who completed baseline questionnaires
in 1983–1998, with no malignant disease
or benign thyroid disease apart from
thyroid dysfunction.

â FU ≥ 10 years (through the Social
Security Administration database and
the National Death Index-Plus).

â No increased cancer-related mortality in
hypothyroid women [108]

Breast cancer

â Prospective study on 2185 people
included in the Swedish Malmö
Preventive Project, in whom T3 levels
were measured before a diagnosis of
breast cancer.

â Mean FU: 23.3 years.

â No statistically significant association between T3 levels
and deaths due to cancer types other than breast cancer
(age-adjusted HR,1.09; 95% CI, 0.72–1.65) or all-cause
mortality (HR, 1.25; 95% CI, 0.97–1.60).

[109]
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Table 4. Cont.

Cancer Type Study Type and Population Results Ref

Breast cancer

â A retrospective cohort study on 437
patients of whom 422 (97%) had
complete AJCC staging data and 420
(96%) had complete tumor grade data
from 2002 to 2014. Of these patients,
95.7% were euthyroid based on the
weighted TSH (0.3–4.7).

â TSH concentration as a continuous variable.
â No association between increasing serum TSH levels

within normal reference ranges and tumor grade, AJCC
stage, tumor size, or individual staging elements (T,
N, M).

â TSH concentration as a categorical variable: no
significant correlation between serum TSH concentration
and any markers of breast cancer aggressiveness.

[110]

Breast cancer

â A prospective study on 35,463 Danish
women, aged 35 years or older,
diagnosed with stage I–III operable
breast cancer between 1996 and 2009.

â FU: 212,641 person-years

â Prevalent hypothyroidism: 1272 women.
â Incident hypothyroidism: 859 women.
â Recurrent breast cancer: 5810 patients.
â No association between either prevalent or incident

hypothyroidism and recurrence (adjusted HR prevalent,
1.01, 95% CI 0.87–1.19; adjusted HR incident, 0.93, 95%
CI, 0.75–1.16).

â Confirmation of results after stratification by menopausal
status, ER status, chemotherapy, or radiotherapy.

[111]

Abbreviations: AJCC, American Joint Committee on Cancer; CI, confidence interval; ER, estrogen receptor; FU,
follow-up; HER2, human epidermal growth factor receptor 2; HR, hazard ratio; PR, progesterone receptor; Ref,
reference; RH, relative hazard; SEER, Surveillance, Epidemiology, and End Results; THs, thyroid hormones; TSH,
thyroid-stimulating hormone.

8. Clinical Data Indicating an Association between Hypothyroidism Induced by
Anticancer Treatment and Favorable Prognoses

Hypothyroidism induced by anticancer treatment has been increasingly [112–122],
though not consistently [123], correlated with improved clinical outcomes of solid non-
thyroid cancer, but a detailed discussion of this issue is beyond the scope of the present
review. Herein, we provide some relevant representative data.

In a phase-III trial comparing two protocols comprising a combination of cisplatin
chemotherapy and radiotherapy in 300 patients with locally advanced head and neck
cancer, hypothyroidism was correlated with a lower locoregional failure rate (LRFR) (HR,
0.342, p = 0.043) and a longer OS (HR, 0.336, p = 0.001). A longer duration of hypothyroidism
and TSH levels up to 40 mIU/L were correlated with lower LRFR and longer PFS and
OS [112].

Though considered a side effect of therapy, ICPi-induced hypothyroidism and TKI-
induced hypothyroidism may be correlated with improved clinical outcomes, but not
consistently. It is acknowledged that most relevant studies assess thyroid disorders col-
lectively, but hypothyroidism is the most common thyroid disorder related to ICPi and
TKI. Of 51 patients with advanced non-small-cell lung cancer (NSCLC) treated with pem-
brolizumab (anti-PD-1 monoclonal antibody (mAb)) as part of the KEYNOTE-001 study
(NCT01295827), the patients who developed thyroid dysfunction experienced significantly
longer overall survival compared to those without thyroid dysfunction [113]. In another
study, among 194 NSCLC patients treated with nivolumab (anti-PD-1 mAb), thyroid dys-
function related to treatment was indicated to be an independent predictive factor of longer
OS and PFS compared to an absence of thyroid dysfunction [114]. In another study of
111 patients with NSCLC treated with nivolumab, low fT4 levels induced by nivolumab
in NSCLC patients were significantly correlated with longer PFS and longer median OS
compared to normal fT4 levels [115].

Interestingly, a retrospective analysis of data from patients with advanced solid tu-
mors treated with anti-PD-1 mAbs (nivolumab, pembrolizumab) indicated the previous
treatment with TKI was a major risk factor for immune-related hypothyroidism [116].

Nevertheless, many unresolved issues concerning the association between immune-
related thyroid disorders and the efficacy of ICPi have emerged, as discussed by the
authors of the present review elsewhere [123]. A causative link connecting immune-related
hypothyroidism with the therapeutic efficacy of ICPi is yet to be identified [117].

A metanalysis revealed that, among patients with metastatic renal cell carcinoma
(mRCC) treated with sunitinib, the patients who developed related hypothyroidism showed
significantly improved OS and non-significantly improved PFS compared to patients
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without hypothyroidism [118]. Hypothyroidism related to treatment with TKI is constantly
reported to provide a clinical benefit for TKI-treated cancer patients [119–121]. A high
baseline fT3/fT4 ratio is strongly associated with improved clinical outcomes in patients
with progressive metastatic CRC treated with regorafenib [122].

According to PROCLAIM—a registry of patients receiving HD IL-2—the development
of thyroid dysfunction was correlated with improved tumor control and OS [123].

9. Harnessing Hypothyroidism in the Treatment of Solid Non-Thyroid Cancer:
Current Challenges and Future Perspectives for a Personalized Approach

The wealth of data on the role of hypothyroidism in the incidence and prognosis of
solid non-thyroid cancer generates a pending query of paramount clinical importance: Can
hypothyroidism—or THs replacement—be harnessed as an anticancer modality for patients
with solid non-thyroid cancer? Indeed, the hypothesis of harnessing hypothyroidism as an
anticancer strategy is rationalized by reports of an association between hypothyroidism
and decreased risk and favorable clinical outcomes with respect to solid non-thyroid cancer,
while the hypothesis of harnessing THs replacement as an anticancer strategy is rationalized
by reports an association between hypothyroidism and increased risk and unfavorable
cancer outcomes. Nevertheless, whether and how to harness hypothyroidism or THs
replacement in cancer therapeutics remains uncertain. The present review suggests four
prerequisites for a personalized approach to this issue.

The first prerequisite is to untangle the dual role of THs in cancer. It has been specu-
lated that the transduction of THs-induced signaling in the setting of cancer is dependent
on the type of cancer and on the molecular context, but the underlying mechanisms have
yet to be elucidated.

Preliminary data have indicated certain determinants that tilt the swinging pendulum
of the THs-induced signaling toward the promotion or inhibition of cancer, which await
validation. For instance, the nuclear and cytoplasmic forms of TRβ1 have been shown to
exert opposite roles in breast tumorigenesis. In a well-characterized cohort of 274 primary
breast cancer patients, the nuclear TRβ1 was indicated to be an independent and adverse
prognostic marker, whereas the cytoplasmic TRβ1 was indicated to be an independent and
favorable prognostic marker [124]. Additionally, nonclinical data have indicated the tumor
suppressive role of TRβ1 in the setting of HCC [125] as opposed to the prometastatic role
of TRα1 in this cancer type [126]. Moreover, TRα2 expression has been associated with im-
proved disease-free survival (DFS) in multifocal/multicentric breast cancer, contrary to the
association of TRα1 with unfavorable DFS in unifocal breast cancer [127]. Furthermore, the
association between hypothyroidism and cancer risk may show a genetical predisposition,
as indicated by the reported association between hypothyroidism and increased breast
cancer risk in patients harboring the single-nucleotide polymorphism (SNP) rs 2235544 in
the DIO1 gene [128]. Interestingly, it has also been speculated that oncogenic mutations
affecting different cellular targets of THs may be responsible for the dual actions of THs
in cancer. For instance, mutations that affect the balance between the degradation and
stabilization of β-catenin have been implicated in the cell-specific effect of THs on cancer
cell growth [129].

Four major hurdles to understanding the dual role of THs in cancer need to be over-
come. First, it is essential to precisely assess the intratissue and the intracellular status of
THs, which may not be represented by the serum levels of TSH and/or THs. Ongoing
efforts to define the metabolome signature of THs are anticipated to accurately assess
the intratissue and intracellular status of THs [130,131]. Second, it is important to clarify
whether thyroid autoimmunity and/or aberrant dietary iodine intake—well-established
pathogenetic mechanisms of hypothyroidism—may precipitate higher cancer incidence
and/or more aggressive cancer behavior. For instance, further prospective studies are
required to explore a potential causality in the emerging association of breast cancer in the
premenopausal setting with autoimmune thyroid disorders [132] or iodine deficiency [133].
Third, it has been hypothesized that hypothyroidism may promote cancer initiation and
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progression indirectly by interfering with established cancer risk factors, such as the
metabolic syndrome, which is significantly associated with endometrial, pancreatic, breast
(postmenopausal), rectal, and colorectal cancer [134,135]. More efforts to consolidate a
pathogenetic link between thyroid function and cancer could counteract the second and the
third hurdle. Fourth, clinicians should bear in mind that the association between TSH and
fT4 may not be straightforward in cancer patients due to alterations in the HPT axis caused
by malnutrition, elevated endogenous cortisol levels, the exogenous administration of glu-
cocorticoids, or NTIS. In those cases, further research could clarify whether it is necessary
to revise the reference ranges of TSH and THs levels, especially for cancer patients.

The second prerequisite is to devise strategies to abrogate the tumor-promoting effects
of THs and/or mimic the anticancer effects of THs. These strategies could include interven-
tions in THs status or the development of new pharmaceutical agents. Examples of such
interventions are: (i) the induction of euthyroid hypothyroxinemia via antithyroid drugs
and the concomitant administration of L-T3 [98,99] and (ii) the administration of L-T3
instead of L-T4 as a THs replacement. These interventions capitalize on the knowledge that
T4 is responsible for most of the tumor-promoting effects of THs, while T3 may exert an
anticancer effect [98,136,137].

