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Abstract
Thyroid-associated ophthalmoapthy (TAO) is the most common orbital disease. As an autoimmune disorder, it is caused by self-
reactive lymphocytes that escape immune tolerance, but the mechanism is not fully understood. The basic process of TAO is the
infiltration of immune cells in orbital tissues, the activation of orbital fibroblasts (OFs), and the proliferation and differentiation of
OFs and lymphocytes. Activated OFs secrete inflammatory regulators, growth factors, and chemokines, thereby maintaining and
amplifying the immune responses. The interactions between OFs and lymphocytes lead to the expansion and the remodeling of
the orbital tissues, presenting the clinical manifestations of TAO. This review will focus on the role of T cell subsets (Type 1,
Type 2, Type 17 helper T cells, and regulatory T cells) in the pathogenesis of TAO. However, we still need further studies to
unravel the pathogenesis, to confirm current hypotheses, and to provide novel ideas for appropriate clinical treatment of TAO.

Introduction

Graves’ orbitopathy (GO), named after its being the most
common extrathyroidal complication of Graves’ disease
(GD), also known as thyroid-associated ophthalmopathy
(TAO) [1, 2], is an autoimmune disorder, which is found in
25–50% patients with GD, 2% patients with chronic thyr-
oiditis, and some euthyroid cases [3]. Its main manifestations

are eyelid retraction, diplopia (caused by extraocular muscle
dysfunction), protrusion, periorbital edema, conjunctival
hyperemia, exposure keratitis, and compressive optic neu-
ropathy [4, 5]. The physical discomfort caused by cranio-
facial deformity and visual impairment in TAO has a
continuous negative impact on patients’ quality of life [6].

Previous studies have shown that TAO is an organ-
specific disease, which is affected by multiple factors
including genetics, environment, and smoking [3, 7].
Meanwhile, the hypothesis that the T cell-mediated immu-
nity contributes to TAO development has been widely
accepted [8]. In order to gain a deeper understanding of the
immune mechanism responsible for TAO, it is necessary to
analyze the function of different T cells and their cytokine
profiles. This review mainly focuses on the role of CD4+ T
cell subtypes (Type 1, Type 2, Type 17 helper T cells, and
regulatory T cells) in the pathophysiology of TAO based on
previous and recent studies. The elucidation of T cell
immunity in TAO may provide thought-provoking ideas for
developing effective treatment.

T cells

Brief introduction

T cells are developed and differentiated from bone marrow-
derived lymphoid stem cells in the thymus, occupying
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65–75% of peripheral blood lymphocytes [9]. According to
the type of T cell receptor, T cells can be divided into
αβT cells and γδT cells. The former ones account for the
vast majority of T cell population. In the thymus, T cells
undergo positive and negative selection and differentiate
into either CD4+ T cells or CD8+ T cells. The CD4+ T cells
are helper T cells (Th), playing a leading role in cellular
immunity and contributing to humoral immunity. They can
be used to assess the status of the immune system [10]. The
CD8+ T cells are cytotoxic T cells (Tc/CTL) that are pri-
marily responsible for immune defense against intracellular
pathogens and tumor monitoring [11]. Under normal con-
ditions, the stability and balance of CD4/CD8 ratio is an
important factor for the body’s immune function [12], while
the T cell subtypes remain at certain proportion.

T cells in TAO

According to previous studies, T cells and their cytokines
may participate in the pathogenesis of TAO through the
following pathways: (1) Activate B cells and stimulate
the production of autoantibodies. When autoimmune toler-
ance in TAO is disrupted, antigen-presenting cells that
recognize the autoantigen thyroid-stimulating hormone
receptor (TSHR) expressed on orbital fibroblasts (OFs)
activate T cells. Meanwhile, B cells migrate to the orbit and
recognize TSHR through B cell receptor, which is the first
signal of B cell activation. The second signal of B cell
activation is provided by activated T cells through the
combination of CD40L on T cell surface and CD40 on B
cell surface. This interplay also stimulates T cells to secrete
cytokines such as interleukin (IL)-4, which is essential for
further activation of B cells and antibody class switching
[5, 13]. Activated B cells undergo clone proliferation and
differentiate into plasma cells that produce autoantibodies.
These autoantibodies (including stimulating, blocking, and
neutralizing subtypes) recognize and attack adipose con-
nective tissues in the orbit. (2) Promote the expression of
adhesion molecules. The interaction of B7 on B cell surface
with CD28 on T cell surface provides the second signal for
T cell activation [5, 13]. Activated T cells, primarily CD4+

T cells, produce a variety of adhesion molecules. Together
with the chemokines and adhesion molecules secreted by
stimulated OFs, these factors mediate the recruitment of
more lymphocytes into orbital tissues and the further
interaction between OFs and T cells [14, 15]. (3) Produce
inflammatory cytokines. Cytokines produced by CD4+

T cells aggravate the immune responses of TAO by
amplifying and maintaining orbital inflammation. They also
promote the proliferation and differentiation of OFs, ulti-
mately leading to glycosaminoglycan deposition, orbital
fibrosis, and adipose hyperplasia, namely orbital tissue
remodeling.

