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MTHFR gene polymorphisms in
hypothyroidism and hyperthyroidism
among Jordanian females
Diala W. Abu-Hassan1, Abdullah N. Alhouri2, Nadera A. Altork2, Zakaria W.
Shkoukani2, Tamer Salhab Altamimi2, Omar M. Alqaisi2, Baha Mustafa2

ABSTRACT
Objective: Methylenetetrahydrofolate reductase (MTHFR) is involved in DNA methylation that
is associated with autoimmune pathology. We investigated the association between MTHFR
genetic polymorphisms at g.677C>T and g.1298A>C and their haplotypes, and the risk of thyroid
dysfunction among Jordanian females. Subjects and methods: A case-control study involving
98 hypothyroidism cases, 66 hyperthyroidism cases and 100 controls was conducted. Polymerase
chain reaction/restriction fragment length polymorphism technique was performed to determine
genotypes. Statistical analysis using SPSS software was performed. Results: Genetic analysis
showed a significant difference in genotype frequency of g.1298A>C between cases, and controls
[hypothyroidism: AA (45.9%), AC (37.8%), CC (16.3%); hyperthyroidism: AA (9.1%), AC (69.7%), CC
(21.2%); controls: AA (37.8%), AC (29.6%), CC (32.7%); CChypo vs. AAhypo: 2.55, 95% CI: (1.18-5.52); OR
at least on Chypo: 1.79, 95% CI: (1.07-2.99)]; CChyper vs. AAhyper: 4.01, 95% CI: (1.79-9.01); OR at least on
Chyper: 0.18, 95% CI: (0.07-0.48)]. There was no significant difference in genotype frequency of g.677C>T
between cases and controls [hypothyroidism: CC (50.0%), CT (32.7%), TT (17.3%); hyperthyroidism:
CC (77.3%), CT (15.2%), TT (7.6%); controls: CC (55.6%), CT (32.3%), TT (12.1%)]. There was a
significant difference of MTHFR haplotypes among hypothyroidism cases and controls. TA and CC
had a lower hypothyroidism risk whereas; TC showed a higher risk. Conclusions: g.1298A>C genetic
polymorphism of MTHFR may modulate the risk of thyroid disease. CC, TA, and TC haplotypes affect
the risk of hypothyroidism. Larger samples should be included in the future to verify the role of
MTHFR polymorphisms in thyroid diseases.
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INTRODUCTION

H

ypothyroidism is a common health problem with
a worldwide annual incidence of 1.5 cases per
1,000 individuals (1,2). It occurs more often in females,
with an incidence around 10-15 times higher than in
males (1,2). In the United States, it has been estimated
to occur in 3.5 per 1,000 women and 0.8 per 1,000
men yearly (3,4). In Jordan, the overall prevalence of
thyroid disease is 12.5% (5). The worldwide prevalence
of congenital hypothyroidism is 1:4,000, while in
Jordan it is 1:1,719 (6). Hypothyroidism during
pregnancy has been associated with gestational diabetes,
premature deliveries, offspring with low intelligence,
risk of peripartum death, and a higher risk of spinal
cord malformations (e.g., spina bifida) and Down’s
syndrome (7-9). Since the majority of those affected
by Hashimoto’s auto-immune thyroiditis are females of
child-bearing age, they are more inclined to experience
these complications.
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DNA methylation has been shown to influence
gene expression in several studies (10). As an
epigenetic change, DNA methylation regulates several
biological events, including embryonic development,
transcriptional regulation, chromatin modification,
X-chromosome inactivation, and genomic imprinting
(11). Changes in DNA methylation patterns have been
correlated with tumorigenesis and autoimmune disease
development (12).
The
methylenetetrahydrofolate
reductase
(MTHFR) enzyme catalyzes the conversion
of
5,
10-methylenetetrahydrofolate
to
5-methyltetrahydrofolate. As the primary circulatory
form of folate, 5-methyltetrahydrofolate is utilized to
supply methyl groups in several methylation reactions.
MTHFR contributes to the hypermethylation
of genomic DNA (13,14). The resulting DNA
hypermethylation may affect genes that influence the
risk of autoimmune thyroid diseases (AITD), leading to
1
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pathological changes in thyroid gland function. The two
most common genetic polymorphisms of the MTHFR
gene worldwide are the g.677C>T and g.1298A>C
variants, with the g.677C>T variant being present
in 24% of the healthy Jordanian population (15). In
genetically isolated groups in Jordan, such as Chechens
and Circassians, the prevalence of the g.677C>T
polymorphism is 27.5% and 50%, respectively (16).
The MTHFR +677C/T polymorphism (rs1801133)
results in an alanine (C)-to-valine (T) substitution and
reduces the enzymatic activity of MTHFR (17,18).
The MTHFR +1298A/C polymorphism (rs1801131)
results in a glutamic acid (A)-to-alanine (C) substitution
leading to a significant decrease of MTHFR enzyme
activity in CC genotype individuals (19). Genetic
variation in this gene affects the susceptibility to many
types of cancer, including thyroid cancer (20-24).
In this case-control study, we investigated
the relationship between the common genetic
polymorphisms of MTHFR, g.677C>T, and
g.1298A>C and their effect on susceptibility to thyroid
dysfunction among Jordanian females.

