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Abstract
Purpose Measurement of thyroid-stimulating hormone (TSH) and free thyroxine (FT4) is important for assessing thyroid
dysfunction. After changing assay manufacturer, high FT4 versus TSH levels were reported at Ente Ospedaliero Cantonale
(EOC; Bellinzona, Switzerland).
Methods Exploratory analysis used existing TSH and FT4 measurements taken at EOC during routine clinical practice
(February 2018–April 2020) using Elecsys® TSH and Elecsys FT4 III immunoassays on cobas® 6000 and cobas 8000
analyzers (Roche Diagnostics). Reference intervals (RIs) were estimated using both direct and indirect (refineR algorithm)
methods.
Results In samples with normal TSH levels, 90.9% of FT4 measurements were within the normal range provided by Roche
(12–22 pmol/L). For FT4 measurements, confidence intervals (CIs) for the lower end of the RI obtained using direct and
indirect methods were lower than estimated values in the method sheet; the estimated value of the upper end of the RI
(UEoRI) in the method sheet was within the CI for the UEoRI using the direct method but not the indirect method. CIs for
the direct and indirect methods overlapped at both ends of the RI. The most common cause of increased FT4 with normal
TSH was identified in a subset of patients as use of thyroxine therapy (72.6%).
Conclusions It is important to verify RIs for FT4 in the laboratory population when changing testing platforms; indirect
methods may constitute a convenient tool for this. Applying specific RIs for selected subpopulations should be considered to
avoid misinterpretations and inappropriate clinical actions.
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Diagnostic strategies

Introduction

The laboratory assessment of thyroid dysfunction relies on
the measurement of circulating concentrations of thyroid-
stimulating hormone (TSH) and free thyroxine (FT4), while

free triiodothyronine (FT3) should only be required in
selected cases with normal FT4 and suppressed TSH values
[1]. As TSH and FT4 have a complex, non-linear relation-
ship, small variations in FT4 may result in comparatively
large variations in TSH [1, 2]. Despite some rare exceptions
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(e.g., central hypothyroidism, resistance to thyroid hor-
mones, TSH-secreting pituitary adenoma, treated hyper-
thyroidism, and non-thyroidal illness), TSH measurement is
a sensitive screening test for thyroid dysfunction and is
endorsed as the best first-line strategy for detecting thyroid
dysfunction in most clinical settings [3, 4].

Following abnormal TSH measurement, FT4 quantifi-
cation should be added to existing laboratory requests,
either automatically or based on algorithms (i.e., reflex
testing) [1], reducing the number of cases for additional
testing without compromising the detection of overt thyroid
dysfunction. However, FT4 results can vary significantly
between different assays, and though progress has been
made towards the standardization of FT4 testing, technical
and logistical challenges persist [1, 3–7]. Therefore, when
introducing a new assay, laboratories and clinicians should
work closely together to identify possible abnormalities in
results.

Accordingly, the provided FT4 reference intervals (RIs)
differ between manufacturers, thus a change in FT4 assay
requires careful verification before the introduction of the
new assay in clinical practice. There are two methods that
can be used to estimate the RIs: 1) the direct method, which
utilizes a cohort of healthy individuals from a reference
population, and 2) the indirect method, which uses existing
data from routine measurement comprising a mixed popu-
lation of samples with abnormal and normal test results
[8, 9]. Various influences on FT4 measurements, such as
factors related to patients and medications, should be con-
sidered. Specifically, TSH and FT4 immunoassays are
vulnerable to essential interferences (e.g., macro-TSH,
biotin, anti-streptavidin antibodies, anti-ruthenium anti-
bodies, thyroid hormone autoantibodies, and heterophilic
antibodies) that were recently described in a systematic
review in which an algorithm identifying the interferences
was proposed [10]. On the other hand, the International
Federation of Clinical Chemistry and Laboratory Medicine
Committee for Standardization of Thyroid Function Tests
(IFCC C-STFT) established reference systems for TSH
harmonization and FT4 standardization and is now working
with national partners on implementing these systems [11].