Effect of cytokines and chemokines on TAO

Fibroblasts located in the connective tissues of orbit are
called OFs and have been identified as target cells in TAO
[16–19].

OFs play a vital role in lymphocyte infiltration and B cell
differentiation. Many studies have revealed the regulation of
OFs by various cytokines and growth factors in TAO. IFN-γ
stimulates OFs to secret monocyte chemotactic factors such
as C–C motif ligand (CCL) 2 and T cell chemokines,
including C–X–C motif ligands (CXCL) 9, CXCL10, and
CXCL11 [20, 21]. In TAO, once the insulin-like growth
factor receptor-1 pathway is activated by IL-1β and IgGs,
OFs can produce IL-16 and regulated on activation, normal
T cell expressed and secreted (RANTES) [4]. IL-1β also up-
regulates the expression of cyclooxygenase-2 by enhancing
its gene promoter activity and mRNA stability in OFs [68].
The up-regulation of cyclooxygenase-2 promotes the
synthesis of prostaglandin E2 (PGE2) [70]. Leukoregulin
also stimulates the production of PGE2 in OFs [69].

Binding of PGE2 to the PGE2 receptor expressed on OFs
stimulates the expression of a large amount of cAMP by
OFs, thus resulting in the secreation of IL-6 [71]. In TAO,
PGE2 promotes the maturation of B cells and facilitates
antibody class switching. It also affects the differentiation of
T cells, activates the degranulation of mast cells, and
induces a Th2-type immune response [4, 15].

CD40L promotes the synthesis and secretion of hya-
luronic acid, IL-6, IL-8, and CCL2 in OFs [13, 14, 22]. IL-6
can facilitate the synthesis of immunoglobulins, the devel-
opment of plasma cells, the production of IL-4 and the
differentiation of T cell subsets into Th2 cells. CCL2 and
IL-8 are potent monocyte chemotactic factors that enhance
the infiltration of monocytes into orbital connective tissues
of TAO patients. Other cytokines such as TNF-α and
growth factors such as platelet-derived growth factor
(PDGF)-AA, PDGF-AB, and PDGF-AC also stimulate OFs
to express CCL2, CCL5, CCL7, IL-6, IL-8 and IL-16,which
are involved in the recruitment and activation of T cells, B
cells, and mast cells [15].

In orbital tissues, the infiltration and activation of lym-
phocytes depend not only on the concentration of chemo-
kines in orbital microenvironment, but also on adhesion
molecules and costimulatory molecules expressed on lym-
phocytes, endothelial cells, and histocytes. The expression
of intercellular adhesion molecule (ICAM)-1 on OFs can be
increased by IL-1α, IL-1β, IFN-γ, and TNF-α. Early studies
have found that the level of CD40 in OFs of patients with
TAO are higher than in healthy controls, and can be further
elevated by IFN-γ stimulation [14]. In TAO, the combina-
tion of CD40 and CD40L not only enhances the secreation
of CCL2, IL-6, IL-8, IL-1α, and PGE2, but also promotes
the expression of ICAM-1 [15].
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CD4+ T cells

The CD4+ T cells can be divided into subtypes including T
helper (Th)1, Th2, Th17, T follicular helper (Tfh), reg-
ulatory T (Treg), Th9, and Th22 cells. Th1 cells mainly
mediate cellular immunity and delayed hypersensitivity
inflammation through the production of inflammatory
cytokines. Th2 cells drive B cells to produce antibodies in
humoral immune responses. Th17 cells, named for their
secretion of IL-17, are resistant to pathogenic microbial
infections and play a role in human autoimmune disease
attack [23, 24]. Treg cells are T cell subsets with immu-
noregulatory functions [24, 25]. Tfh cells are named after
their location in lymphoid follicles. They promote B cell
differentiation and memory cell production [26]. Th9 cells,
mainly located in peripheral blood and skin tissues of
patients with hypersensitivity diseases, secret IL-9 [27].
Th22 cells produce IL-22 and infiltrate the epidermis of
patients with inflammatory dermatosis [28].

Th1 and Th2 cells

Previous studies have shown that at least two helper T cell
groups are involved in the development of TAO: Th1 cells
and Th2 cells. The relationship between the imbalanced
Th1/Th2 ratio and human autoimmune diseases has been a
hot topic of research [29–31]. Many studies have focused
on Th1/Th2 subsets and their its related cytokines in the
pathogenesis of TAO. However, some findings are
contradictory.