Interestingly, it has been suggested that L-T3 could be repurposed as an immunother-
apeutic agent in cancer therapeutics. Indeed, L-T3 has been shown in vitro and in vivo
to enhance anticancer immune surveillance in a broad spectrum of cancers, particularly
in CRC, by: (i) unleashing the immune surveillance that was suppressed by TIGIT/PVR
interaction; (ii) reversing the inhibition of IL-2 secretion by Jurkat cells and reinforcing the
function of T cells in the activated PBMCs; (iii) increasing the quantity and the quality of
tumor-infiltrating CD8+ T cells [138].

Given that the TIGIT/PVR interaction synergizes with the PD-1/PD-L interaction [139],
a synergistic anticancer effect between the L-T3-mediated blockade of TIGIT/PVR and the
PD-1/PD-L1 blockade merits further evaluation. This perspective is clinically important
considering that small molecular immune modulators with anticancer efficacy are expected
to revolutionize cancer immunotherapy [140]. Moreover, vaccination with T3-stimulated
DCs has shown an anticancer efficacy in mice. If this observation is confirmed in humans,
T3 could potentiate a promising strategy of DC-based anticancer vaccine [141]. However,
the use of conventional L-T3 preparations is hampered by difficulties in monitoring serum
T3 levels, interpreting TSH levels, and titrating L-T3 doses. To counteract these difficulties,
a slow-release L-T3 preparation is required [57].

On the other hand, nonclinical and clinical data show a potential role of T3 in cancer
progression through several mechanisms, which challenge the endorsement of L-T3 as an
anticancer strategy [126,142–144].

Tetrac—a deaminated form of T4—or its nanoparticulated analogue, nano-diamino-
tetrac (NDAT), could exert an anticancer effect. In preclinical settings, tetrac and NDAT
have been recognized as anticancer agents that antagonize the binding of THs to TRs at
integrin αvβ3, thereby inhibiting tumor-promoting THs signaling. The anticancer actions
of tetrac include: (i) the abrogation of cancer cell proliferation, angiogenesis, and metastasis;
(ii) the stimulation of cancer cell apoptosis; (iii) the enhancement of immune surveillance;
(iv) the repair of double-strand DNA breaks; (v) chemosensitization; (vi) radiosensitiza-
tion [13,145–150]; and (vii) modulating the transcription of cancer cell genes independently
of T4 and T3 [151]. The functions of tetrac and NDAT in the clinical setting have yet to
be elucidated.

An additional modality to attenuate the tumor-promoting effect of THs could be the
development of pharmaceutical agents to selectively block the TSH/TSH receptor (TSHR)
interaction in cancer cells, which is known to transduce a tumor-promoting signal [152,153].

A major challenge for the pharmaceutical industry is the development of effective and
safe thyromimetics with anticancer properties that uncouple the therapeutic actions of THs
from the detrimental effects of a thyrotoxic state. The first two TRβ-selective thyromimetics
with multiple therapeutic applications, including anticancer, that entered clinical trials were
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Sobetirome (GC-1) and the eprotirome (KB2115); however, these agents were withdrawn
early due to toxicity [154]. The future design of “tissue-selective prodrugs” may provide
the active compound at the site of action [155].

Moreover, improved understanding of the emerging clinical implications of endoge-
nous THs metabolites may pave the way for the development of THs replacement regimens
that act concomitantly as anticancer strategies [156].

The third prerequisite is the appropriate selection of patients who may derive benefit.
To this end, it is necessary to continue basic and translational research on the molecular
background of THs signaling, pursuing its interaction with well-established oncogenic
molecular pathways. Hopefully, such research will yield valid tumor-specific and patient-
specific biomarkers to identify patients with tumors sensitive to THs and predict the impact
of THs on cancer outcomes.

The fourth prerequisite is to counteract current methodological limitations, including:
(i) the scarcity of data on the distinction between incident and prevalent hypothyroidism;
(ii) the scarcity of data on distinction between hypothyroxinemia and hypothyroidism;
(iii) the absence of tests for thyroid function in asymptomatic patients; (iv) defaults in
patient randomization and group or subgroup analysis due to limited or no data on the
molecular analysis of tumors (with focus on biological characteristics related to tumor
aggressiveness, invasiveness, and metastatic potential); and (iv) the remarkable variety
regarding the methods of surveillance for cancer. To this end, it is necessary to conduct
more well-designed studies.

Figure 3 illustrates the four prerequisites for harnessing hypothyroidism, or THs
replacement, as an anticancer strategy and the corresponding current challenges and future
perspectives for a personalized approach.

Finally, to harness hypothyroidism therapeutically, it is essential to investigate the need
for a specific TSH threshold in elderly patients. Generally, during the normal process of
aging, normal serum TSH levels show an increasing trend even in the absence of underlying
thyroid disease, comorbidities, or the administration of drugs interfering with the thyroid
function. Whether reduced thyroid function in the elderly is merely a result of decreased
metabolic demands or a protective mechanism against catabolic processes related to aging
remains debatable. Although age-specific TSH reference ranges are still lacking, a target for
serum TSH levels raised up to 4–6 mIU/L has been suggested by some experts for patients
older than 65 years. Accumulating evidence indicates that the maintenance of serum TSH
levels in the elderly, at a marginally higher level than younger individuals, may not subvert
quality of life, cognitive function, and cardiovascular function, while also precluding the
adverse events of overtreatment from the skeletal and the cardiovascular system. Until
future, randomized controlled trials yield evidence-based guidelines for the management
of hypothyroidism, with focus on mild subclinical hypothyroidism in older individuals
with solid non-thyroid cancer, clinicians are encouraged to tailor THs replacement in this
subpopulation according to the principal “first, do no harm”.
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Figure 3. The four prerequisites for harnessing hypothyroidism, or THs replacement, as an anticancer
strategy. The four circles represent the four prerequisites for harnessing hypothyroidism, or THs
replacement, as an anticancer strategy, and the corresponding rectangles depict current challenges and
future perspectives arising from each of these prerequisites. Abbreviations: THs, thyroid hormones;
L-T3, liothyronine; L-T4, levothyroxine.

10. Conclusions

Standing at the crossroad of oncology and endocrinology, hypothyroidism in pa-
tients with solid non-thyroid cancer constitutes a unique entity. Their diagnosis and THs
replacement are reminiscent of, but not identical to, their counterparts with respect to hy-
pothyroidism in the general population. Due to contradictory clinical data, hypothyroidism
cannot yet be established as a predictive and/or prognostic factor for solid non-thyroid can-
cer. To enable a personalized approach to the diagnosis and treatment of hypothyroidism,
as well as to the exploitation of hypothyroidism, or THs replacement, as an anticancer
strategy, many critical issues must be resolved, including: (i) the establishment of guidelines
to be used as a starting point for tailored diagnosis and treatment; (ii) a clarification of
the value of hypothyroidism as a predictive factor and/or as prognostic factor for solid
non-thyroid cancer; (iii) the validation of patient-specific and cancer-specific factors that
define whether THs exert tumor-promoting or anticancer effects; and (iv) the development
and clinical evaluation of interventions in THs status and/or pharmaceutical agents to
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abrogate the tumor-promoting effects of THs and/or to mimic the anticancer effects of
THs. The overarching aim is to ensure the maintenance of cancer patient quality of life in
keeping with the notion of “treating patients not numbers” [51].

Author Contributions: Conceptualization, M.V.D. and D.T.T.; methodology, M.V.D. and D.T.T.;
investigation, M.V.D.; writing—original draft preparation, M.V.D.; review and editing, M.V.D. and
D.T.T.; supervision, D.T.T.; final approval of the version to be submitted, M.V.D. and D.T.T. All authors
have read and agreed to the published version of the manuscript.

Funding: This manuscript was funded by the ATHENA Institute of Biomedical Sciences and Ener-
gonBio Technologies S.A., Greece, which covered the publication costs.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of the data; in the writing of the manuscript;
or in the decision to publish the results.

References
1. Kalra, S.; Priya, G.; Bhattacharya, S.; Saha, Y.R. Oncocrinology. J. Pak. Med. Assoc. 2020, 70, 757–761. [PubMed]
2. Salvatore, D.; Davies, T.F.; Sohlumberger, M.J.; Hay, I.D.; Reed Larsen, P. Thyroid Physiology and Diagnostic Evaluation of

Patients with Thyroid Disorders. In Williams Textbook of Endocrinology, 12th ed.; Melmed, S., Koenig, R., Rosen, C., Auchus, R.,
Goldfine, A.A., Eds.; Elsevier Saunders: Philadelphia, PA, USA, 2011; Chapter 11; pp. 327–361.

3. Madariaga, A.G.; Palacios, S.S.; Guillén-Grima, F.; Galofré, J.C. The incidence and prevalence of thyroid dysfunction in Europe: A
meta-analysis. J. Clin. Endocrinol. Metab. 2014, 99, 923–931. [CrossRef] [PubMed]

4. Biondi, B.; Cappola, A.R.; Cooper, D.S. Subclinical Hypothyroidism: A Review. JAMA 2019, 9, 153–160. [CrossRef] [PubMed]
5. Mateo, R.C.I.; Hennessey, J.V. Thyroxine and treatment of hypothyroidism: Seven decades of experience. Endocrine 2019, 66,

10–17. [CrossRef]
6. Lindholm, J.; Laurberg, P. Hypothyroidism and thyroid substitution: Historical aspects. J. Thyroid Res. 2011, 2011, 809341.

[CrossRef]
7. Beatson, G.T. On the treatment of inoperable cases of carcinoma of the mamma: Suggestions for a new method of treatment, with

illustrative cases. Trans. Med. Chir. Soc. Edinb. 1896, 15, 153–179.
8. Sap, J.; Muñoz, A.; Damm, K.; Goldberg, Y.; Ghysdael, J.; Leutz, A.; Beug, H.; Vennström, B. Hormone binding and localization

of the c-erb-A protein suggest that it is a receptor for thyroid hormone, a nuclear protein that binds to DNA and activates
transcription. Nature 1986, 324, 635–640.