The Department of Laboratory Medicine at Ente Ospe-
daliero Cantonale (EOC; Bellinzona, Switzerland) changed
thyroid function testing to Elecsys® TSH and Elecsys FT4
III immunoassays on cobas® 6000 and cobas 8000 analy-
zers (Roche Diagnostics International Ltd, Rotkreuz, Swit-
zerland) in February 2018 and the RIs provided by the
manufacturer were applied. Subsequently, some clinicians
reported inappropriately high serum FT4 concentrations
compared with corresponding TSH values. A similar phe-
nomenon was observed at Erasmus Medical Center (Rot-
terdam, Netherlands) when changing thyroid function
testing to the Lumipulse G1200 platform (Fujirebio Inc.,

Tokyo, Japan), where a comparison study against the
reference measurement procedure developed by de Grande
et al. [5] was undertaken (analyses not shown). Therefore,
we aimed to address the practical challenges associated with
changing assay and analyzer manufacturers for TSH and
FT4 tests and, in particular, the verification of RIs using
direct versus indirect estimation methods. An extensive
analysis was performed by laboratory specialists, clinical
thyroidologists, and the manufacturer (Roche). The analysis
used a recently developed algorithm, refineR, which is an
indirect method estimating the RI for FT4 from real-world
data [8].

Materials and methods

This was an exploratory analysis using existing TSH and
FT4 measurements obtained during routine clinical practice
from patients referred to EOC between February 2018 and
April 2020. Anonymized data were extracted from the
laboratory information system and electronic clinical files.
In addition, a group of patients with complete demographic
and clinical data available (including final diagnosis, current
medications, and thyroid examination results [clinical and/
or ultrasonographic]) were used to analyze the cause of
discrepant results. Additional information (e.g., in vitro
screening for conditions that could interfere with TSH and
FT4 immunoassays) was also recorded. Ethical approval
was provided by the EOC Scientific Advisory Board and
the Tessin Ethical Committee; written informed consent
from patients was waived for this study due to its retro-
spective design.

Analyzers/assays

TSH and FT4 were quantified using the Elecsys TSH and
FT4 III immunoassays on the cobas 6000 and cobas 8000
analyzers; both the Elecsys TSH and FT4 III immunoassays
are designed for use with serum and plasma samples
[12, 13]. Assay measuring ranges and RIs are summarized
in Table 1.

Analysis sets

Serum sample measurements were taken from several dif-
ferent clinics within EOC. The age and sex of the patient,
request date of the measurement, and an anonymized patient
identifier were provided for each serum sample. Samples
with missing measurement values were removed prior to the
analysis. Individual datasets were grouped into ‘all mea-
surements’, containing samples with both abnormal and
normal TSH test results, and ‘all measurements from
euthyroid patients’, containing only samples with normal
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TSH test results. TSH results were considered normal if all
measurements were within the respective TSH RI. In all
other cases, including where patients had multiple mea-
surements both within and outside of the respective TSH
RI, TSH results were considered as abnormal.

Data analysis

Two methods for estimation of RIs were applied: direct and
indirect.

Estimation of RIs using the direct method

RIs were estimated using the ‘all measurements from
euthyroid patients’ pooled dataset, containing only sam-
ples with normal TSH test results based on the definition
above. Estimation was performed for the whole group as
well as for subgroups based on sex, age, and site. Each
patient was analyzed only once; if several samples from
one patient were sorted into a respective evaluation group,
only the sample with the earliest request date was inclu-
ded in the calculations. For determination of RIs, sample
percentiles were calculated using a rank-based quantile
estimation in the statistical programming language R [14].
Two-sided distribution-free conservative confidence
intervals (CIs) for percentiles were estimated using the
method of Hahn and Meeker [15]. In this approach,
≥120 samples per cohort were needed to estimate the
central 95% RI (2.5–97.5% quantile) and its CI with
sufficient statistical confidence [16].

Estimation of RIs using the indirect method (refineR
algorithm)

RIs were also estimated using an indirect method, the refi-
neR algorithm described in Ammer et al. 2021 [8]. In
contrast to the direct method, the indirect method used the
‘all measurements’ dataset containing samples with abnor-
mal and normal TSH test results for the estimation of RIs;
information on the pathology status of samples was not
available to the algorithm, but each patient was analyzed
only once. Analysis of subgroups was not applied, as the
sample sizes of subgroups were not sufficient for a robust
estimation with the refineR algorithm.

The refineR algorithm [8] assumes that routine data
consist of results from samples with abnormal and normal

test results, with the latter in the majority. It also assumes
that the distribution of the samples with normal test results
can be modeled with a Box–Cox transformed normal dis-
tribution, which can accommodate normal as well as
skewed distributions. The Box–Cox transformed normal
distribution is defined by three parameters: µ (mean value of
normal distribution), σ (standard deviation of normal dis-
tribution), and λ (power parameter describing the skewness
of the distribution). To find the optimal model defined by
the optimal parameter set µ*, σ*, and λ*, a multi-level grid
search is employed; the parameter set µ*, σ*, and λ* is
considered optimal when it reveals a maximum log-
likelihood to describe the histogram of the routine data in
a central concentration region.