Xia et al. [8] compared the difference of Th1/Th2 bal-
ance in the peripheral blood of TAO patients and GD
patients, and found that the proportion of Th1 cytokines in
TAO patients was significantly higher than that in GD
patients, In addition, the frequency of Th1 cells and the
Th1/Th2 ratio were positively correlated with the inflam-
matory activity score of TAO. Therefore, Th1 type cyto-
kines are thought to play a Key role in inducing the
immunopathological mechanism of TAO. Pappa et al. [32]
studied 17 extraocular muscle specimens of TAO patients
and found that most of the infiltrating T cells were CD4+

and both Th1 and Th2 cytokines were detected. Antonelli
et al. [33] analyzed cytokine secretion in orbital myocytes
and adipocytes cultured from TAO patients in vitro and
found that Th1 type cytokines dominated both cells. Hir-
omatsu et al. [34] examined cytokine gene expression in
muscles and adipose tissues of TAO patients, and found that
the orbital muscle tissue were dominated by Th1 cytokines,
while cytokine types in orbital fat tissues varied from person
to person. In these studies, ifng expression was observed in
the extraocular muscles of all TAO patients, indicating that
Th1 type cytokines play an important role in the initiation of
TAO development.

Wakelkamp et al. [35] cultured OFs from both active and
inactive TAO patients. They found that active TAO patients
was characterized by Th1 type cytokines and there was no
direct correlation between Th2 type cytokines and disease
progression. Han et al. [36] further demonstrated that IFN-γ
(Th1 type cytokines) and IL-4 (Th2 type cytokines) had the
same effect on the production of hyaluronic acid and PGE2

by OFs cultured in vitro. They also observed that the orbital
tissues of TAO patients with hyperthyroidism for less than 2
years were mainly infiltrated by Th1 cells, while those with
TAO for more than 2 years were predominately infiltrated
by Th2 cells. It can be speculated that the early stage of
TAO is mainly caused by cell-mediated immune responses,
while the late stage of TAO is a humoral-mediated immune
response, that is, Th1 cells play a significant role in indu-
cing the pathological process of TAO, and the chronic
phase of TAO is dominated by Th2-type immune responses.

Th17 cells

Th17 cells is a newly identified CD4+ T cell subset in recent
years, which are related to various autoimmune diseases,
including rheumatoid arthritis, multiple sclerosis, psoriasis,
inflammatory bowel disease, Behcet’s disease, systemic
sclerosis, systemic lupus erythematosus, and high IgE
syndrome [37]. These autoimmune diseases are regulated
by the IL-23/IL-17A axis. IL-23, secreted by dendritic cells
and macrophages, maintains the phenotype and function of
Th17 cells [38]. Retinoic acid receptor-related orphan
receptor-γt and signal transducer and activator of tran-
scription 3 are key regulators of the transcription of il17a
and the differentiation of Th17 cells. Mature Th17 cells,
constitutively expressing IL-23R, mainly produce IL-17A,
IL-17F, and IL-22. IL-17A has been identified as an
important pro-inflammatory cytokine. Moreover, IL-17A
can also be produced by CD8+ T cells, γδT cells, and
natural killer cells [38–40].

In GD, the frequency of Th17 cells and the level of IL-
17A in the peripheral blood of patients were significantly
increased [41], while the changes of single nucleotide
polymorphism of il17a are related to GD susceptibility [42,
43]. In TAO patients, the level of IL-17A and the number of
IL-17A-producing T cells in the peripheral blood were
higher than those of healthy controls [44–47]. Furthermore,
a large amount of IL-17A was detected in the tears of TAO
patients [48, 49]. Taken together, these results indicated that
the CD4+ Th17 cells may contribute to the immunopatho-
logical process of TAO. IL-17A was also shown to promote
inflammation and fibrosis of OFs derived from TAO
patients [47] and to promote the expression of regulated on
activation, normal T cell expressed and secreted (RANTES)
by OFs with the assistance of CD40L [50]. The study from
our group demonstrated the possible interplay between
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Th17 cells and OFs: Th17 cells stimulated the expression of
proinflammatory cytokines (IL-6, IL-8, MCP-1, TNF-α, and
GM-CSF) and costimulatory molecules (CD40 and MHC
II) of OFs and regulated the fibrosis and adipogenesis of
OFs subsets; at the same time, OFs triggered Th17 cell
differentiation and function via PGE2 secreion[51]. Recent
studies showed that CD34+ fibrocytes may penetrate into
orbital tissues, differentiate into CD34+ OFs under inflam-
matory conditions, and participate in TAO autoimmunity
and tissue remodeling [5, 52]. We further found that in TAO
autologous C-C chemokine receptor type 6+ Th17 cells
facilitated the inflammatory and antigen-presenting func-
tions of those CD34+ fibrocytes and fibrocytes in turn
recruited Th17 cells in a macrophage inflammatory protein
3/C-C chemokine receptor type 6-dependent manner [53].

In autoimmune diseases, γδ T cells have immunor-
egulatory properties and also secrete IL-17A [54]. A pre-
vious report showed that orbital infiltrating T cells were
primarily γδT cells, while the αβT helper cells were rare
[55]. Intriguingly, a confirmed subset of IL-17A-producing
γδT cells was detected in the circulation of TAO patients
[47]. Further studies are needed to explore which T cell
subset contributes to the elevated IL-17A levels in the cir-
culation, tears, and orbital tissues of TAO patients.