9. Bergh, J.J.; Lin, H.Y.; Lansing, L.; Mohamed, S.N.; Davis, F.B.; Mousa, S.; Davis, P.J. Integrin alphaVbeta3 contains a cell surface
receptor site for thyroid hormone that is linked to activation of mitogen-activated protein kinase and induction of angiogenesis.
Endocrinology 2005, 146, 2864–2871. [CrossRef]

10. Davis, P.J.; Leonard, J.L.; Lin, H.Y.; Leinung, M.; Mousa, S.A. Molecular Basis of Nongenomic Actions of Thyroid Hormone. Vitam.
Horm. 2018, 106, 67–96.

11. Gauthier, B.R.; Sola-García, A.; Cáliz-Molina, M.Á.; Lorenzo, P.I.; Cobo-Vuilleumier, N.; Capilla-González, V.; Martin-Montalvo, A.
Thyroid hormones in diabetes, cancer, and aging. Aging Cell 2020, 19, e13260. [CrossRef]

12. Liu, Y.C.; Yeh, C.T.; Lin, K.H. Molecular Functions of Thyroid Hormone Signaling in Regulation of Cancer Progression and
Anti-Apoptosis. Int. J. Mol. Sci. 2019, 20, 4986. [CrossRef] [PubMed]

13. Davis, P.J.; Goglia, F.; Leonard, J.L. Nongenomic actions of thyroid hormone. Nat. Rev. Endocrinol. 2016, 12, 111–121. [CrossRef]
[PubMed]

14. Krashin, E.; Piekiełko-Witkowska, A.; Ellis, M.; Ashur-Fabian, O. Thyroid Hormones and Cancer: A Comprehensive Review of
Preclinical and Clinical Studies. Front. Endocrinol. 2019, 10, 59. [CrossRef] [PubMed]

15. Hercbergs, A. Clinical Implications and Impact of Discovery of the Thyroid Hormone Receptor on Integrin αvβ3—A Review.
Front. Endocrinol. 2019, 10, 565. [CrossRef] [PubMed]

16. Lin, H.Y.; Tang, H.Y.; Leinung, M.; Mousa, S.A.; Hercbergs, A.; Davis, P.J. Action of reverse T3 on cancer cells. Endocr. Res. 2019,
44, 148–152. [CrossRef]

17. Davis, P.J.; Tang, H.Y.; Hercbergs, A.; Lin, H.Y.; Keating, K.A.; Mousa, S.A. Bioactivity of Thyroid Hormone Analogs at Cancer
Cells. Front. Endocrinol. 2018, 9, 739. [CrossRef]

18. Persani, L.; Brabant, G.; Dattani, M.; Bonomi, M.; Feldt-Rasmussen, U.; Fliers, E.; Gruters, A.; Maiter, D.; Schoenmakers, N.;
van Trotsenburg, A.S.P. 2018 European Thyroid Association (ETA) Guidelines on the Diagnosis and Management of Central
Hypothyroidism. Eur. Thyroid J. 2018, 7, 225–237. [CrossRef]

19. Jonklaas, J.; Bianco, A.C.; Bauer, A.J.; Cappola, A.R.; Celi, F.S.; Cooper, D.S.; Kim, B.W.; Peeters, R.P.; Rosenthal, M.S.;
Sawka, A.M.; et al. American Thyroid Association Task Force on Thyroid Hormone Replacement. Guidelines for the treat-

http://www.ncbi.nlm.nih.gov/pubmed/32296231
http://doi.org/10.1210/jc.2013-2409
http://www.ncbi.nlm.nih.gov/pubmed/24423323
http://doi.org/10.1001/jama.2019.9052
http://www.ncbi.nlm.nih.gov/pubmed/31287527
http://doi.org/10.1007/s12020-019-02006-8
http://doi.org/10.4061/2011/809341
http://doi.org/10.1210/en.2005-0102
http://doi.org/10.1111/acel.13260
http://doi.org/10.3390/ijms20204986
http://www.ncbi.nlm.nih.gov/pubmed/31600974
http://doi.org/10.1038/nrendo.2015.205
http://www.ncbi.nlm.nih.gov/pubmed/26668118
http://doi.org/10.3389/fendo.2019.00059
http://www.ncbi.nlm.nih.gov/pubmed/30814976
http://doi.org/10.3389/fendo.2019.00565
http://www.ncbi.nlm.nih.gov/pubmed/31507530
http://doi.org/10.1080/07435800.2019.1600536
http://doi.org/10.3389/fendo.2018.00739
http://doi.org/10.1159/000491388


J. Clin. Med. 2022, 11, 3417 25 of 30

ment of hypothyroidism: Prepared by the american thyroid association task force on thyroid hormone replacement. Thyroid 2014,
24, 1670–1751. [CrossRef]

20. Torino, F.; Barnabei, A.; Paragliola, R.; Baldelli, R.; Appetecchia, M.; Corsello, S.M. Thyroid dysfunction as an unintended side
effect of anticancer drugs. Thyroid 2013, 23, 1345–1366. [CrossRef]

21. Torino, F.; Barnabei, A.; Baldelli, R.; Appetecchia, A. Thyroid Function Abnormalities in Patients Receiving Anticancer Agents, Thyroid
Hormone; Agrawal, N.K., Ed.; IntechOpen: London, UK, 2012; Available online: https://www.intechopen.com/chapters/37926
(accessed on 21 November 2021). [CrossRef]

22. Hamnvik, O.P.; Larsen, P.R.; Marqusee, E. Thyroid Dysfunction from Antineoplastic Agents. J. Natl. Cancer Inst. 2011, 103,
1572–1587. [CrossRef]

23. Carter, Y.; Sippel, R.S.; Chen, H. Hypothyroidism after a cancer diagnosis: Etiology, diagnosis, complications, and management.
Oncologist 2014, 19, 34–43. [CrossRef] [PubMed]

24. Bhattacharya, S.; Goyal, A.; Kaur, P.; Singh, R.; Kalra, S. Anticancer Drug-induced Thyroid Dysfunction. Eur. Endocrinol. 2020, 16,
32–39. [CrossRef] [PubMed]

25. Chalan, P.; Di Dalmazi, G.; Pani, F.; De Remigis, A.; Corsello, A.; Caturegli, P. Thyroid dysfunctions secondary to cancer
immunotherapy. J. Endocrinol. Investig. 2018, 41, 625–638. [CrossRef] [PubMed]

26. Hercbergs, A.A.; Garfield, D.; Ashur-Fabian, O.; Davis, P.J. Re: Thyroid Dysfunction from Antineoplastic Agents. J. Natl. Cancer
Inst. 2012, 104, 422–423. [CrossRef]

27. Zhou, L.; Chen, J.; Tao, C.J.; Chen, M.; Yu, Z.H.; Chen, Y.Y. Research progress of radiation-induced hypothyroidism in head and
neck cancer. J. Cancer 2021, 12, 451–459. [CrossRef]

28. Rizzo, L.; Mana, D.L.; Serra, H.A. Drug-induced hypothyroidism. Medicina 2017, 77, 394–404.
29. Boomsma, M.J.; Bijl, H.P.; Christianen, M.E.; Beetz, I.; Chouvalova, O.; Steenbakkers, R.J.; van der Laan, B.F.; Wolffenbuttel, B.H.;

Oosting, S.F.; Schilstra, C.; et al. A prospective cohort study on radiation-induced hypothyroidism: Development of an NTCP
model. Int. J. Radiat. Oncol. Biol. Phys. 2012, 84, e351–e356. [CrossRef]

30. Vogelius, I.R.; Bentzen, S.M.; Maraldo, M.V.; Petersen, P.M.; Specht, L. Risk factors for radiation-induced hypothyroidism: A
literature-based meta-analysis. Cancer 2011, 117, 5250–5260. [CrossRef]

31. Makita, N.; Iiri, T. Tyrosine kinase inhibitor-induced thyroid disorders: A review and hypothesis. Thyroid 2013, 23, 151–159.
[CrossRef]

32. Jiao, Q.; Bi, L.; Ren, Y.; Song, S.; Wang, Q.; Wang, Y.S. Advances in studies of tyrosine kinase inhibitors and their acquired
resistance. Mol. Cancer 2018, 17, 36. [CrossRef]

33. Deligiorgi, M.V.; Siasos, G.; Vakkas, L.; Trafalis, D.T. Charting the Unknown Association of COVID-19 with Thyroid Cancer,
Focusing on Differentiated Thyroid Cancer: A Call for Caution. Cancers 2021, 13, 5785. [CrossRef] [PubMed]

34. Bednarczuk, T.; Brix, T.H.; Schima, W.; Zettinig, G.; Kahaly, G.J. 2021 European Thyroid Association Guidelines for the Manage-
ment of Iodine-Based Contrast Media-Induced Thyroid Dysfunction. Eur. Thyroid J. 2021, 10, 269–284. [CrossRef] [PubMed]

35. Hercbergs, A.; Leith, J.T. Spontaneous remission of metastatic lung cancer following myxedema coma—An apoptosis-related
phenomenon? J. Natl. Cancer Inst. 1993, 85, 1342–1343. [CrossRef] [PubMed]

36. Flamant, F.; Cheng, S.Y.; Hollenberg, A.N.; Moeller, L.C.; Samarut, J.; Wondisford, F.E.; Yen, P.M.; Refetoff, S. Thyroid Hormone
Signaling Pathways: Time for a More Precise Nomenclature. Endocrinology 2017, 158, 2052–2057. [CrossRef] [PubMed]

37. Goemann, I.M.; Romitti, M.; Meyer, E.L.S.; Wajner, S.M.; Maia, A.L. Role of thyroid hormones in the neoplastic process: An
overview. Endocr. Relat. Cancer 2017, 24, R367–R385. [CrossRef]

38. Suhane, S.; Ramanujan, V.K. Thyroid hormone differentially modulates Warburg phenotype in breast cancer cells. Biochem.
Biophys. Res. Commun. 2011, 414, 73–78. [CrossRef]

39. Pappas, L.; Xu, X.L.; Abramson, D.H.; Jhanwar, S.C. Genomic instability and proliferation/survival pathways in RB1-deficient
malignancies. Adv. Biol. Regul. 2017, 64, 20–32. [CrossRef]

40. Kowalik, M.A.; Puliga, E.; Cabras, L.; Sulas, P.; Petrelli, A.; Perra, A.; Ledda-Columbano, G.M.; Morandi, A.; Merlin, S.;
Orrù, C.; et al. Thyroid hormone inhibits hepatocellular carcinoma progression via induction of differentiation and metabolic
reprogramming. J. Hepatol. 2020, 72, 1159–1169. [CrossRef]