An inverse Box–Cox transformation was applied using
the optimal transformation parameter λ* on the 2.5% and
97.5% quantiles of the normal distribution defined by µ*
and σ*, and the desired RIs were obtained (in particular, the
central 95% region of the estimated distribution of normal
samples). A bootstrap-based approach was used to calculate
CIs for the RIs. Drawing on bootstrap samples from the
dataset (n= size of the dataset), the parameter optimization
of µ*, σ*, and λ* was repeated 200 times. The 95% CI was
obtained as the central 95% region of the 200 RIs estimated
from bootstrapping.

Results

RI evaluation

In all patients with a normal TSH value (0.27–4.2 µlU/mL;
n= 5111), the majority of FT4 measurements were also
within the normal range (12–22 pmol/L) provided by the
manufacturer (90.9%, n= 4648; Fig. 1).

For FT4 measurements, the CIs for the estimated value
of the lower (2.5% quantile) end the RI derived from the
direct and indirect estimation methods overlapped; how-
ever, both estimates were lower than the estimated value
listed in the immunoassay method sheet (Table 2, Fig. 2).
For the upper (97.5% quantile) end of the RI, the CIs
obtained from the direct and indirect methods overlapped
by 0.1 pmol/L; the CI obtained by the direct method
encompassed the estimated value listed in the method sheet
while the CI obtained by the indirect method was lower than
the estimated value in the method sheet (Table 2, Fig. 2).

Table 1 Overview of lower and
higher end of the measuring
range and RI for Elecsys TSH
and Elecsys FT4 III
immunoassays

Parameter Limit of detection Upper end of measuring range Lower end of RI
(2.5% quantile)

Upper end of RI
(97.5% quantile)

TSH (µlU/mL) 0.005 100 0.27 4.2

FT4 (pmol/L) 0.5 100 12 22

FT4 free thyroxine, RI reference interval, TSH thyroid-stimulating hormone

Endocrine (2022) 77:333–339 335



Analysis of divergent results above the
manufacturer upper RI

Out of 9065 patients, 306 patients with complete demographic
and clinical data available showed high (>22 pmol/L) levels of
FT4 with normal TSH levels; the causes of discrepant results
were identified in 263 of these 306 patients (Table 3). The
most common reason for increased FT4 with normal TSH was
use of thyroxine therapy (72.6%, n= 191); other reasons for
the discrepancy between FT4 and TSH levels included use of
amiodarone (14.4%, n= 38), other drugs (7.6%, n= 20), and
analytic interferences (5.3%, n= 14).

Discussion

As FT4 levels determined using analyzers from different
manufacturers cannot be compared, specific RIs per method
are required, with a need for standardization. While method
sheet RIs may be used, it is important that laboratories verify
the RIs at a local level. Therefore, if a laboratory observes
unexpected results, the RIs should be assessed and appropriate

criteria should be discussed, implemented, and periodically
updated. When RIs are updated, context and education should
be provided by clinical chemists for all clinicians to avoid
overdiagnosis of thyroid dysfunction [17].

In this study, while some inappropriately high serum FT4
concentrations compared with corresponding normal TSH
values were seen following a change in thyroid function
testing at EOC, our analyses found that the manufacturer
RIs were appropriate for the laboratory population. RIs
were calculated from routine clinical data using two dif-
ferent methods, direct and indirect (refineR algorithm).
Although the resulting RIs were comparable between the
methods, CIs for the upper end of the RI only overlapped by
0.1 pmol/L. This observation may be due to the fact that
FT4 levels can increase substantially for several hours after
levothyroxine treatment intake, with minimal change in
TSH [18]. Given that the indirect method utilizes large data
sources that are more easily accessible and directly target
the local population, it can be a valuable tool for assessing
the suitability of RIs.