Treg cells

Treg cells account for 5–10% of peripheral blood CD4+T
cells. They are described as CD4+CD25+ T cells, a subset
with immunoregulatory functions, playing a role in con-
trolling autoimmunity, tumor immunity, and transplantation
tolerance. As a Key transcriptional factor of Treg cells,
forkhead box P3 controls the development and function of
Treg cells [56]. Currently, Treg cell dysfunction has been
shown to be an important risk factor for the pathogenesis of
various autoimmune diseases, which also contributes to the
development of autoimmune thyroid disease [57–59].
However, the role of Treg cells in the development of TAO
remains unclear. A previous study analyzed the peripheral
blood of one TAO patient before and after treatment with
rituximab and found an increase in the number of Treg cells
after treatment, which might attribute to B cell depletion
partially [60]. Another study showed that patients with
improved TAO were more likely to have higher frequencies
of Treg cells than those with stable or deteriorated TAOs.
Thus the number of Treg cells in peripheral blood of TAO
patients can be used as a predictior of clinical course [61].
Kahaly et al. demonstrated that the proportion of Treg cells
in the peripheral blood leukocytes derived from TAO
patients increased after incubation with rabbit polyclonal
anti-T lymphocyte globulin [67]. These results indicate that
the number of Treg cells may be related to the severity of
inflammatory responses in TAO.

Cytotoxic T lymphocyte antigen 4 (CTLA-4), con-
stitutively expressed on Treg cells, is an immunological
checkpoint for negative regulation of T cell activation [62].
It has been previously reported that the mRNAs of CTLA-4
were lower in orbital tissues and peripheral blood of patients
with severe TAO compared with patients with mild TAO,
confirming the involvement of CTLA-4 in TAO auto-
immunity[63, 64]. However, forkhead box P3 mRNA levels
were higher in orbital tissue of TAO patients compared with
those from healthy controls and were positively correlated
with TAO severity. Altogether, the function abnormality of
Treg cells is observed in TAO patients, which may be
associated with the expansion of the orbital inflammation,
especially in patients with severe TAO.

CD8+ T cells

Similar to CD4+ T cells, the CD8+ T cells are heterogenous
and can be divided into Tc1 secreting IFN-γ, Tc2 secreting
IL-5, Tc9 secreting IL-9, Tc17 secreting IL-17, and CD8+

Treg secreting TGF-β. CD8+ T cells mediate and suppress
cell-mediated immune responses [65]. It has been demon-
strated that the CD8+ T cells participate in most auto-
immune disorders and post-transplantation [66]. Reduction
and dysfunction of CD8+ T cells lead to impaired immune
surveillance and Th cells which respond to autoantigens
will increase and the autoimmune responses be amplified. A
previous study showed an increased ratio of CD4/CD8 in
peripheral blood mononuclear cells of patients with GD [8]
Another study demonstrated higher frequency of CD4+ and
CD4/CD8 ratio together with decreased CD8+ T cells in
early TAO and GD without orbitopathy [67]. An earlier
study from Grubeck-Loebenstein et al. examined six T cell
lines from the orbital tissues of TAO patients and found that
they were CD8+ T with both of Th1 and Th2 type cytokines
in situ [17]. Considering that patients involved in Grubeck–
Loebenstein′s research had longstanding histories of GD,
the conflict between these results may be due to gluco-
corticoid therapy or the self-limitation of the disease.
However, little is known about the pathogenic mechanism
of CD8+ T cells in TAO.

Conclusion

There are considerable obstacles in studying the role of
T cells in TAO. First, although peripheral blood of patients
with TAO is readily available, the proportion and function
of circulating T cells might not fully reflect the inflamma-
tory responses within the orbit. Meanwhile, due to the dif-
ficulty in obtaining orbital connective tissue specimens of
early or active TAO patients without immunomodulation
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therapy and the lack of stable TAO animal models, the
analysis of T cells infiltrating the retrobulbar tissues is
usually performed using the specimens from longstanding
TAO patients or patients who have experienced multiple
treatments. The T cell lines cultured from orbital tissues are
limited and there exist certain biases after mitogen stimu-
lation in vitro. Despite these difficulties, researchers have
outlined the role of T cells in the pathogenesis of TAO in
recent decades. A summary of current models for the
pathogenesis of TAO is depicted in Figure 1, including the
major processes of disease progression, such as costimula-
tory signals, adhesion factors, and cytokines that drive
lymphocyte migration, activation, and immune responses to
TSHR. Treatment strategies targeting these processes could
provide new opportunities to improve the therapeutic effects
and prevention of TAO.
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Fig. 1 Pathogenesis of TAO. In TAO, T cells, B cells, and CD34+