SUBJECTS AND METHODS
Study population
A total of 264 female patients attending the National
Center for Diabetes, Endocrinology and Genetics
(NCDEG) in Amman, Jordan were recruited in this
case-control study. Ninety-eight hypothyroidism
patients, 66 hyperthyroidism patients, and 100 agematched healthy women were involved (Figure 1).
Subject recruitment
Females who age 20-65
Hypothyroidism, hyperthyroidism and controls

History taking, consent
signing and blood sampling
DNA extraction
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PCR, RFLP and gel
electrophoresis
Genotyping
Statistical analysis

Figure 1. Experimental scheme.
2

Hyperthyroidism patients were involved in the study for
comparison. The study was approved by the institutional
review board (IRB) of the NCDEG in compliance with
the ethical standards of the responsible committee on
human experimentation (institutional and national)
and with the Declaration of Helsinki. Blood withdrawal
from each subject was performed with their permission
following an explanation of the purpose of the study.
Each participant signed a consent form before giving a
sample. The authors declared no potential conflicts of
interest to study participants.

MTHFR genotyping
Four milliliters of venous blood were collected from
patients and healthy subjects in K3EDTA coated
tubes. DNA extraction was performed the same
day using QIAGEN Puregene Blood Core Kit B
(QIAGEN Sciences, Maryland, USA) according
to manufacturer’s instructions. The g.677C>T
region (rs1801133) was amplified using the forward
primer
TGAAGGAGAAGGTGTCTGCGGGA
(NT_021937.19: 7,861,134 to 7,861,112) and the
reverse primer AGGACGGTGCGGTGAGAGTG
(NT_021937.19:
7,860,937
to
7,860,956)
yielding a 198-bp band. For the g.1298A>C
polymorphism (rs1801131), the forward primer
CAAGGAGGAGCTGCTGAAGA (NT_021937.19:
7,859,255 to 7,859,236) and the reverse primer
CCACTCCAGCATCACTCACT (NT_021937.19:
7,859,128 to 7,859,147) were used, yielding a
128-bp band. The polymerase chain reaction (PCR)
conditions for both polymorphisms were: 8 minutes of
initial denaturation at 95ºC followed by 40 cycles of
95ºC for 60 seconds, 63ºC for 60 seconds, and 72ºC
for 60 seconds, with a final extension at 72ºC for 7
minutes (Bio-Rad, C1000 Thermal cycler™, USA).
After PCR was completed, the product of g.677C>T
was digested with HinfI restriction enzyme. The
resulting fragments were separated by 3% agarose gel
electrophoresis and then visualized using RedSafe™
(iNtRON BIOTECHNOLOGY, Korea) staining
(Figure 1). The digestion fragment sizes for the
g.677C>T genotypes were: 198-bp bands for CC,
175, 23-bp bands for TT, and 198, 175, and 23-bp
bands for CT. After PCR was completed, the products
of g.1298A>C were digested with MboII restriction
enzyme. The resulting fragments were separated by
3% agarose gel electrophoresis and then visualized
Arch Endocrinol Metab.
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Statistical analysis
Data was coded and entered into SPSS software
version 16 (Chicago, IL). Data was expressed as
mean ± standard deviation (SD) or as counts (%). The
presence of a statistical correlation between categorical
variables was evaluated by a Chi-square test. The age
difference between cases and controls was evaluated
by an independent student t-test. Odds ratios (OR)
and 95% confidence intervals (95% CI) were assessed
for measuring the association between MTHFR
genotypes/alleles/diplotypes/ haplotypes and thyroid
disorders. A p value < 0.05 was considered statistically
significant in all analyses performed in this study. The
Hardy-Weinberg equilibrium was applied to assess
genotypes and allele frequencies.

Haplotype analysis
The interaction between genetic polymorphisms at
the two loci was assessed by evaluating the combined
genotypes’ effects and haplotype analysis. We analyzed
the haplotype frequencies of the two single nucleotide
polymorphisms, SNPs, g.677C>T, and g.1298A>C
for hypothyroidism and hyperthyroidism cases and
compared them with those of the controls. Haplotype
frequencies were calculated using Multiallelic
Interallelic Disequilibrium Analysis Software (MIDAS;
University of Southampton, Highfield, Southampton,
UK) and linkage disequilibrium was represented by D
prime (D’).