41. Liao, C.H.; Yeh, S.C.; Huang, Y.H.; Chen, R.N.; Tsai, M.M.; Chen, W.J.; Chi, H.C.; Tai, P.J.; Liao, C.J.; Wu, S.M.; et al. Positive
regulation of spondin 2 by thyroid hormone is associated with cell migration and invasion. Endocr. Relat. Cancer 2010, 17, 99–111.
[CrossRef]

42. Liao, C.H.; Yeh, C.T.; Huang, Y.H.; Wu, S.M.; Chi, H.C.; Tsai, M.M.; Tsai, C.Y.; Liao, C.J.; Tseng, Y.H.; Lin, Y.H.; et al. Dickkopf 4
positively regulated by the thyroid hormone receptor suppresses cell invasion in human hepatoma cells. Hepatology 2012, 55,
910–920. [CrossRef]

43. De Luca, R.; Davis, P.J.; Lin, H.Y.; Gionfra, F.; Percario, Z.A.; Affabris, E.; Pedersen, J.Z.; Marchese, C.; Trivedi, P.;
Anastasiadou, E.; et al. Thyroid Hormones Interaction with Immune Response, Inflammation and Non-thyroidal Illness
Syndrome. Front. Cell Dev. Biol. 2021, 8, 614030. [CrossRef] [PubMed]

44. Montesinos, M.; Pellizas, C.G. Thyroid Hormone Action on Innate Immunity. Front. Endocrinol. 2019, 10, 350. [CrossRef]
[PubMed]

http://doi.org/10.1089/thy.2014.0028
http://doi.org/10.1089/thy.2013.0241
https://www.intechopen.com/chapters/37926
http://doi.org/10.5772/50375
http://doi.org/10.1093/jnci/djr373
http://doi.org/10.1634/theoncologist.2013-0237
http://www.ncbi.nlm.nih.gov/pubmed/24309982
http://doi.org/10.17925/EE.2020.16.1.32
http://www.ncbi.nlm.nih.gov/pubmed/32595767
http://doi.org/10.1007/s40618-017-0778-8
http://www.ncbi.nlm.nih.gov/pubmed/29238906
http://doi.org/10.1093/jnci/djs011
http://doi.org/10.7150/jca.48587
http://doi.org/10.1016/j.ijrobp.2012.05.020
http://doi.org/10.1002/cncr.26186
http://doi.org/10.1089/thy.2012.0456
http://doi.org/10.1186/s12943-018-0801-5
http://doi.org/10.3390/cancers13225785
http://www.ncbi.nlm.nih.gov/pubmed/34830939
http://doi.org/10.1159/000517175
http://www.ncbi.nlm.nih.gov/pubmed/34395299
http://doi.org/10.1093/jnci/85.16.1342
http://www.ncbi.nlm.nih.gov/pubmed/8393494
http://doi.org/10.1210/en.2017-00250
http://www.ncbi.nlm.nih.gov/pubmed/28472304
http://doi.org/10.1530/ERC-17-0192
http://doi.org/10.1016/j.bbrc.2011.09.024
http://doi.org/10.1016/j.jbior.2017.01.002
http://doi.org/10.1016/j.jhep.2019.12.018
http://doi.org/10.1677/ERC-09-0050
http://doi.org/10.1002/hep.24740
http://doi.org/10.3389/fcell.2020.614030
http://www.ncbi.nlm.nih.gov/pubmed/33553149
http://doi.org/10.3389/fendo.2019.00350
http://www.ncbi.nlm.nih.gov/pubmed/31214123


J. Clin. Med. 2022, 11, 3417 26 of 30

45. Perrotta, C.; Buldorini, M.; Assi, E.; Cazzato, D.; De Palma, C.; Clementi, E.; Cervia, D. The thyroid hormone triiodothyronine
controls macrophage maturation and functions: Protective role during inflammation. Am. J. Pathol. 2014, 184, 230–247. [CrossRef]
[PubMed]

46. Szabo, J.; Foris, G.; Mezosi, E.; Nagy, E.V.; Paragh, G.; Sztojka, I.; Leövey, A. Parameters of respiratory burst and arachidonic acid
metabolism in polymorphonuclear granulocytes from patients with various thyroid diseases. Exp. Clin. Endocrinol. Diabetes 1996,
104, 172–176. [CrossRef]

47. Wyld, L.; Bellantuono, I.; Tchkonia, T.; Morgan, J.; Turner, O.; Foss, F.; George, J.; Danson, S.; Kirkland, J.L. Senescence and Cancer:
A Review of Clinical Implications of Senescence and Senotherapies. Cancers 2020, 12, 2134. [CrossRef]

48. Hoare, M.; Narita, M. The Power behind the Throne: Senescence and the Hallmarks of Cancer. Annu. Rev. Cancer Biol. 2018, 2,
175–194. [CrossRef]

49. Schmohl, K.A.; Müller, A.M.; Nelson, P.J.; Spitzweg, C. Thyroid Hormone Effects on Mesenchymal Stem Cell Biology in the
Tumour Microenvironment. Exp. Clin. Endocrinol. Diabetes 2020, 128, 462–468. [CrossRef]

50. Garber, J.R.; Cobin, R.H.; Gharib, H.; Hennessey, J.V.; Klein, I.; Mechanick, J.I.; Pessah- Pollack, R.; Singer, P.A.; Woeber, K.A.;
American Association of Clinical Endocrinologists and American Thyroid Association Taskforce on Hypothyroidism in Adults.
Clinical practice guidelines for hypothyroidism in adults: Cosponsored by the American Association of Clinical Endocrinologists
and the American Thyroid Association. Endocr. Pract. 2012, 18, 988–1028. [CrossRef]

51. Jonklaas, J.; Razvi, S. Reference intervals in the diagnosis of thyroid dysfunction: Treating patients not numbers. Lancet Diabetes
Endocrinol. 2019, 7, 473–483. [CrossRef]

52. Keestra, S.; Högqvist Tabor, V.; Alvergne, A. Reinterpreting patterns of variation in human thyroid function: An evolutionary
ecology perspective. Evol. Med. Public Health 2020, 9, 93–112. [CrossRef]

53. Vasileiou, M.; Gilbert, J.; Fishburn, S.; Boelaert, K.; Guideline Committee. Thyroid disease assessment and management: Summary
of NICE guidance. BMJ 2020, 368, m41, Erratum in BMJ 2020, 368, m437. [CrossRef] [PubMed]

54. Burch, H.B. Drug Effects on the Thyroid. N. Engl. J. Med. 2019, 381, 749–761. [CrossRef] [PubMed]
55. Benvenga, S. L-T4 Therapy in the Presence of Pharmacological Interferents. Front. Endocrinol. 2019, 11, 607446. [CrossRef]

[PubMed]
56. Wiersinga, W.M.; Duntas, L.; Fadeyev, V.; Nygaard, B.; Vanderpump, M.P. 2012 ETA guidelines: The use of L-T4 + L-T3 in the

treatment of hypothyroidism. Eur. Thyroid J. 2012, 1, 55–71. [CrossRef] [PubMed]
57. Jonklaas, J.; Bianco, A.C.; Cappola, A.R.; Celi, F.S.; Fliers, E.; Heuer, H.; McAninch, E.A.; Moeller, L.C.; Nygaard, B.;

Sawka, A.M.; et al. Evidence-Based Use of Levothyroxine/Liothyronine Combinations in Treating Hypothyroidism: A Consensus
Document. Thyroid 2021, 31, 156–182. [CrossRef]

58. Ettleson, M.D.; Bianco, A.C. Individualized Therapy for Hypothyroidism: Is T4 Enough for Everyone? J. Clin. Endocrinol. Metab.
2020, 105, e3090–e3104. [CrossRef]

59. Azizi, F.; Amouzegar, A.; Mehran, L.; Abdi, H. LT4 and Slow Release T3 Combination: Optimum Therapy for Hypothyroidism?
Int. J. Endocrinol. Metab. 2020, 18, e100870. [CrossRef]

60. Calissendorff, J.; Falhammar, H. To Treat or Not to Treat Subclinical Hypothyroidism, What Is the Evidence? Medicina 2020, 56, 40.
[CrossRef]

61. Sawka, A.M.; Cappola, A.R.; Peeters, R.P.; Kopp, P.A.; Bianco, A.C.; Jonklaas, J. Patient Context and Thyrotropin Levels Are
Important When Considering Treatment of Subclinical Hypothyroidism. Thyroid 2019, 29, 1359–1363. [CrossRef]

62. Janett-Pellegri, C.; Moutzouri, E.; Farhoumand, P.D.; Rodondi, N.; Agoritsas, T. Traitement de l’hypothyroïdie infraclinique: Mise
à jour des connaissances et nouvelles «Rapid Recommendations» dans le BMJ [Treatment of subclinical hypothyroidism: An
update of the evidence and the new Rapid Recommendations]. Rev. Med. Suisse 2020, 16, 455–458.