fibrocytes infiltrate the orbit. Antigen- presenting cells present self-
antigens to T cells and activate T cells. Activated T cells differentiate
into subsets including T helper (Th) 1, Th2, and Th17 cells, producing
cytokines like IFN-γ, TNF-α, IL(interleukin)-4, IL-13, IL-17A, and IL-
22, which exacerbate immune inflammatory responses, activate OFs
and stimulate proliferation and differentiation of orbital fibroblasts
(OFs). The self-antigen is the first signal to activate B cells and the
second signal is provided by activated T cells. Activated B cells dif-
ferentiate into plasma cells that secrete autoantibodies. Fibrocytes can
recruit Th17 cells in a macrophage inflammatory protein 3/C-C che-
mokine receptor type 6-dependent manner, and can also differentiate
into CD34+ fibroblasts, which coexist with the resident CD34− OFs in

orbit. Both CD34+ and CD34− OFs express the thyroid stimulating
hormone receptor and insulin-like growth factor 1 receptor. Activated
OFs that secrete chemokines including intercellular adhesion mole-
cule-1, macrophage inflammatory protein 1, C-X-C motif ligand
(CXCL) 9/10/11, and regulated on activation, normal T cell expressed
and secreted (RANTES) can recruit more lymphocytes. They also
secrete proinflammatory factors such as IL-1β, IL-6, IL-8, and pros-
taglandin E2, maintaining and amplifying immune responses. Acti-
vated OFs differentiate into adipocytes, myofibroblasts, and promote
the synthesis of hyaluronic acid, all of which contribute to the increase
in the volume of the orbital tissues and remodeling of the orbit, ulti-
mately leading to the clinical manifestations of TAO.

180 Y. Huang et al.



article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not
included in the article’s Creative Commons license and your intended
use is not permitted by statutory regulation or exceeds the permitted
use, you will need to obtain permission directly from the copyright
holder. To view a copy of this license, visit http://creativecommons.
org/licenses/by/4.0/.

References

1. Smith TJ. New advances in understanding thyroid-associated
ophthalmopathy and the potential role for insulin-like growth
factor-I receptor. F1000Research. 2018;7:134.

2. Bahn RS. Graves’ ophthalmopathy. New Engl J Med.
2010;362:726–38.

3. Hiromatsu Y, Eguchi H, Tani J, Kasaoka M, Teshima Y. Graves’
ophthalmopathy: epidemiology and natural history. Intern Med.
2014;53:353–60.

4. Wang Y, Smith TJ. Current concepts in the molecular pathogen-
esis of thyroid-associated ophthalmopathy. Invest Ophthalmol Vis
Sci. 2014;55:1735–48.

5. Smith TJ, Longo DL, Hegedüs L. Graves’ disease. New Engl J
Med. 2016;375:1552–65.

6. Estcourt S, Quinn AG, Vaidya B. Quality of life in thyroid eye
disease: impact of quality of care. Eur J Endocrinol.
2011;164:649–55.

7. Arnold K, Weetman A. Cell-mediated immunity in thyroid-
associated ophthalmopathy. Orbit. 1996;15:159–64.

8. Xia N, Zhou S, Liang Y, Xiao C, Shen H, Pan H, Deng H, Wang
N, Li QQ. CD4+ T cells and the Th1/Th2 imbalance are impli-
cated in the pathogenesis of Graves’ ophthalmopathy. Int J Molr
Med. 2006;17:911–6.

9. Yang Q, Jeremiah Bell J, Bhandoola A. T-cell lineage determi-
nation. Immunol Rev. 2010;238:12–22.

10. Germain RN. T-cell development and the CD4–CD8 lineage
decision. Nat Rev Immunol. 2002;2:309.

11. Abbas AK, Murphy KM, Sher A. Functional diversity of helper T
lymphocytes. Nature. 1996;383:787.

12. Taylor J, Fahey JL, Detels R, Giorgi JV. CD4 percentage, CD4
number, and CD4: CD8 ratio in HIV infection: which to choose
and how to use. J Acquir Immune Defic Syndr. 1989;2:114–24.

13. Lehmann GM, Feldon SE, Smith TJ, Phipps RP. Immune
mechanisms in thyroid eye disease. Thyroid. 2008;18:959–65.

14. Hwang CJ, Afifiyan N, Sand D, Naik V, Said J, Pollock SJ, et al.
Orbital fibroblasts from patients with thyroid-associated ophthal-
mopathy overexpress CD40: CD154 hyperinduces IL-6, IL-8, and
MCP-1. Invest Ophthalmol Vis Sci. 2009;50:2262–8.

15. Dik WA, Virakul S, van Steensel L. Current perspectives on the
role of orbital fibroblasts in the pathogenesis of Graves’ oph-
thalmopathy. Exp Eye Res. 2016;142:83–91.

16. Feldon SE, Park DJ, O’Loughlin CW, Nguyen VT, Landskroner-
Eiger S, Chang D, et al. Autologous T-lymphocytes stimulate
proliferation of orbital fibroblasts derived from patients with
Graves’ ophthalmopathy. Invest Ophthalmol Vis Sci.
2005;46:3913–21.