47.6 ± 10.0 years. No significant age differences
were observed between the three arms (p = 0.35).
Table 1 presents the distribution of the study subjects
according to thyroid status in several age groups. The
distribution of MTHFR g.677C>T and g.1298A>C
genotypes is shown in Table 2. There were statistically
significant differences in the genotype frequency
of MTHFR g.1298A>C polymorphism between
hypothyroidism patients and the controls. The
frequency of the MTHFR C allele was significantly
lower in hypothyroidism and hyperthyroidism patients
in comparison with healthy controls. Subjects with
AC and CC (g.1298A>C) genotypes had significantly
lower risks of hypothyroidism than those with AA
(g.1298A>C) (p = 0.019 and 0.017, respectively;
Table 2). The C (g.1298A>C) allele is less frequent
in hyperthyroidism cases when compared to controls
(Table 2). The CC (g.1298A>C) genotype is less
frequent in hyperthyroidism patients than in controls
(Table 2). The T allele was significantly less frequent
in hyperthyroidism patients compared to controls
(Table 2). No other significant differences were found
in the g.677C>T SNP between hypothyroidism cases,
hyperthyroidism cases, and healthy controls (Table 2).
The haplotypes appearing in our results are CA,
CC, TA, and TC. The most frequent haplotypes were
CA (677C-1298A) (hypothyroidism cases: 51.5%;
hyperthyroidism cases: 45.9%; controls: 35.4%)
followed by CC (677C-1298C) (hypothyroidism
cases: 14.4%; hyperthyroidism cases: 39.0%; controls:
36.3%). The rarest haplotype in hypothyroidism
and hyperthyroidism cases was TA: 13.3% and 5.0%,
Table 1. Age characteristics of cases and controls

Hypothyroidism
Age groups

Hyperthyroidism

RESULTS
A total of 264 female subjects (98 hypothyroidism
patients, 66 hyperthyroidism patients, and 100
age-matched controls) were included in this study.
The mean age for patients and control groups was
Arch Endocrinol Metab.

Cases

Condition

Age groups

Controls
No. (%)

Age (years)*

50.7 ± 7.786

45.3 ± 10.045

20-29

8 (8.2)

4 (4.0)

30-39

20 (20.4)

6 (6.0)

40-49

26 (26.5)

21 (21.0)

50-59

43 (43.9)

67 (67.0)

≥ 60

1 (1.0)

2 (2.0)

Age (years)

46.33 ± 11.855

45.3 ± 10.045

20-29

7 (10.6)

4 (4.0)

30-39

12 (18.2)

6 (6.0)

40-49

15 (22.7)

21 (21.0)

50-59

24 (36.4)

67 (67.0)

≥ 60

8 (12.1)

2 (2.0)

p
0.37

0.11
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using RedSafe™ (iNtRON BIOTECHNOLOGY,
Korea) staining. The digestion fragment sizes for the
g.1298A>C genotypes were: 72 and 28-bp bands
for AA, 100 and 28-bp bands for CC, and 100, 72
and 28-bp bands for AC. Polymerase chain reactionrestriction fragment length polymorphism (PCRRFLP) findings were validated by running a negative
control containing all PCR components except the
DNA template in every PCR run, in addition to
repeating around 23% of all samples by a different lab
personnel.

*Age was presented in years ± standard deviation.
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Table 2. MTHFR g.677C > T and MTHFR A1298 genotypes and allele types and risk of thyroid disease
Controls

Odds Ratio
(95% CI)

CC

49 (50.0)

55 (55.6)

1 (reference)

CT

32 (32.7)

32 (32.3)

0.63 (0.27-1.45)

0.28

TT

17 (17.3)

12 (12.1)

0.71 (0.29-1.71)

0.44

CC+CT

81 (82.7)

87 (87.9)

1 (reference)

TT

17 (17.3)

12 (12.1)

0.48 (0.20-1.14)

C

130 (66.3)

142 (71.7)

1 (reference)

T

66 (33.7)

56 (28.3)

0.73 (0.44-1.21)

AA

45 (45.9)

37 (37.8)

1 (reference)

Genotype or allele

Hypothyroidism

MTHFR g.677C > T

N = 100

No. (%)*
Cases

Condition

p

0.096
0.22

MTHFR g.1298A > C

Hyperthyroidism
N = 66

AC

37 (37.8)

29 (29.6)

2.43 (1.16-5.10)

0.019

CC

16 (16.3)

32 (32.7)

2.55 (1.18-5.52)

0.017

AA+AC

82 (83.7)

66 (67.3)

1 (reference)