63. Bekkering, G.E.; Agoritsas, T.; Lytvyn, L.; Heen, A.F.; Feller, M.; Moutzouri, E.; Abdulazeem, H.; Aertgeerts, B.; Beecher, D.;
Brito, J.P.; et al. Thyroid hormones treatment for subclinical hypothyroidism: A clinical practice guideline. BMJ 2019, 365, l2006.
[CrossRef] [PubMed]

64. Taylor, P.; Bianco, A.C. Urgent need for further research in subclinical hypothyroidism. Nat. Rev. Endocrinol. 2019, 15, 503–504.
[CrossRef] [PubMed]

65. Evron, J.M.; Papaleontiou, M. Decision Making in Subclinical Thyroid Disease. Med. Clin. N. Am. 2021, 105, 1033–1045. [CrossRef]
[PubMed]

66. Cornelli, U.; Belcaro, G.; Recchia, M.; Finco, A. Levothyroxine and lung cancer in females: The importance of oxidative stress.
Reprod. Biol. Endocrinol. 2013, 11, 75. [CrossRef]

67. Sarosiek, K.; Gandhi, A.V.; Saxena, S.; Kang, C.Y.; Chipitsyna, G.I.; Yeo, C.J.; Arafat, H.A. Hypothyroidism in pancreatic cancer:
Role of exogenous thyroid hormone in tumor invasion-preliminary observations. J. Thyroid Res. 2016, 2016, 2454989. [CrossRef]

68. Wu, C.C.; Islam, M.M.; Nguyen, P.A.; Poly, T.N.; Wang, C.H.; Iqbal, U.; Li, Y.J.; Yang, H.C. Risk of cancer in long-term levothyroxine
users: Retrospective population-based study. Cancer Sci. 2021, 112, 2533–2541. [CrossRef]

69. Boursi, B.; Haynes, K.; Mamtani, R.; Yang, Y.X. Thyroid dysfunction, thyroid hormone replacement and colorectal cancer risk. J.
Natl. Cancer Inst. 2015, 107, djv084. [CrossRef]

70. Rennert, G.; Rennert, H.S.; Pinchev, M.; Gruber, S.B. A case-control study of levothyroxine and the risk of colorectal cancer. J. Natl.
Cancer Inst. 2010, 102, 568–572. [CrossRef]

http://doi.org/10.1016/j.ajpath.2013.10.006
http://www.ncbi.nlm.nih.gov/pubmed/24215914
http://doi.org/10.1055/s-0029-1211440
http://doi.org/10.3390/cancers12082134
http://doi.org/10.1146/annurev-cancerbio-030617-050352
http://doi.org/10.1055/a-1022-9874
http://doi.org/10.4158/EP12280.GL
http://doi.org/10.1016/S2213-8587(18)30371-1
http://doi.org/10.1093/emph/eoaa043
http://doi.org/10.1136/bmj.m41
http://www.ncbi.nlm.nih.gov/pubmed/31996347
http://doi.org/10.1056/NEJMra1901214
http://www.ncbi.nlm.nih.gov/pubmed/31433922
http://doi.org/10.3389/fendo.2020.607446
http://www.ncbi.nlm.nih.gov/pubmed/33414765
http://doi.org/10.1159/000339444
http://www.ncbi.nlm.nih.gov/pubmed/24782999
http://doi.org/10.1089/thy.2020.0720
http://doi.org/10.1210/clinem/dgaa430
http://doi.org/10.5812/ijem.100870
http://doi.org/10.3390/medicina56010040
http://doi.org/10.1089/thy.2019.0494
http://doi.org/10.1136/bmj.l2006
http://www.ncbi.nlm.nih.gov/pubmed/31088853
http://doi.org/10.1038/s41574-019-0239-x
http://www.ncbi.nlm.nih.gov/pubmed/31300726
http://doi.org/10.1016/j.mcna.2021.05.014
http://www.ncbi.nlm.nih.gov/pubmed/34688413
http://doi.org/10.1186/1477-7827-11-75
http://doi.org/10.1155/2016/2454989
http://doi.org/10.1111/cas.14908
http://doi.org/10.1093/jnci/djv084
http://doi.org/10.1093/jnci/djq042


J. Clin. Med. 2022, 11, 3417 27 of 30

71. Friedman, G.D.; Schwalbe, J.S.; Habel, L.A. Re: A case-control study of levothyroxine and the risk of colorectal cancer. J. Natl.
Cancer Inst. 2011, 103, 1637–1639. [CrossRef]

72. Søgaard, M.; Farkas, D.K.; Ehrenstein, V.; Jørgensen, J.O.; Dekkers, O.M.; Sørensen, H.T. Hypothyroidism and hyperthyroidism
and breast cancer risk: A nationwide cohort study. Eur. J. Endocrinol. 2016, 174, 409–414. [CrossRef]

73. Kim, E.Y.; Chang, Y.; Lee, K.H.; Yun, J.S.; Park, Y.L.; Park, C.H.; Ahn, J.; Shin, H.; Ryu, S. Serum concentration of thyroid hormones
in abnormal and euthyroid ranges and breast cancer risk: A cohort study. Int. J. Cancer 2019, 145, 3257–3266. [CrossRef] [PubMed]

74. Chen, S.; Wu, F.; Hai, R.; You, Q.; Xie, L.; Shu, L.; Zhou, X. Thyroid disease is associated with an increased risk of breast cancer: A
systematic review and meta-analysis. Gland Surg. 2021, 10, 336–346. [CrossRef] [PubMed]

75. Weng, C.H.; Okawa, E.R.; Roberts, M.B.; Park, S.K.; Umbricht, C.B.; Manson, J.E.; Eaton, C.B. Breast Cancer Risk in Post-
menopausal Women with Medical History of Thyroid Disorder in the Women’s Health Initiative. Thyroid 2020, 30, 519–530.
[CrossRef] [PubMed]

76. Chan, Y.X.; Knuiman, M.W.; Divitini, M.L.; Brown, S.J.; Walsh, J.; Yeap, B.B. Lower TSH and higher free thyroxine predict
incidence of prostate but not breast, colorectal or lung cancer. Eur. J. Endocrinol. 2017, 177, 297–308. [CrossRef] [PubMed]

77. Mondul, A.M.; Weinstein, S.J.; Bosworth, T.; Remaley, A.T.; Virtamo, J.; Albanes, D. Circulating thyroxine, thyroid-stimulating
hormone, and hypothyroid status and the risk of prostate cancer. PLoS ONE 2012, 7, e47730. [CrossRef] [PubMed]

78. Kang, J.H.; Kueck, A.S.; Stevens, R.; Curhan, G.; De Vivo, I.; Rosner, B.; Alexander, E.; Tworoger, S.S. A large cohort study of
hypothyroidism and hyperthyroidism in relation to gynecologic cancers. Obstet. Gynecol. Int. 2013, 2013, 743721. [CrossRef]
[PubMed]

79. L’Heureux, A.; Wieland, D.R.; Weng, C.-H.; Chen, Y.-H.; Lin, C.-H.; Lin, T.-H. Association between Thyroid Disorders and
Colorectal Cancer Risk in Adult Patients in Taiwan. JAMA Netw. Open 2019, 2, e193755. [CrossRef]

80. Wang, B.; Lu, Z.; Huang, Y.; Li, R.; Lin, T. Does hypothyroidism increase the risk of breast cancer: Evidence from a meta-analysis.
BMC Cancer 2020, 20, 733. [CrossRef]

81. Chan, Y.X.; Alfonso, H.; Chubb, S.A.; Fegan, P.G.; Hankey, G.J.; Golledge, J.; Flicker, L.; Yeap, B.B. Higher thyrotropin concentration
is associated with increased incidence of colorectal cancer in older men. Clin. Endocrinol. 2017, 86, 278–285. [CrossRef]

82. Mu, G.; Mu, X.; Xing, H.; Xu, R.; Sun, G.; Dong, C.; Pan, Q.; Xu, C. Subclinical hypothyroidism as an independent risk factor for
colorectal neoplasm. Clin. Res. Hepatol. Gastroenterol. 2015, 39, 261–266. [CrossRef]

83. Hassan, M.M.; Kaseb, A.; Li, D.; Patt, Y.Z.; Vauthey, J.N.; Thomas, M.B.; Curley, S.A.; Spitz, M.R.; Sherman, S.I.; Abdalla, E.K.; et al.
Association between hypothyroidism and hepatocellular carcinoma: A case-control study in the United States. Hepatology 2009,
49, 1563–1570. [CrossRef] [PubMed]

84. Reddy, A.; Dash, C.; Leerapun, A.; Mettler, T.A.; Stadheim, L.M.; Lazaridis, K.N.; Roberts, R.; Roberts, L.R. Hypothyroidism: A
possible risk factor for liver cancer in patients with no known underlying cause of liver disease. Clin. Gastroenterol. Hepatol. 2007,
5, 118–123. [CrossRef] [PubMed]

85. Qiu, S.; Cao, P.; Guo, Y.; Lu, H.; Hu, Y. Exploring the Causality between Hypothyroidism and Non-alcoholic Fatty Liver: A
Mendelian Randomization Study. Front. Cell Dev. Biol. 2021, 9, 643582. [CrossRef] [PubMed]

86. Kizivat, T.; Maric, I.; Mudri, D.; Curcic, I.B.; Primorac, D.; Smolic, M.J. Hypothyroidism and Nonalcoholic Fatty Liver Disease:
Pathophysiological Associations and Therapeutic Implications. Clin. Transl. Hepatol. 2020, 8, 347–353. [CrossRef]

87. Escudé, A.M.; Pera, G.; Arteaga, I.; Expósito, C.; Rodríguez, L.; Torán, P.; Caballeria, L. Relationship between hypothyroidism and
non-alcoholic fatty liver disease in the Spanish population. Med. Clin. 2020, 154, 347–353.

88. Lee, K.W.; Bang, K.B.; Rhee, E.J.; Kwon, H.J.; Lee, M.Y.; Cho, Y.K. Impact of hypothyroidism on the development of non-alcoholic
fatty liver disease: A 4-year retrospective cohort study. Clin. Mol. Hepatol. 2015, 21, 372–378. [CrossRef]

89. Italian Association for the Study of the Liver (AISF). AISF position paper on nonalcoholic fatty liver disease (NAFLD): Updates
and future directions. Dig. Liver Dis. 2017, 49, 471–483. [CrossRef]

90. Tseng, F.Y.; Lin, W.Y.; Li, C.I.; Li, T.C.; Lin, C.C.; Huang, K.C. Subclinical hypothyroidism is associated with increased risk for
cancer mortality in adult Taiwanese—A 10 years population-based cohort. PLoS ONE 2015, 10, e0122955. [CrossRef]

91. Krashin, E.; Silverman, B.; Steinberg, D.M.; Yekutieli, D.; Giveon, S.; Fabian, O.; Hercbergs, A.; Davis, P.J.; Ellis, M.; Ashur-Fabian,
O. Opposing effects of thyroid hormones on cancer risk: A population-based study. Eur. J. Endocrinol. 2021, 184, 477–486.
[CrossRef]

92. Fang, Y.; Yao, L.; Sun, J.; Yang, R.; Chen, Y.; Tian, J.; Yang, K.; Tian, L. Does thyroid dysfunction increase the risk of breast cancer?
A systematic review and meta-analysis. J. Endocrinol. Investig. 2017, 40, 1035–1047. [CrossRef]

93. Hercbergs, A.H.; Ashur-Fabian, O.; Garfield, D. Thyroid hormones and cancer: Clinical studies of hypothyroidism in oncology.
Curr. Opin. Endocrinol. Diabetes Obes. 2010, 17, 432–436. [CrossRef] [PubMed]

94. Pinter, M.; Haupt, L.; Hucke, F.; Bota, S.; Bucsics, T.; Trauner, M.; Peck-Radosavljevic, M.; Sieghart, W. The impact of thyroid
hormones on patients with hepatocellular carcinoma. PLoS ONE 2017, 12, e0181878. [CrossRef] [PubMed]

95. Hercbergs, A.; Mason, J.; Reddy, C.; Elson, P. Thyroid hormones and lung cancer: Primary hypothyroidism is prognostically
significant for survival in lung cancer. Cancer Res. 2004, 64, 1024.