17. Grubeck-Loebenstein B, Trieb K, Sztankay A, Holter W, Anderl
H, Wick G. Retrobulbar T cells from patients with Graves’ oph-
thalmopathy are CD8+ and specifically recognize autologous
fibroblasts. J Clin Invest. 1994;93:2738–43.

18. Prabhakar BS, Bahn RS, Smith TJ. Current perspective on the
pathogenesis of Graves’ disease and ophthalmopathy. Endocr
Rev. 2003;24:802–35.

19. Otto E, Förster G, Kuhlemann K, Hansen C, Kahaly G. TSH
receptor in endocrine autoimmunity. Clin Exp Rheumatol.
1996;14:S77–84.

20. Antonelli A, Rotondi M, Ferrari SM, Fallahi P, Romagnani P,
Franceschini SS, et al. Interferon-γ-inducible α-chemokine
CXCL10 involvement in Graves’ ophthalmopathy: modulation by
peroxisome proliferator-activated receptor-γ agonists. J Clin
Endocrinol Metab. 2006;91:614–20.

21. Antonelli A, Ferrari SM, Fallahi P, Frascerra S, Santini E, Fran-
ceschini SS, et al. Monokine induced by interferon gamma
(IFNgamma) (CXCL9) and IFNgamma inducible T-cell alpha-
chemoattractant (CXCL11) involvement in Graves’ disease and
ophthalmopathy: modulation by peroxisome proliferator-activated
receptor-gamma agonists. J Clin Endocrinol Metab.
2009;94:1803–9.

22. Smith T. The putative role of prostaglandin endoperoxide H
synthase-2 in the pathogenesis of thyroid-associated orbitopathy.
Exp Clin Endocrinol Diabetes. 1999;107(Suppl. 5):S160–S3.

23. Ochs HD, Oukka M, Torgerson TR. TH17 cells and regulatory
T cells in primary immunodeficiency diseases. J Allergy Clin
Immunol. 2009;123:977–83.

24. Jager A, Kuchroo VK. Effector and regulatory T-cell subsets in
autoimmunity and tissue inflammation. Scand J Immunol.
2010;72:173–84.

25. Bettelli E, Carrier Y, Gao W, Korn T, Strom TB, Oukka M, et al.
Reciprocal developmental pathways for the generation of patho-
genic effector TH17 and regulatory T cells. Nature.
2006;441:235–8.

26. Crotty S. Follicular helper CD4 T cells (TFH). Annu Rev
Immunol. 2011;29:621–63.

27. Soroosh P, Doherty TA. Th9 and allergic disease. Insect Sci.
2009;127:450–8.

28. Eyerich S, Eyerich K, Pennino D, Carbone T, Nasorri F, Pallotta
S, et al. Th22 cells represent a distinct human T cell subset
involved in epidermal immunity and remodeling. J Clin Investig.
2009;119:3573–85.

29. Mosmann TR, Coffman R. TH1 and TH2 cells: different patterns
of lymphokine secretion lead to different functional properties.
Annu Rev Immunol. 1989;7:145–73.

30. Wu G, Wu N, Li T, Lu W, Yu G. Total glucosides of peony
ameliorates Sjogren’s syndrome by affecting Th1/Th2 cytokine
balance. Exp Ther Med. 2016;11:1135–41.

31. Zhang S, Liu X, Sun C, Yang J, Wang L, Liu J, et al. Apigenin
attenuates experimental autoimmune myocarditis by modulating
Th1/Th2 cytokine balance in mice. Inflammation. 2016;39:678–
86.

32. Pappa A, Lawson JM, Calder V, Fells P, Lightman S. T cells and
fibroblasts in affected extraocular muscles in early and late thyroid
associated ophthalmopathy. Br J Ophthalmol. 2000;84:517–22.

33. Antonelli A, Ferrari SM, Corrado A, Franceschini SS, Gelmini S,
Ferrannini E, et al. Extra-ocular muscle cells from patients with
Graves’ ophthalmopathy secrete α (CXCL10) and β (CCL2)
chemokines under the influence of cytokines that are modulated
by PPARγ. Autoimmun Rev. 2014;13:1160–6.

34. Hiromatsu Y, Yang D, Bednarczuk T, Miyake I, Nonaka K, Inoue
Y. Cytokine profiles in eye muscle tissue and orbital fat tissue
from patients with thyroid-associated ophthalmopathy. J Clin
Endocrinol Metab. 2000;85:1194–9.

35. IMMJ Wakelkamp, Bakker O, Baldeschi L, Wiersinga WM,
Prummel MF. TSH‐R expression and cytokine profile in orbital
tissue of active vs. inactive Graves’ ophthalmopathy patients. Clin
Endocrinol. 2003;58:280–7.