CC

16 (16.3)

32 (32.7)

2.96 (1.44-6.11)

A

127 (64.8)

103 (52.6)

1 (reference)

C

69 (35.2)

93 (47.4)

1.79 (1.07-2.99)

CC

51 (77.3)

55 (55.6)

1 (reference)

CT

10 (15.2)

32 (32.3)

2.94 (0.89-9.74)

0.078

TT

5 (7.6)

12 (12.1)

1.05 (0.27-4.07)

0.95

CC+CT

61 (92.4)

87 (87.9)

1 (reference)

0.003
0.027

MTHFR g.677C > T

TT

5 (7.6)

12 (12.1)

1.72 (0.57-5.52)

C

112 (84.8)

142 (71.7)

1 (reference)

T

20 (15.2)

56 (28.3)

2.23 (1.12-4.45)

0.333
0.023

MTHFR g.1298A > C
AA

6 (9.1)

37 (37.8)

1 (reference)

AC

46 (69.7)

29 (29.6)

0.42 (0.14-1.26)

0.123

CC

14 (21.2)

32 (32.7)

4.01 (1.79-9.01)

0.001

AA+AC

52 (78.8)

66 (67.3)

1 (reference)

CC

14 (21.2)

32 (32.7)

1.83 (0.88-3.79)

A

58 (43.9)

103 (52.6)

1 (reference)

C

74 (56.1)

93 (47.4)

0.18 (0.07-0.48)

0.104
0.001
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* Data represent actual numbers with percent in parentheses.

respectively. Our results indicated that the two loci 677
and 1298 show linkage disequilibrium (LD) between
cases (D’hypo = 0.39, D’hyper = 0.25) and fair LD in
controls (D’ = 0.14). Carriers of the CC (677T-1298A)
and TA (677T-1298A) haplotypes had significantly
lower risks for hypothyroidism, whereas those with TC
(677T-1298A) haplotypes had a higher likelihood of
having hypothyroidism (Table 3).
4

DISCUSSION
Since thyroid dysfunction and MTHFR polymorphisms
are common among Jordanians, investigating the genes
and polymorphisms involved in the folate metabolic
pathway may assist in determining patient susceptibility
to thyroid diseases and may help in early detection and
management of the disease, particularly in childbearingage females.
Arch Endocrinol Metab.
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Table 3. Haplotype frequencies of MTHFR among hypothyroidism patients, hyperthyroidism patients and controls
Condition
Hypothyroidism

Hyperthyroidism

Haplotype

Cases

Controls
No. (%)*

Odds Ratio

(95% CI)

p
0.57

677C-1298A

101 (51.5)

69 (35.4)

0.84

0.46-1.53

677C-1298C

29 (14.4)

70 (36.3)

0.24

0.12-0.47

0

677T-1298A

26 (13.3)

32 (16.7)

0.47

0.23-0.97

0.04

677T-1298C

40 (20.4)

23 (11.7)

2.14

1.03-4.44

0.04

677C-1298A

61 (45.9)

69 (35.4)

0.88

0.45-1.73

0.72

677C-1298C

51 (39.0)

70 (36.3)

1

0.51-1.95

1

677T-1298A

7 (5.0)

32 (16.7)

1

0.47-2.13

1

677T-1298C

13 (10.2)

23 (11.7)

1

0.51-1.95

1

Although many molecular and epidemiological
studies have been conducted worldwide in the past
few decades concerning the relationship between
MTHFR gene polymorphisms and cancer (e.g., lung,
breast, and other types of cancers), only a few studies
have been conducted on the correlation between these
polymorphisms and the dysfunction of thyroid glands
(17,18). Among the Japanese population, no association
of g.677C>T or g.1298A>C polymorphisms and
AITD leading to hypothyroidism or hyperthyroidism
was detected; additionally, the genotype and allele
frequencies of g.677C>T and g.1298A>C did not
inﬂuence the prognosis of AITD (25). A meta-analysis
involving 9 studies showed no association of g.677C>T
polymorphism with thyroid disease, but an association
was detected with thyroid cancer (OR T vs. C = 1.09,
95% CI 0.94–1.26, p = 0.25; OR TT vs. CC=1.04, 95%
CI 0.75–1.42, p = 0.83; OR TT vs. CC/CT=1.13, 95% CI
0.86–1.50, p = 0.37; OR TT/CT vs. CC = 1.22, 95% CI
0.88–1.68, p = 0.24) (20). Our study involved two
common polymorphisms and only female subjects were
recruited; the g.1298A>C polymorphism showed more
significant results than the g.677C>T polymorphism in
our sample.
A familial history of AITD is commonly present.
Genome-wide linkage analysis was the first approach
employed to screen the genome for the genetic
contribution to AITD. However, linkage studies lacked
success for almost all complex diseases, suggesting
that it can succeed for monogenic diseases but not for
complex diseases. Linkage analysis has not revealed
novel susceptibility loci for AITD, but the genetic
contribution to AITD may have several effects that can
be summarized as follows: (i) There was not a large
genetic effect discovered for AITD, indicating that
disease susceptibility might be due to small effects of
Arch Endocrinol Metab.