96. Ashur-Fabian, O.; Blumenthal, D.T.; Bakon, M.; Nass, D.; Davis, P.J.; Hercbergs, A. Long-term response in high-grade optic
glioma treated with medically induced hypothyroidism and carboplatin: A case report and review of the literature. Anticancer
Drugs 2013, 24, 315–323. [CrossRef]

http://doi.org/10.1093/jnci/djr374
http://doi.org/10.1530/EJE-15-0989
http://doi.org/10.1002/ijc.32283
http://www.ncbi.nlm.nih.gov/pubmed/30882890
http://doi.org/10.21037/gs-20-878
http://www.ncbi.nlm.nih.gov/pubmed/33633990
http://doi.org/10.1089/thy.2019.0426
http://www.ncbi.nlm.nih.gov/pubmed/31918623
http://doi.org/10.1530/EJE-17-0197
http://www.ncbi.nlm.nih.gov/pubmed/28684452
http://doi.org/10.1371/journal.pone.0047730
http://www.ncbi.nlm.nih.gov/pubmed/23118893
http://doi.org/10.1155/2013/743721
http://www.ncbi.nlm.nih.gov/pubmed/23956749
http://doi.org/10.1001/jamanetworkopen.2019.3755
http://doi.org/10.1186/s12885-020-07230-4
http://doi.org/10.1111/cen.13271
http://doi.org/10.1016/j.clinre.2014.08.002
http://doi.org/10.1002/hep.22793
http://www.ncbi.nlm.nih.gov/pubmed/19399911
http://doi.org/10.1016/j.cgh.2006.07.011
http://www.ncbi.nlm.nih.gov/pubmed/17008133
http://doi.org/10.3389/fcell.2021.643582
http://www.ncbi.nlm.nih.gov/pubmed/33791302
http://doi.org/10.14218/JCTH.2020.00027
http://doi.org/10.3350/cmh.2015.21.4.372
http://doi.org/10.1016/j.dld.2017.01.147
http://doi.org/10.1371/journal.pone.0122955
http://doi.org/10.1530/EJE-20-1123
http://doi.org/10.1007/s40618-017-0679-x
http://doi.org/10.1097/MED.0b013e32833d9710
http://www.ncbi.nlm.nih.gov/pubmed/20689420
http://doi.org/10.1371/journal.pone.0181878
http://www.ncbi.nlm.nih.gov/pubmed/28771610
http://doi.org/10.1097/CAD.0b013e32835c7a47


J. Clin. Med. 2022, 11, 3417 28 of 30

97. Hercbergs, A.A.; Goyal, L.K.; Suh, J.H.; Lee, S.; Reddy, C.A.; Cohen, B.H.; Stevens, G.H.; Reddy, S.K.; Peereboom, D.M.;
Elson, P.J.; et al. Propylthiouracil-induced chemical hypothyroidism with high-dose tamoxifen prolongs survival in recurrent
high grade glioma: A phase I/II study. Anticancer Res. 2003, 23, 617–626.

98. Hercbergs, A.; Johnson, R.E.; Ashur-Fabian, O.; Garfield, D.H.; Davis, P.J. Medically induced euthyroid hypothyroxinemia may
extend survival in compassionate need cancer patients: An observational study. Oncologist 2015, 20, 72–76. [CrossRef]

99. Rodríguez-Molinero, A.; Hercbergs, A.; Sarrias, M.; Yuste, A. Plasma 3,3′,5-Triiodo-L-thyronine [T3] level mirrors changes in
tumor markers in two cases of metastatic cancer of the breast and pancreas treated with exogenous L-T3. Cancer Biomark. 2018, 21,
433–438. [CrossRef]

100. Barr, C.E.; Njoku, K.; Hotchkies, L.; Ryan, N.; Wan, Y.L.; Davies, D.A.; Razvi, S.; Crosbie, E.J. Does Clinical and Biochemical
Thyroid Dysfunction Impact on Endometrial Cancer Survival Outcomes? A Prospective Database Study. Cancers 2021, 13, 5444.
[CrossRef]

101. Berghoff, A.S.; Wippel, C.; Starzer, A.M.; Ballarini, N.; Wolpert, F.; Bergen, E.; Wolf, P.; Steindl, A.; Widhalm, G.;
Gatterbauer, B.; et al. Hypothyroidism correlates with favourable survival prognosis in patients with brain metastatic
cancer. Eur. J. Cancer 2020, 135, 150–158. [CrossRef]

102. Hou, J.; Xiong, S.S.; Huang, Z.Q.; Cai, X.D. Decelerated tumor growth due to hypothyroidism with prolongation of survival in a
patient with lung adenocarcinoma: A case report. J. Int. Med. Res. 2020, 48, 300060519885302. [CrossRef]

103. Zhang, Y.; Chang, Y.; Ryu, S.; Cho, J.; Lee, W.Y.; Rhee, E.J.; Kwon, M.J.; Pastor-Barriuso, R.; Rampal, S.; Han, W.K.; et al. Thyroid
hormones and mortality risk in euthyroid individuals: The Kangbuk Samsung health study. J. Clin. Endocrinol. Metab. 2014, 99,
2467–2476. [CrossRef] [PubMed]

104. Seebacher, V.; Hofstetter, G.; Polterauer, S.; Reinthaller, A.; Grimm, C.; Schwameis, R.; Taucher, S.; Wagener, A.; Marth, C.;
Concin, N. Does thyroid-stimulating hormone influence the prognosis of patients with endometrial cancer? A multicentre trial.
Br. J. Cancer. 2013, 109, 215–218. [CrossRef] [PubMed]

105. Yu, L.; Liu, X.; Jiang, Y.; Wang, X.; Wang, X.; Yang, Z. Use of a Novel Thyroid-Stimulating Hormone Model for Predicting the
Progression of Hepatocellular Carcinoma. Onco Targets Ther. 2020, 13, 11421–11431. [CrossRef] [PubMed]

106. Gómez-Izquierdo, J.; Filion, K.B.; Boivin, J.F.; Azoulay, L.; Pollak, M.; Yu, O.H.Y. Subclinical hypothyroidism and the risk of cancer
incidence and cancer mortality: A systematic review. BMC Endocr. Disord. 2020, 20, 83. [CrossRef] [PubMed]

107. Waring, A.C.; Harrison, S.; Samuels, M.H.; Ensrud, K.E.; LeBLanc, E.S.; Hoffman, A.R.; Orwoll, E.; Fink, H.A.; Barrett-Connor, E.;
Bauer, D.C.; et al. Thyroid function and mortality in older men: A prospective study. J Clin. Endocrinol. Metab. 2012, 97, 862–870.
[CrossRef]

108. Journy, N.M.Y.; Bernier, M.O.; Doody, M.M.; Alexander, B.H.; Linet, M.S.; Kitahara, C.M. Hyperthyroidism, Hypothyroidism, and
Cause-Specific Mortality in a Large Cohort of Women. Thyroid 2017, 27, 1001–1010. [CrossRef]

109. Tosovic, A.; Bondeson, A.G.; Bondeson, L.; Ericsson, U.B.; Manjer, J. T3 levels in relation to prognostic factors in breast cancer: A
population-based prospective cohort study. BMC Cancer 2014, 14, 536. [CrossRef]

110. Villa, N.M.; Li, N.; Yeh, M.W.; Hurvitz, S.A.; Dawson, N.A.; Leung, A.M. Serum Thyrotropin Concentrations are not Predictive of
Aggressive Breast Cancer Biology in Euthyroid Individuals. Endocr. Pract. 2015, 21, 1040–1045. [CrossRef]

111. Falstie-Jensen, A.M.; Kjærsgaard, A.; Lorenzen, E.L.; Jensen, J.D.; Reinertsen, K.V.; Dekkers, O.M.; Ewertz, M.; Cronin-Fenton, D.P.
Hypothyroidism and the risk of breast cancer recurrence and all-cause mortality—A Danish population-based study. Breast
Cancer Res. 2019, 21, 44. [CrossRef]

112. Patil, V.M.; Noronha, V.; Joshi, A.; Bhattacharjee, A.; Goel, A.; Talreja, V.; Chandrasekharan, A.; Pande, N.; Mandal, T.; Ramaswamy,
A.; et al. Influence of hypothyroidism after chemoradiation on outcomes in head and neck cancer. Clin. Oncol. 2018, 30, 675.
[CrossRef]

113. Osorio, J.C.; Ni, A.; Chaft, J.E.; Pollina, R.; Kasler, M.K.; Stephens, D.; Rodriguez, C.; Cambridge, L.; Rizvi, H.; Wolchok, J.D.; et al.
Antibody-mediated thyroid dysfunction during T-cell checkpoint blockade in patients with non-small-cell lung cancer. Ann.
Oncol. 2017, 28, 583–589. [CrossRef] [PubMed]

114. Thuillier, P.; Joly, C.; Alavi, Z.; Crouzeix, G.; Descourt, R.; Quere, G.; Kerlan, V.; Roudaut, N. Thyroid dysfunction induced by
immune checkpoint inhibitors is associated with a better progression-free survival and overall survival in non-small cell lung
cancer: An original cohort study. Cancer Immunol. Immunother. 2021, 70, 2023–2033. [CrossRef] [PubMed]

115. Funazo, T.Y.; Nomizo, T.; Ozasa, H.; Tsuji, T.; Yasuda, Y.; Yoshida, H.; Sakamori, Y.; Nagai, H.; Hirai, T.; Kim, Y.H. Clinical impact
of low serum free T4 in patients with non-small cell lung cancer treated with nivolumab. Sci. Rep. 2019, 9, 17085. [CrossRef]
[PubMed]