Prevention of divergent results

Serum TSH and FT4 concentrations and RIs may differ
depending on the assay method, and FT4 levels often show
greater variability than TSH levels [19, 20], though the
extent of variation has not been systematically evaluated. A
previous study found that 10.3% of patients treated with
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Fig. 1 FT4 measurements in all samples (n= 15,213) and euthyroid
patients (n= 5111). FT4 free thyroxine. Vertical dotted lines at 12 and
22 pmol/L FT4 show the normal range provided by the manufacturer.
Only one sample per patient was included for euthyroid patients

Table 2 Determination of local
RIs for FT4

Method Samples, n 2.5% quantile (pmol/L) 97.5% quantile (pmol/L)

Estimate LCL UCL Estimate LCL UCL

Direct 5111 11 10.7 11.1 22.2 21.7 22.6

Indirect (refineR) 9065 11 10.1 11.3 21.5 19.2 21.8

Method sheet 801 12 NA NA 22 NA NA

FT4 free thyroxine, LCL lower confidence limit, NA not available, RI reference interval, UCL upper
confidence limit

6 8 10 12 14 16 18

FT4 (pmol/L)

Direct method

Indirect method

20 22 24 26 28

Fig. 2 Determination of RIs for FT4 using the direct and indirect
methods. FT4 free thyroxine, RI reference interval. Vertical dotted
lines at 12 and 22 pmol/L FT4 show the normal range provided by the
manufacturer. Plots show estimated lower (2.5% quantile) and upper
(97.5% quantile) RI limits with 95% confidence intervals
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levothyroxine had high FT4 concentrations alongside a
normal TSH measurement [18]. In our study, we found that
thyroxine therapy was the most common cause (72.6%) of
increased FT4 levels when TSH levels were normal.

TSH has a broad RI and can achieve an accurate diag-
nosis of hypothyroidism when evaluated as a single
laboratory parameter [3, 4]. However, when TSH is
abnormal, additional testing is required before treatment
decisions can be made [21]. Testing for FT4 is recom-
mended if TSH levels suggest hypothyroidism, and testing
both FT4 and FT3 is recommended if TSH levels suggest
hyperthyroidism [21]. If there is clinical suspicion of sec-
ondary hypothyroidism or a rare disorder, it is advised to
simultaneously measure TSH and FT4. In a large, unse-
lected, community-dwelling population-based study,
Schneider et al. [22] found that a two-step reflex testing
approach (i.e., assessing FT4 only if TSH is outside the RI)
could eliminate unnecessary FT4 testing in up to 93% of
participants compared with a one-step approach. Previous
studies using a similar approach to Schneider et al. also
reported that unnecessary FT4 testing could be reduced by
~90–99.6% [23, 24]. The study by Schneider et al. found
that most (85%) patients with normal TSH results but FT4
outside the RI (3.8% of the whole study population) were
within 2 pmol/L of the upper or lower limits of the FT4 RI
and could be considered likely to be healthy euthyroid
outliers.

Verification of RIs

Verification is necessary when a laboratory wishes to adopt
an established RI supplied by a manufacturer or another
laboratory for the same or similar analytical system. This
verification involves determining reference values for at least
20 individuals judged to be representative of the adopting
laboratory’s healthy population [16, 25, 26]. Guidelines
[16, 27] stipulate that if, after repeated sampling, more than
two (10%) reference values fall outside the established RI, it
is an indication that the population served by the laboratory

differs significantly from that used to set the manufacturer’s
RI; in this case, a local RI should be established. Due to the
small sample size (n= 20), the statistical uncertainty of this
approach is high. Furthermore, the statistical design of the
approach prevents detection of a RI that is too wide. Con-
sequently, alternative approaches such as the indirect method
are required to independently verify the RIs.

Definition of RIs

Direct and indirect estimation methods for RIs result in
similar but not equal results. Differences in the tested
populations (e.g., nationality, age distribution, sex dis-
tribution, and sample size), as well as whether or not the site
has other departments, can lead to different RIs (e.g., cal-
culating RIs for the same assay in neighboring hospitals,
one academic and one non-academic). In addition, each
estimation technique has different strengths and limitations.
When using the direct method, the applied filtering using
only samples with normal TSH values is limited as a certain
fraction of discordant samples with normal TSH values and
discordant FT4 levels is to be expected, which can lead to a
suboptimal estimation of the RIs [9]. Using the indirect
method has some advantages over the direct method,
including large data sources that are more easily accessible,
analysis that directly targets the local population, and pre-
analytical and analytical factors that reflect those used in the
local laboratory [28]. However, a limitation of the indirect
method is that separation of abnormal and normal dis-
tributions may not be perfect (i.e., patients with untreated
thyroid dysfunction and patients who have been success-
fully treated for thyroid dysfunction may have been inclu-
ded when establishing a RI to guide diagnosis and
treatment), resulting in a potential bias of the estimated RI
[9, 29]. Despite this, no differences were found between our
general population (including patients from Nuclear Medi-
cine and Endocrinology) and the thyroid healthy popula-
tion. Additionally, in order to achieve the most robust
results using the indirect method, ideally only a small

Table 3 Causes of divergent results between high FT4 and normal TSH levels (n= 306)