multiple genes; (ii) Differences between the genetic
contribution in Asian and Caucasian subjects suggest
that different sets of genes may contribute to disease
susceptibility in different environments and races;
(iii) Different combinations of genes may lead to
similar clinical phenotypes; (iv) Epigenetic phenomena
may have a dominant influence; and (v) More
comprehensive screening utilizing the new techniques
with greater understanding of the genome is needed.
PTPN22, IL-2RA/CD25, CD40, and SCGB3A2
genes were shown to be associated with Graves’ disease
(GD) using candidate gene studies (23,24,26-31).
HLA-DR3, cytotoxic T-lymphocyte-associated protein
4 (CTLA-4), and the TSHR genes were shown to be
major susceptibility genes for GD and Hashimoto’s
thyroiditis (HT) using the candidate gene approach
(32). As discussed earlier, polymorphisms in various
genes have been associated with AITD. The influence
of each gene on AITD development when assessed in
a population appears weaker than expected from the
data that show strong genetic susceptibility to AITD.
Explanations of this discrepancy include gene-gene
interaction and subset effects. Further studies should
be performed to elucidate the mechanism by which
MTHFR deficiency would affect thyroid cellular
functions and consequently the development of AITD.
As discussed previously, genetic factors are important
in the pathogenesis of autoimmune thyroiditis. The cooccurrence of HT and GD within one family suggests
a common genetic basis for these diseases (33). In
the whole-genome screening of families, siblings,
and populations with AITD, a number of sites have
been located for GD and HT susceptibility, but none
of them have shown significant statistical values (3436). This result has been true for other autoimmune
diseases, not just for AITD. This can be explained by
5
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* Counts reflect the number of chromosomes.
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HLA subtypes; for example, not every patient with
GD has the associated HLA-DR3 subtype or even the
associated Arg74 in its binding pocket, irrespective
of the HLA-DR subtype (37). As a result, the disease
can occur even in the absence of the expected HLA
association.
The etiology of HT and GD involves common
pathways that activate the escape of tolerance of
thyroid-reactive T-cells and their infiltration of thyroid
tissue as well as unique pathways that use the thyroidreactive T-cells to induce thyroid cell death (in HT) or
stimulation (in GD). As a result, genetic susceptibility
to HT and GD involves shared genes and unique ones.
Our results have shown similar effects of g.1298A>C
polymorphism on hypothyroidism and hyperthyroidism,
implying an influence on the common pathways.
Hence, mechanistic studies may assist in
understanding the molecular basis of MTHFR’s role
in the pathogenesis of AITD. Future studies should
also include larger sample sizes to confirm results and
establish an association that allows us to include MTHFR
polymorphisms in the screening and examination
of susceptible individuals. Once a mechanistic and
statistical relationship is established, clinicians may
introduce preventive guidelines for dealing with
susceptible patients, including supplementation with
commercially
available
5-methyltetrahydrofolate
(MTHFR product) to replace the reduced MTHFR
function and reduce the risk of AITD.
Both genetic and environmental risk factors
contribute to the development of thyroid diseases.
One mechanism by which environmental factors may
promote AITD together with genetic factors is by
changing the epigenetic control of gene expression. So
far, little is known about these interactions in AITD.
However, there has been wide confirmation of the
role of X chromosome inactivation (XCI) (38,39).
Patients with AITD showed more biased expression
of a maternal or paternal X chromosome than normal
individuals, supporting the hypothesis that the poorly
expressed chromosome may become active in certain
tissues (such as the thyroid) and begin to express new
antigenic sequences not previously recognized by the
immune system. However, this potential mechanism
for enhanced susceptibility to AITD needs further
investigation.
Non-genetic risk factors also contribute to the
development of autoimmune thyroid disease. These
factors include radiation exposure, both from nuclear
6