36. Han R, Smith TJ. T helper type 1 and type 2 cytokines exert
divergent influence on the induction of prostaglandin E2 and
hyaluronan synthesis by interleukin-1beta in orbital fibroblasts:

The involvement of T cell pathogenesis in thyroid-associated ophthalmopathy 181

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


implications for the pathogenesis of thyroid-associated ophthal-
mopathy. Endocrinology. 2006;147:13.

37. Shabgah AG, Fattahi E, Shahneh FZ. Interleukin-17 in human
inflammatory diseases. Post Dermatol Alergol. 2014;31:256–61.

38. Rajaii F, McCoy AN, Smith TJ. Cytokines are both villains and
potential therapeutic targets in thyroid-associated ophthalmo-
pathy: from bench to bedside. Expert Rev Ophthalmol.
2014;9:227–34.

39. Korn T, Bettelli E, Oukka M, Kuchroo VK. IL-17 and Th17 Cells.
Annu Rev Immunol. 2009;27:485–517.

40. Cua DJ, Tato CM. Innate IL-17-producing cells: the sentinels of
the immune system. Nat Rev Immunol. 2010;10:479–89.

41. Nanba T, Watanabe M, Inoue N, Iwatani Y. Increases of the Th1/
Th2 cell ratio in severe Hashimoto′s disease and in the proportion
of Th17 cells in intractable Graves′ disease. Thyroid.
2009;19:495–501.

42. Peng D, Xu B, Wang Y, Guo H, Jiang Y. A high frequency of
circulating Th22 and Th17 cells in patients with new onset
Graves’ disease. PLoS ONE 2013;8:e68446.

43. Qi Y, Zheng H, Liu N, Guo T, Zhu W, Wang S, et al. Genetic
association between Interleukin-17A gene polymorphisms and the
pathogenesis of Graves’ disease in the Han Chinese population.
Clin Endocrinol. 2016;84:265–70.

44. Kim SE, Yoon JS, Kim KH, Lee SY. Increased serum interleukin-
17 in Graves’ ophthalmopathy. Graefes Arch Clin Exp Ophthal-
mol. 2012;250:1521–6.

45. Wei H, Guan M, Qin Y, Xie C, Fu X, Gao F, et al. Circulating
levels of miR-146a and IL-17 are significantly correlated with the
clinical activity of Graves’ ophthalmopathy. Endocr J.
2014;61:1087–92.

46. Shen J, Li Z, Li W, Ge Y, Xie M, Lv M, et al. Th1, Th2, and Th17
cytokine involvement in thyroid associated ophthalmopathy. Dis
Markers. 2015;2015:609593.

47. Fang S, Huang Y, Wang S, Zhang Y, Luo X, Liu L, et al. IL-17A
exacerbates fibrosis by promoting the proinflammatory and pro-
fibrotic function of orbital fibroblasts in TAO. J Clin Endocrinol
Metab. 2016;101:2955–65.

48. Ujhelyi B, Gogolak P, Erdei A, Nagy V, Balazs E, Rajnavolgyi E,
et al. Graves’ orbitopathy results in profound changes in tear
composition: a study of plasminogen activator inhibitor-1 and
seven cytokines. Thyroid. 2012;22:407–14.

49. Danping Huang QL, Huasheng Yang, Yuxiang Mao. Changes of
lacrimal gland and tear inflammatory cytokines in thyroid-
associated ophthalmopathy. Invest Opthalmol Vis Sci.
2014;55:4935-43.

50. Fang S, Huang Y, Liu X, Zhong S, Wang N, Zhao B, et al.
Interaction between CCR6+ Th17 cells and CD34+ fibrocytes
promotes inflammation: implications in Graves’ orbitopathy in
Chinese population. Invest Ophthalmol Vis Sci. 2018;59:2604–14.

51. Fang S, Huang Y, Zhong S, Li Y, Zhang Y, Li Y, et al. Regulation
of orbital fibrosis and adipogenesis by pathogenic Th17 cells in
Graves orbitopathy. J Clin Endocrinol Metab. 2017;102:4273–83.

52. Smith TJ. TSH-receptor-expressing fibrocytes and thyroid-
associated ophthalmopathy. Nat Rev Endocrinol. 2015;11:171–
81.

53. Fang S, Huang Y, Zhong S, Zhang Y, Liu X, Wang Y, et al. IL-
17A promotes RANTES expression, but not IL-16, in orbital
fibroblasts via CD40-CD40L combination in thyroid-associated
ophthalmopathy. Invest Ophthalmol Vis Sci. 2016;57:6123–33.

54. Sutton CE, Lalor SJ, Sweeney CM, Brereton CF, Lavelle EC,
Mills KHG. Interleukin-1 and IL-23 induce innate IL-17 pro-
duction from γδ T cells, amplifying Th17 responses and auto-
immunity. Immunity. 2009;31:331–41.

55. Eckstein AK. Thyroid associated ophthalmopathy: evidence for
CD4+T cells; de novo differentiation of RFD7+ macrophages,
but not of RFD1+ dendritic cells; and loss of and T cell receptor
expression. Br J Ophthalmol. 2004;88:803–8.