116. Sbardella, E.; Tenuta, M.; Sirgiovanni, G.; Gianfrilli, D.; Pozza, C.; Venneri, M.A.; Cortesi, E.; Marchetti, P.; Lenzi, A.;
Gelibter, A.J.; et al. Thyroid disorders in programmed death 1 inhibitor-treated patients: Is previous therapy with tyrosine
kinase inhibitors a predisposing factor? Clin. Endocrinol. 2020, 92, 258–265. [CrossRef] [PubMed]

117. Deligiorgi, M.V.; Sagredou, S.; Vakkas, L.; Trafalis, D.T. The Continuum of Thyroid Disorders Related to Immune Checkpoint
Inhibitors: Still Many Pending Queries. Cancers 2021, 13, 5277. [CrossRef]

118. Nearchou, A.; Valachis, A.; Lind, P.; Akre, O.; Sandström, P. Acquired Hypothyroidism as a Predictive Marker of Outcome in
Patients with Metastatic Renal Cell Carcinoma Treated with Tyrosine Kinase Inhibitors: A Literature-Based Meta-Analysis. Clin.
Genitourin. Cancer 2015, 13, 280–286. [CrossRef]

http://doi.org/10.1634/theoncologist.2014-0308
http://doi.org/10.3233/CBM-170668
http://doi.org/10.3390/cancers13215444
http://doi.org/10.1016/j.ejca.2020.05.011
http://doi.org/10.1177/0300060519885302
http://doi.org/10.1210/jc.2013-3832
http://www.ncbi.nlm.nih.gov/pubmed/24708095
http://doi.org/10.1038/bjc.2013.282
http://www.ncbi.nlm.nih.gov/pubmed/23764750
http://doi.org/10.2147/OTT.S275304
http://www.ncbi.nlm.nih.gov/pubmed/33192075
http://doi.org/10.1186/s12902-020-00566-9
http://www.ncbi.nlm.nih.gov/pubmed/32517676
http://doi.org/10.1210/jc.2011-2684
http://doi.org/10.1089/thy.2017.0063
http://doi.org/10.1186/1471-2407-14-536
http://doi.org/10.4158/EP15733.OR
http://doi.org/10.1186/s13058-019-1122-3
http://doi.org/10.1016/j.clon.2018.07.002
http://doi.org/10.1093/annonc/mdw640
http://www.ncbi.nlm.nih.gov/pubmed/27998967
http://doi.org/10.1007/s00262-020-02802-6
http://www.ncbi.nlm.nih.gov/pubmed/33423089
http://doi.org/10.1038/s41598-019-53327-7
http://www.ncbi.nlm.nih.gov/pubmed/31745135
http://doi.org/10.1111/cen.14135
http://www.ncbi.nlm.nih.gov/pubmed/31788837
http://doi.org/10.3390/cancers13215277
http://doi.org/10.1016/j.clgc.2014.10.002


J. Clin. Med. 2022, 11, 3417 29 of 30

119. Soni, S.; Rastogi, A.; Prasad, K.T.; Behera, D.; Singh, N. Thyroid dysfunction in non-small cell lung cancer patients treated with
epidermal growth factor receptor and anaplastic lymphoma kinase inhibitors: Results of a prospective cohort. Lung Cancer 2021,
151, 16–19. [CrossRef]

120. Bilen, M.A.; Patel, A.; Hess, K.R.; Munoz, J.; Busaidy, N.L.; Wheler, J.J.; Janku, F.; Falchook, G.S.; Hong, D.S.; Meric-Bernstam, F.;
et al. Association between new-onset hypothyroidism and clinical response in patients treated with tyrosine kinase inhibitor
therapy in phase I clinical trials. Cancer Chemother. Pharmacol. 2016, 78, 167–171. [CrossRef]

121. Si, X.; Zhang, L.; Wang, H.; Zhang, X.; Wang, M.; Han, B.; Li, K.; Wang, Q.; Shi, J.; Wang, Z.; et al. Management of anlotinib-related
adverse events in patients with advanced non-small cell lung cancer: Experiences in ALTER-0303. Thorac. Cancer 2019, 10,
551–556. [CrossRef]

122. Schirripa, M.; Dochy, E.; Fassan, M.; Ziranu, P.; Puzzoni, M.; Scartozzi, M.; Alberti, G.; Lonardi, S.; Zagonel, V.; Monzani, F.; et al.
Thyroid hormones ratio is a major prognostic marker in advanced metastatic colorectal cancer: Results from the phase III
randomised CORRECT trial. Eur. J. Cancer 2020, 133, 66–73.

123. Curti, B.; Daniels, G.A.; McDermott, D.F.; Clark, J.I.; Kaufman, H.L.; Logan, T.F.; Singh, J.; Kaur, M.; Luna, T.L.; Gregory, N.; et al.
Improved survival and tumor control with Interleukin-2 is associated with the development of immune-related adverse events:
Data from the PROCLAIMSM registry. J. Immunother. Cancer 2017, 5, 102. [CrossRef] [PubMed]

124. Shao, W.; Kuhn, C.; Mayr, D.; Ditsch, N.; Kailuweit, M.; Wolf, V.; Harbeck, N.; Mahner, S.; Jeschke, U.; Cavaillès, V.; et al.
Cytoplasmic and Nuclear Forms of Thyroid Hormone Receptor β1 Are Inversely Associated with Survival in Primary Breast
Cancer. Int. J. Mol. Sci. 2020, 21, 330. [CrossRef] [PubMed]

125. Frau, C.; Loi, R.; Petrelli, A.; Perra, A.; Menegon, S.; Kowalik, M.A.; Pinna, S.; Leoni, V.P.; Fornari, F.; Gramantieri, L.; et al. Local
hypothyroidism favors the progression of preneoplastic lesions to hepatocellular carcinoma in rats. Hepatology 2015, 61, 249–259.
[CrossRef] [PubMed]

126. Chung, I.H.; Chen, C.Y.; Lin, Y.H.; Chi, H.C.; Huang, Y.H.; Tai, P.J.; Liao, C.J.; Tsai, C.Y.; Lin, S.L.; Wu, M.H.; et al. Thyroid
hormone-mediated regulation of lipocalin 2 through the Met/FAK pathway in liver cancer. Oncotarget 2015, 6, 15050–15064.
[CrossRef] [PubMed]

127. Zehni, A.Z.; Batz, F.; Vattai, A.; Kaltofen, T.; Schrader, S.; Jacob, S.N.; Mumm, J.N.; Heidegger, H.H.; Ditsch, N.; Mahner, S.; et al.
The Prognostic Impact of Retinoid X Receptor and Thyroid Hormone Receptor alpha in Unifocal vs. Multifocal/Multicentric
Breast Cancer. Int. J. Mol. Sci. 2021, 22, 957. [CrossRef]

128. Brandt, J.; Borgquist, S.; Almgren, P.; Försti, A.; Huss, L.; Melander, O.; Manjer, J. Thyroid-associated genetic polymorphisms in
relation to breast cancer risk in the Malmö Diet and Cancer Study. Int. J. Cancer 2018, 142, 1309–1321. [CrossRef]

129. Moriggi, G.; Verga Falzacappa, C.; Mangialardo, C.; Michienzi, S.; Stigliano, A.; Brunetti, E.; Toscano, V.; Misiti, S. Thyroid
hormones (T3 and T4): Dual effect on human cancer cell proliferation. Anticancer Res. 2011, 31, 89–96.

130. Schiera, G.; Di Liegro, C.M.; Di Liegro, I. Involvement of Thyroid Hormones in Brain Development and Cancer. Cancers 2021, 13,
2693. [CrossRef]

131. Metabolomics of Thyroid Hormones (MATcH). Available online: https://clinicaltrials.gov/ct2/show/NCT03823859 (accessed on
14 September 2021).

132. Dobrinja, C.; Scomersi, S.; Giudici, F.; Vallon, G.; Lanzaro, A.; Troian, M.; Bonazza, D.; Romano, A.; Zanconati, F.;
de Manzini, N.; et al. Association between benign thyroid disease and breast cancer: A single center experience. BMC Endocr.
Disord. 2019, 19, 104. [CrossRef]

133. Rappaport, J. Changes in Dietary Iodine Explains Increasing Incidence of Breast Cancer with Distant Involvement in Young
Women. J. Cancer 2017, 8, 174–177. [CrossRef]

134. Shinkov, A.; Borissova, A.M.; Kovatcheva, R.; Atanassova, I.; Vlahov, J.; Dakovska, L. The prevalence of the metabolic syndrome
increases through the quartiles of thyroid stimulating hormone in a population-based sample of euthyroid subjects. Arq. Bras.
Endocrinol. Metabol. 2014, 58, 926–932. [CrossRef] [PubMed]

135. Esposito, K.; Chiodini, P.; Colao, A.; Lenzi, A.; Giugliano, D. Metabolic syndrome and risk of cancer: A systematic review and
meta-analysis. Diabetes Care 2012, 35, 2402–2411. [CrossRef] [PubMed]

136. Cestari, S.H.; Figueiredo, N.B.; Conde, S.J.; Clara, S.; Katayama, M.L.; Padovani, C.R.; Brentani, M.M.; Nogueira, C.R. Influence of
estradiol and triiodothyronine on breast cancer cell lines proliferation and expression of estrogen and thyroid hormone receptors.
Arq. Bras. Endocrinol. Metabol. 2009, 53, 859–864. [CrossRef]

137. Sar, P.; Peter, R.; Rath, B.; Das Mohapatra, A.; Mishra, S.K. 3,3′5 triiodo L thyronine induces apoptosis in human breast cancer
MCF-7cells, repressing SMP30 expression through negative thyroid response elements. PLoS ONE 2011, 6, e20861. [CrossRef]
[PubMed]

138. Zhou, X.; Du, J.; Wang, H.; Chen, C.; Jiao, L.; Cheng, X.; Zhou, X.; Chen, S.; Gou, S.; Zhao, W.; et al. Repositioning liothyronine
for cancer immunotherapy by blocking the interaction of immune checkpoint TIGIT/PVR. Cell Commun. Signal. 2020, 18, 142.
[CrossRef] [PubMed]

139. Jin, H.S.; Park, Y. Hitting the complexity of the TIGIT-CD96-CD112R-CD226 axis for next-generation cancer immunotherapy.
BMB Rep. 2021, 54, 2–11. [CrossRef]