fallout and medical radiation, and high iodine intake, in
addition to several other environmental contaminants that
influence the thyroid (40-42). Exposure to these factors
increases the probability of thyroid dysfunction; this may
explain the inability of the current study to find a highly
significant association between MTHFR polymorphisms
and thyroid disease in this sample of patients.
The distribution of g.677C>T MTHFR genetic
polymorphism was not significantly different
between Jordanian females with hypothyroidism
or hyperthyroidism and the control subjects.
Individual MTHFR genetic polymorphisms might
not independently affect the susceptibility to thyroid
disease. Adjacent SNPs often show a high correlation
between genotypes, meaning that they are in LD and
that the interaction of the SNPs within haplotypes might
act as a major determinant of disease susceptibility in
comparison with the single polymorphisms (43). The
analysis of haplotypes was reported by many studies to be
more powerful than single polymorphism analysis (43).
In this study, LD between g.677C>T and g.1298A>C
in the MTHFR gene among hypothyroidism cases was
detected. Our results show a significant increase in TC
haplotypes among hypothyroidism patients compared
to controls, implying a combined effect of g.677C>T
and g.1298A>C polymorphisms.
The limitations of this study include the relatively
small sample size and the difficulty of matching cases
and controls on several variables other than age and
gender. Additionally, healthy recruits (controls) were
not tested to confirm that they were free of thyroid
disease at the time of recruitment, nor were follow-up
tests performed later. Moreover, data regarding folate
intake, folate serum level, and pregnancy and abortion
history were not adequately collected or not measured
at all. No reliable valid method was developed to
assess patients’ dietary intake of folate; this may be
significant, as flour in Jordan is fortified with iron and
folic acid under the auspices of the Ministry of Health
and the vast majority of Jordanians eat bread daily
(Food Fortification Initiative, 2014) (44). Finally, the
search for genes that increase susceptibility to thyroid
autoimmune diseases has identified several candidates,
but they only account for a small percentage of the
current prevalence of these disorders. Hence, other
genes that may be involved in the modulation of
thyroid disease risk must be investigated. Recruiting
only females in this study was consistent with their
higher susceptibility to autoimmune diseases.
Arch Endocrinol Metab.

MTHFR polymorphisms and thyroid disease

Acknowledgments: we thank the King Abdullah II Fund for Development (KAFD) and King Abdullah Design and Development
Bureau (KADDB) for funding this project, grant # 20. We also
thank the National Center for Diabetes, Endocrinology and Genetics, Amman, Jordan for facilitating data collection.
Disclosure: no potential conflict of interest relevant to this article
was reported.

REFERENCES
1.

Vanderpump MP, French JM, Appleton D, Tunbridge WM, KendallTaylor P. The prevalence of hyperprolactinaemia and association
with markers of autoimmune thyroid disease in survivors of the
Whickham Survey cohort. Clin Endocrinol (Oxf). 1998;48(1):39-44.

2.

Vanderpump MP, Tunbridge WM, French JM, Appleton D, Bates D,
Clark F, et al. The incidence of thyroid disorders in the community:
a twenty-year follow-up of the Whickham Survey. Clin Endocrinol
(Oxf). 1995;43(1):55-68.

3.

Lee SL. Hashimoto Thyroiditis. Medscape. 2018. Available from:
https://emedicine.medscape.com/article/120937-overview.
Accessed on: Feb. 2019.

4.

Vanderpump MP, Tunbridge WM, French JM, Appleton D, Bates D,
Clark F, et al. The incidence of thyroid disorders in the community:
a twenty-year follow-up of the Whickham Survey. Clin Endocrinol
(Oxf). 1995;43(1):55-68.

5.

Radaideh AR, Nusier MK, Amari FL, Bateiha AE, El-Khateeb
MS, Naser AS, et al. Thyroid dysfunction in patients with type 2
diabetes mellitus in Jordan. Saudi Med J. 2004;25(8):1046-50.

6.

Alawneh H. Incidence of congenital hypothyroidism in Jordan.
Menoufia Med J. 2014;27(2):503-6.

7.

Negro R, Stagnaro-Green A. Diagnosis and management of
subclinical hypothyroidism in pregnancy. BMJ. 2014;349:g4929.

8.

Lucock M. Folic acid: nutritional biochemistry, molecular biology,
and role in disease processes. Mol Genet Metab. 2000;71(12):121-38.

9.

Sadiq MF, Al-Refai EA, Al-Nasser A, Khassawneh M, Al-Batayneh
Q. Methylenetetrahydrofolate reductase polymorphisms C677T
and A1298C as maternal risk factors for Down syndrome in
Jordan. Genet Test Mol Biomarkers. 2011;15(1-2):51-7.

10. Razin A, Riggs AD. DNA methylation and gene function. Science.
1980;210(4470):604-10.
11. Mostoslavsky R, Bergman Y. DNA methylation: regulation of gene
expression and role in the immune system. Biochim Biophys
Acta. 1997;1333:F29-50.