56. Schubert LA, Jeffery E, Zhang Y, Ramsdell F, Ziegler SF. Scurfin
(FOXP3) acts as a repressor of transcription and regulates T cell
activation. J Biol Chem. 2001;276:37672–9.

57. Gonzalez-Amaro R, Marazuela M. T regulatory (Treg) and T
helper 17 (Th17) lymphocytes in thyroid autoimmunity. Endo-
crine. 2016;52:30–8.

58. Marazuela M, Garcia-Lopez MA, Figueroa-Vega N, de la Fuente
H, Alvarado-Sanchez B, Monsivais-Urenda A, et al. Regulatory
T cells in human autoimmune thyroid disease. J Clin Endocrinol
Metab. 2006;91:3639–46.

59. Roncarolo MG, Gregori S, Bacchetta R, Battaglia M. Tr1 cells
and the counter-regulation of immunity: natural mechanisms and
therapeutic applications. Curr Top Microbiol Immunol.
2014;380:39–68.

60. Khanna D, Chong KK, Afifiyan NF, Hwang CJ, Lee DK, Garneau
HC, et al. Rituximab treatment of patients with severe,
corticosteroid-resistant thyroid-associated ophthalmopathy. Oph-
thalmology. 2010;117:133–9 e2.

61. Matsuzawa KSI, Okura T, Fuji S, Matsumoto K, Shoji K,
Nakamura R, et al. Implication of FoxP3 postive and negative
CD4+ CD25+ T cells in GO. Endocrine J. 2016.

62. Syn NL, Teng MWL, Mok TSK, Soo RA. De-novo and acquired
resistance to immune checkpoint targeting. Lancet Oncol.
2017;18:e731–e41.

63. Vaidya B, Imrie H, Perros P, Dickinson J, McCarthy MI, Kendall-
Taylor P, et al. Cytotoxic T lymphocyte antigen-4 (CTLA-4) gene
polymorphism confers susceptibility to thyroid associated orbito-
pathy. Lancet. 1999;354:743–4.

64. Yazici B, Yazici Z, Yalcinkaya U. Aneurysmal bone cyst sec-
ondary to ossifying fibroma in the orbit. Ophthalmic Plast
Reconstr Surg. 2011;27:e84–5.

65. Mittrucker HW, Visekruna A, Huber M. Heterogeneity in the
differentiation and function of CD8(+) T cells. Arch Immunol
Ther Exp. 2014;62:449–58.

66. Suzuki M, Konya C, Goronzy JJ, Weyand CM. Inhibitory CD8+
T cells in autoimmune disease. Hum Immunol. 2008;69:781–9.

67. Kahaly GJ, Shimony O, Gellman YN, Lytton SD, Eshkar-Sebban
L, Rosenblum N, et al. Regulatory T-cells in Graves’ orbitopathy:
baseline findings and immunomodulation by anti-T lymphocyte
globulin. J Clin Endocrinol Metab. 2011;96:422–9.

68. Jin Sook Yoon, Hyun Jung Lee, Soo Hyun Choi, Eun-Ju Chang,
Sang Yeul Lee, Eun Jig Lee, Sven G. Meuth, (2011) Quercetin
Inhibits IL-1Î²-Induced Inflammation, Hyaluronan Production and
Adipogenesis in Orbital Fibroblasts from Graves′ Orbitopathy.
PLoS ONE 6 (10):e26261.

69. Hwai-Shi Wang, H. James Cao, Virginia D. Winn, Louis J.
Rezanka, Yveline Frobert, Charles H. Evans, Daniela Sciaky,
Donald A. Young, Terry J. Smith, (1996) Leukoregulin Induction
of Prostaglandin-Endoperoxide H Synthase-2 in Human Orbital
Fibroblasts. Journal of Biological Chemistry 271
(37):22718–22728.

70. M. Kerry O'Banion, (1999) Cyclooxygenase-2: Molecular Biol-
ogy, Pharmacology, and Neurobiology. Critical Reviews in
Neurobiology 13 (1):45–82.

71. Nupur Raychaudhuri, Raymond S. Douglas, Terry J. Smith,
Marian Ludgate, (2010) PGE2 Induces IL-6 in Orbital Fibroblasts
through EP2 Receptors and Increased Gene Promoter Activity:
Implications to Thyroid-Associated Ophthalmopathy. PLoS ONE
5 (12):e15296.

182 Y. Huang et al.


	The involvement of T cell pathogenesis in thyroid-associated ophthalmopathy
	Abstract
	Introduction
	T cells
	Brief introduction
	T�cells in TAO
	Effect of cytokines and chemokines on TAO

	CD4&#x0002B; T�cells
	Th1 and Th2 cells
	Th17 cells
	Treg�cells

	CD8&#x0002B; T�cells
	Conclusion
	Compliance with ethical standards

	ACKNOWLEDGMENTS
	References