140. Han, Y.; Zhu, L.; Wu, W.; Zhang, H.; Hu, W.; Dai, L.; Yang, Y. Small Molecular Immune Modulators as Anticancer Agents. Adv.
Exp. Med. Biol. 2020, 1248, 547–618.

http://doi.org/10.1016/j.lungcan.2020.11.007
http://doi.org/10.1007/s00280-016-3073-z
http://doi.org/10.1111/1759-7714.12977
http://doi.org/10.1186/s40425-017-0307-5
http://www.ncbi.nlm.nih.gov/pubmed/29254506
http://doi.org/10.3390/ijms21010330
http://www.ncbi.nlm.nih.gov/pubmed/31947762
http://doi.org/10.1002/hep.27399
http://www.ncbi.nlm.nih.gov/pubmed/25156012
http://doi.org/10.18632/oncotarget.3670
http://www.ncbi.nlm.nih.gov/pubmed/25940797
http://doi.org/10.3390/ijms22020957
http://doi.org/10.1002/ijc.31156
http://doi.org/10.3390/cancers13112693
https://clinicaltrials.gov/ct2/show/NCT03823859
http://doi.org/10.1186/s12902-019-0426-8
http://doi.org/10.7150/jca.17835
http://doi.org/10.1590/0004-2730000003538
http://www.ncbi.nlm.nih.gov/pubmed/25627048
http://doi.org/10.2337/dc12-0336
http://www.ncbi.nlm.nih.gov/pubmed/23093685
http://doi.org/10.1590/S0004-27302009000700010
http://doi.org/10.1371/journal.pone.0020861
http://www.ncbi.nlm.nih.gov/pubmed/21687737
http://doi.org/10.1186/s12964-020-00638-2
http://www.ncbi.nlm.nih.gov/pubmed/32894141
http://doi.org/10.5483/BMBRep.2021.54.1.229


J. Clin. Med. 2022, 11, 3417 30 of 30

141. Calmeiro, J.; Carrascal, M.A.; Tavares, A.R.; Ferreira, D.A.; Gomes, C.; Falcão, A.; Cruz, M.T.; Neves, B.M. Dendritic Cell Vaccines
for Cancer Immunotherapy: The Role of Human Conventional Type 1 Dendritic Cells. Pharmaceutics 2020, 12, 158. [CrossRef]

142. Chen, C.Y.; Chung, I.H.; Tsai, M.M.; Tseng, Y.H.; Chi, H.C.; Tsai, C.Y.; Lin, Y.H.; Wang, Y.C.; Chen, C.P.; Wu, T.I.; et al. Thyroid
hormone enhanced human hepatoma cell motility involves brain-specific serine protease 4 activation via ERK signaling. Mol.
Cancer 2014, 13, 162. [CrossRef]

143. Gnoni, G.V.; Rochira, A.; Leone, A.; Damiano, F.; Marsigliante, S.; Siculella, L. 3,5,3′ triiodo-L-thyronine induces SREBP-1
expression by non-genomic actions in human HEP G2 cells. J. Cell Physiol. 2012, 227, 2388–2397. [CrossRef]

144. Lin, Y.H.; Liao, C.J.; Huang, Y.H.; Wu, M.H.; Chi, H.C.; Wu, S.M.; Chen, C.Y.; Tseng, Y.H.; Tsai, C.Y.; Chung, I.H.; et al. Thyroid
hormone receptor represses miR-17 expression to enhance tumor metastasis in human hepatoma cells. Oncogene 2013, 32,
4509–4518. [CrossRef] [PubMed]

145. Davis, P.J.; Davis, F.B.; Mousa, S.A.; Luidens, M.K.; Lin, H.Y. Membrane receptor for thyroid hormone: Physiologic and
pharmacologic implications. Annu. Rev. Pharmacol. Toxicol. 2011, 51, 99–115. [CrossRef] [PubMed]

146. Davis, P.J.; Mousa, S.A.; Lin, H.Y. Nongenomic Actions of Thyroid Hormone: The Integrin Component. Physiol. Rev. 2021, 101,
319–352. [CrossRef] [PubMed]

147. Huang, T.Y.; Chang, T.C.; Chin, Y.T.; Pan, Y.S.; Chang, W.J.; Liu, F.C.; Hastuti, E.D.; Chiu, S.J.; Wang, S.H.; Changou, C.A.; et al.
NDAT Targets PI3K-Mediated PD-L1 Upregulation to Reduce Proliferation in Gefitinib-Resistant Colorectal Cancer. Cells 2020, 9,
1830. [CrossRef]

148. Ashur-Fabian, O.; Zloto, O.; Fabian, I.; Tsarfaty, G.; Ellis, M.; Steinberg, D.M.; Hercbergs, A.; Davis, P.J.; Fabian, I.D. Tetrac Delayed
the Onset of Ocular Melanoma in an Orthotopic Mouse Model. Front. Endocrinol. 2019, 9, 775. [CrossRef]

149. Yang, Y.; Ko, P.J.; Pan, Y.S.; Lin, H.Y.; Whang-Peng, J.; Davis, P.J.; Wang, K. Role of thyroid hormone-integrin αvβ3-signal and
therapeutic strategies in colorectal cancers. J. Biomed. Sci. 2021, 28, 24. [CrossRef]

150. Leith, J.T.; Mousa, S.A.; Hercbergs, A.; Lin, H.Y.; Davis, P.J. Radioresistance of cancer cells, integrin αvβ3 and thyroid hormone.
Oncotarget 2018, 9, 37069–37075. [CrossRef]

151. Davis, P.J.; Glinsky, G.V.; Lin, H.Y.; Leith, J.T.; Hercbergs, A.; Tang, H.Y.; Ashur-Fabian, O.; Incerpi, S.; Mousa, S.A. Cancer Cell
Gene Expression Modulated from Plasma Membrane Integrin αvβ3 by Thyroid Hormone and Nanoparticulate Tetrac. Front.
Endocrinol. 2015, 5, 240. [CrossRef]

152. Chu, Y.D.; Yeh, C.T. The Molecular Function and Clinical Role of Thyroid Stimulating Hormone Receptor in Cancer Cells. Cells
2020, 9, 1730. [CrossRef]

153. Rowe, C.W.; Paul, J.W.; Gedye, C.; Tolosa, J.M.; Bendinelli, C.; McGrath, S.; Smith, R. Targeting the TSH receptor in thyroid cancer.
Endocr. Relat. Cancer 2017, 24, R191–R202. [CrossRef]

154. Columbano, A.; Chiellini, G.; Kowalik, M.A. GC-1: A Thyromimetic with Multiple Therapeutic Applications in Liver Disease.
Gene Expr. 2017, 17, 265–275. [CrossRef] [PubMed]

155. Saponaro, F.; Sestito, S.; Runfola, M.; Rapposelli, S.; Chiellini, G. Selective Thyroid Hormone Receptor-Beta (TRβ) Agonists: New
Perspectives for the Treatment of Metabolic and Neurodegenerative Disorders. Front. Med. 2020, 7, 331. [CrossRef] [PubMed]

156. Köhrle, J. The Colorful Diversity of Thyroid Hormone Metabolites. Eur. Thyroid J. 2019, 8, 115–129. [CrossRef] [PubMed]

http://doi.org/10.3390/pharmaceutics12020158
http://doi.org/10.1186/1476-4598-13-162
http://doi.org/10.1002/jcp.22974
http://doi.org/10.1038/onc.2013.309
http://www.ncbi.nlm.nih.gov/pubmed/23912452
http://doi.org/10.1146/annurev-pharmtox-010510-100512
http://www.ncbi.nlm.nih.gov/pubmed/20868274
http://doi.org/10.1152/physrev.00038.2019
http://www.ncbi.nlm.nih.gov/pubmed/32584192
http://doi.org/10.3390/cells9081830
http://doi.org/10.3389/fendo.2018.00775
http://doi.org/10.1186/s12929-021-00719-5
http://doi.org/10.18632/oncotarget.26434
http://doi.org/10.3389/fendo.2014.00240
http://doi.org/10.3390/cells9071730
http://doi.org/10.1530/ERC-17-0010
http://doi.org/10.3727/105221617X14968563796227
http://www.ncbi.nlm.nih.gov/pubmed/28635586
http://doi.org/10.3389/fmed.2020.00331
http://www.ncbi.nlm.nih.gov/pubmed/32733906
http://doi.org/10.1159/000497141
http://www.ncbi.nlm.nih.gov/pubmed/31259154

	Introduction 
	Methods 
	Molecular Aspects of the Implication of THs in Cancer as the Rationale for the Clinical Relevance of Hypothyroidism in Cancer Patients 
	Diagnosis of Hypothyroidism in Patients with Solid Non-Thyroid Cancer 
	Treatment of Hypothyroidism in Patients with Solid Non-Thyroid Cancer 
	Clinical Data on Hypothyroidism as a Potential Predictive Factor for Solid Non-Thyroid Cancer 
	Clinical Data Indicating an Association between Hypothyroidism or TSH Levels near the Upper Normal Range and a Decreased Risk of Solid Non-Thyroid Cancer 
	Clinical Data Indicating an Association between Hypothyroidism and an Increased Risk of Solid Non-Thyroid Cancer 
	Clinical Data Indicating the Opposing Effects of THs on the Risk of Solid Non-Thyroid Cancer or No Significant Association between Hypothyroidism and the Risk of Solid Non-Thyroid Cancer 

	Clinical Data on Hypothyroidism as a Potential Prognostic Factor for Solid Non-Thyroid Cancer 
	Clinical Data Indicating an Association between Hypothyroidism and a Favorable Prognosis for Solid Non-Thyroid Cancer 
	Clinical Data Indicating an Association between Hypothyroidism or Decreased THs Levels and an Unfavorable Prognosis of Solid Non-Thyroid Cancer 
	Clinical Data Indicating the Absence of a Significant Association between Hypothyroidism, THs Levels, or TSH Levels and the Prognosis of Solid Non-Thyroid Cancer 

	Clinical Data Indicating an Association between Hypothyroidism Induced by Anticancer Treatment and Favorable Prognoses 
	Harnessing Hypothyroidism in the Treatment of Solid Non-Thyroid Cancer: Current Challenges and Future Perspectives for a Personalized Approach 
	Conclusions 
	References