C677T mutation in the methylenetetrahydrofolate reductase
gene. J Nutr. 2000;130(9):2238-42.
14. Chen Z, Karaplis AC, Ackerman SL, Pogribny IP, Melnyk S, LussierCacan S, et al. Mice deficient in methylenetetrahydrofolate
reductase exhibit hyperhomocysteinemia and decreased
methylation capacity, with neuropathology and aortic lipid
deposition. Hum Mol Genet. 2001;10(5):433-43.
15. Eid SS, Rihani G. Prevalence of factor V Leiden, prothrombin
G20210A, and MTHFR C677T
mutations in 200 healthy
Jordanians. Clin Lab Sci. 2004;17(4):200-2.
16. Dajani R, Fathallah R, Arafat A, AbdulQader ME, Hakooz N, AlMotassem Y, et al. Prevalence of MTHFR C677T Single Nucleotide
Polymorphism in Genetically Isolated Populations in Jordan.
Biochem Genet. 2013;51(9-10):780-8.
17. Diekman MJ, van der Put NM, Blom HJ, Tijssen JG, Wiersinga
WM. Determinants of changes in plasma homocysteine in
hyperthyroidism and hypothyroidism. Clin Endocrinol (Oxf).
2001;54(2):197-204.
18. Kang SS, Zhou J, Wong PW, Kowalisyn J, Strokosch G.
Intermediate homocysteinemia: a thermolabile variant of
methylenetetrahydrofolate reductase. Am J Hum Genet.
1988;43(4):414-21.
19. Lievers KJ, Boers GH, Verhoef P, den Heijer M, Kluijtmans
LA, van der Put NM, et al. A second common variant in the
methylenetetrahydrofolate reductase (MTHFR) gene and its
relationship to MTHFR enzyme activity, homocysteine, and
cardiovascular disease risk. J Mol Med. 2001;79(9):522-8.
20. Chen Y, Wang B, Yan S, Wang YG. Significant association between
MTHFR C677T polymorphism and thyroid cancer risk: evidence
from a meta-analysis. GenetTest Mol Biomarkers. 2014;18(10):695702.
21. Jiang Y, Hou J, Zhang Q, Jia ST, Wang BY, Zhang JH, et al. The
MTHFR C677T polymorphism and risk of acute lymphoblastic
leukemia: an updated meta-analysis based on 37 case-control
studies. Asian Pac J Cancer Prev. 2013;14(11):6357-62.
22. Rai
V.
Methylenetetrahydrofolate
Reductase
A1298C
Polymorphism and Breast Cancer Risk: A Meta-analysis of 33
Studies. Ann Med Health Sci Res. 2014;4(6):841-51.
23. Chen QY, Nadell D, Zhang XY, Kukreja A, HuangYJ, Wise Jet al.The
human leukocyte antigen HLA DRB3*020/DQA1*0501 haplotype
is associated with Graves’ disease in African Americans. J Clin
Endocrinol Metab. 2000;85(4):1545-9.
24. Ueda H, Howson JM, Esposito L, Heward J, Snook
H, Chamberlain G, et al. Association of the T-cell regulatory
gene CTLA4 with susceptibility to autoimmune disease. Nature.
2003;423(6939):506-11.
25. Arakawa Y, Watanabe M, Inoue N, Sarumaru M, Hidaka Y, Iwatani
Y. Association of polymorphisms in DNMT1, DNMT3A, DNMT3B,
MTHFR and MTRR genes with global DNA methylation levels and
prognosis of autoimmune thyroid disease. Clin Exp Immunol.
2012;170(2):194-201.
26. Vaidya B, Imrie H, Perros P, Young ET, Kelly WF, Carr D, et al. The
cytotoxic T lymphocyte antigen-4 is a major Graves’ disease
locus. Hum Mol Genet. 1999;8(7):1195-9.
27. Heward JM, Brand OJ, Barrett JC, Carr-Smith JD, Franklyn JA,
Gough SC. Association of PTPN22 haplotypes with Graves’
disease. J Clin Endocrinol Metab. 2007;92:685-90.

12. Rountree MR, Bachman KE, Herman JG, Baylin SB. DNA
methylation, chromatin inheritance, and cancer. Oncogene.
2001;20(24):3156-65.

28. Velaga MR, Wilson V, Jennings CE, Owen CJ, Herington S,
Donaldson PT, et al. The codon 620 tryptophan allele of the
lymphoid tyrosine phosphatase (LYP) gene is a major determinant
of Graves’ disease. J Clin Endocrinol Metab. 2004;89(11):5862-5.

13. Stern LL, Bagley PJ, Rosenberg IH, Selhub J. Conversion of
5-formyltetrahydrofolic acid to 5-methyltetrahydrofolic acid is
unimpaired in folate-adequate persons homozygous for the

29. Dechairo BM, Zabaneh D, Collins J, Brand O, Dawson GJ, Green
AP, et al. Association of the TSHR gene with Graves’ disease: the
first disease specific locus. Eur J Hum Genet. 2005;13(11):1223-30.

Arch Endocrinol Metab.

7

Copyright© AE&M all rights reserved.

In conclusion, the findings of our study suggest
that genetic variants of MTHFR at g.1298A>C and
its haplotype analysis at 677 and 1298 may modulate
the risk of thyroid disorders in Jordanian females.
This study is the sole one that has examined the role
of MTHFR (g.677C>T and g.1298A>C) genetic
polymorphisms and their haplotypes in the modulation
of thyroid disease in the Jordanian population.

MTHFR polymorphisms and thyroid disease

30. Hiratani H, Bowden DW, Ikegami S, Shirasawa S, Shimizu A,
Iwatani Y, et al. Multiple SNPs in intron 7 of thyrotropin receptor
are associated with Graves’ disease. J Clin Endocrinol Metab.
2005;90:2898-903.
31. Houston FA, Wilson V, Jennings CE, Owen CJ, Donaldson P,
Perros P, et al. Role of the CD40 locus in Graves’ disease. Thyroid.
2004;14(7):506-9.
32. Tome Y. Genetic susceptibility to autoimmune thyroid disease:
past, present, and future. Thyroid. 2010;20(7):715-25.
33. Strieder TG, Prummel MF, Tijssen JG, Endert E, Wiersinga WM.
Risk factors for and prevalence of thyroid disorders in a crosssectional study among healthy female relatives of patients
with autoimmune thyroid disease. Clin Endocrinol (Oxf).
2003;59(3):396-401.
34. Tomer Y, Barbesino G, Greenberg DA, Concepcion E, Davies TF.
Mapping the major susceptibility loci for familial Graves’ and
Hashimoto’s diseases: evidence for genetic heterogeneity and
gene interactions. J Clin Endocrinol Metab. 1999;84(12):4656-64.
35. Tomer Y, Ban Y, Conception E, Barbesino G, Villanueva R,
Greenberg DA, et al. Common and unique susceptibility loci
in Graves and Hashimoto diseases: results of whole-genome
screening in a data set of 102 multiplex families. Am J Hum
Genet. 2003;73(4):736-47.
36. Taylor JC, Gough SC, Hunt PJ, Brix TH, Chatterjee K, Connell JM, et
al. A genome-wide screen in 1119 relative pairs with autoimmune
thyroid disease. J Clin Endocrinol Metab. 2006;91(2):646-53.

39. Yin X, Latif R, Tomer Y, Davies TF (2007) Thyroid epigenetics: X
chromosome inactivation in patients with autoimmune thyroid
disease. Ann N Y Acad Sci. 2007;1110:193-200.
40. Nagataki S, Shibata Y, Inoue N, Yokoyama N, Izumi M,
Shimaoka K. Thyroid diseases among atomic bomb survivors in
Nagasaki. JAMA. 1994;272(5):364-70.
41. Imaizumi M, Usa T, Tominaga T, Neriishi K, Akahoshi M,
Nakashima E, et al. Radiation dose-response relationships for
thyroid nodules and autoimmune thyroid diseases in Hiroshima
and Nagasaki atomic bomb survivors 55-58 years after radiation
exposure. JAMA. 2006;295(9):1011-22.
42. Vermiglio F, Castagna MG, Volnova E, Lo Presti VP, Moleti M, Violi
MA, et al. Post-Chernobyl increased prevalence of humoral thyroid
autoimmunity in children and adolescents from a moderately
iodine-deficient area in Russia. Thyroid. 1999;9(8):781-6.
43. Zintzaras E, Lau J. Synthesis of genetic association studies
for pertinent gene-disease associations requires appropriate
methodological and statistical approaches. J Clin Epidemiol.
2008;61(7):634-45.
44. Food Fortification Initiative. Middle East – Fortification Status
[Online]. 2014. Available from: http://www.ffinetwork.org/
regional_activity/middle_east.php#middle_east.php?s=2&_
suid=142601829808809411473741271781.
Accessed
on:
Sep 10, 2017.

Copyright© AE&M all rights reserved.

37. Ban Y, Davies TF, Greenberg DA, Concepcion ES, Osman R,
Oashi T, et al. Arginine at position 74 of the HLA-DR beta1
chain is associated with Graves’ disease. Genes Immun. 2004
May;5(3):203-8.

38. Brix TH, Knudsen GP, Kristiansen M, Kyvik KO, Orstavik
KH, Hegedüs L. High frequency of skewed x-chromosome
inactivation in females with autoimmune thyroid disease: a
possible explanation for the female predisposition to thyroid
autoimmunity. J Clin Endocrinol Metab. 2005;90(11):5949-53.

8

Arch Endocrinol Metab.