FT4 values (pmol/L) Cause unknown, n Cause known, n

Total Thyroxine Amiodarone Other drugs Analytic interferences

22.0–23.9 16 149 132 13 1 3

24.0–25.9 11 68 47 14 5 2

26.0–27.9 6 22 8 6 5 3

28.0–29.9 7 12 4 5 1 2

30.0–31.9 3 6 0 0 3 3

32.0–46.0 0 6 0 0 5 1

Total, n (%) 43 (14.1) 263 (85.9) 191/263 (72.6) 38/263 (14.4) 20/263 (7.6) 14/263(5.3)

FT4 free thyroxine, TSH thyroid-stimulating hormone
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proportion of the samples (<20%) should have abnormal
measurements; however, it has been shown that the refineR
algorithm can still achieve reliable results with a higher
fraction of abnormal test results [8].

Conclusions

When changing platforms to test thyroid function parameters,
it is important to verify established RIs in the laboratory
population. The indirect method (refineR algorithm) is useful
to estimate new RIs from easily accessible large samples
rather than filtered samples as required for the direct method;
however, each method has its own strengths and limitations.
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The study was conducted in accordance with applicable
regulations. Ethical approval was provided by the EOC
Scientific Advisory Board and the Tessin Ethical Commit-
tee; written informed consent from patients was waived for
this study due to its retrospective design. For more infor-
mation on the study and data sharing, qualified researchers
may contact the corresponding author, Prof. Dr. Luca
Giovanella, MD PhD (luca.giovanella@eoc.ch).

Acknowledgements Third-party medical writing support, under the
direction of the authors, was provided by Rebecca Benatan, BSc of
Ashfield MedComms (Macclesfield, UK), an Ashfield Health Com-
pany, and was funded by Roche Diagnostics International Ltd
(Rotkreuz, Switzerland). COBAS and ELECSYS are trademarks of
Roche. All other product names and trademarks are the property of
their respective owners.

Author contributions L.G., H.K., L.D. and S.A.A.v.d.B. contributed
to the conception or design of the work; all authors contributed to the
acquisition, analysis, or interpretation of the data; all authors provided
critical revision of the manuscript and approved the final draft for
submission.

Funding This study was supported by Roche Diagnostics International
Ltd, Rotkreuz, Switzerland.

Compliance with ethical standards

Conflict of interest L.G.: received research grants and speaker fees
from Roche Diagnostics. HK: is an employee of and holds shares in
Roche Diagnostics. T.A.: is an employee of Roche Diagnostics.
C.M.R.: is an employee of and holds shares in Roche Diagnostics.
L.D., F.D., W.E.V., S.A.A.v.d.B.: declare no competing interests.

Ethics approval The study was approved by the Ente Ospedaliero
Cantonale Scientific Advisory Board and the Tessin Ethical
Committee.

Informed consent Informed consent was waived due to the retro-
spective, non-interventional, design of our study and the use of serum
leftovers from laboratory routine.

Publisher’s note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,
adaptation, distribution and reproduction in any medium or format, as
long as you give appropriate credit to the original author(s) and the
source, provide a link to the Creative Commons license, and indicate if
changes were made. The images or other third party material in this
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. M. Plebani, L. Giovanella, Reflex TSH strategy: the good, the bad
and the ugly. Clin. Chem. Lab. Med. 58(1), 1–2 (2019)

2. O. Koulouri, C. Moran, D. Halsall, K. Chatterjee, M. Gurnell,
Pitfalls in the measurement and interpretation of thyroid function
tests. Best. Pr. Res. Clin. Endocrinol. Metab. 27(6), 745–762
(2013)

3. J. Jonklaas, A.C. Bianco, A.J. Bauer et al. Guidelines for the
treatment of hypothyroidism: prepared by the American Thyroid
Association Task Force on Thyroid Hormone Replacement.
Thyroid 24(12), 1670–1751 (2014)

4. J.R. Garber, R.H. Cobin, H. Gharib et al. Clinical practice guide-
lines for hypothyroidism in adults: cosponsored by the American
Association of Clinical Endocrinologists and the American Thyroid
Association. Endocr. Pr. 18(6), 988–1028 (2012)

5. L.A.C. De Grande, K. Van Uytfanghe, D. Reynders et al. IFCC
Committee for Standardization of Thyroid Function Tests (C-
STFT). Standardization of free thyroxine measurements allows the
adoption of a more uniform reference interval. Clin. Chem. 63
(10), 1642–1652 (2017)

6. J. Kratzsch, N.A. Baumann, F. Ceriotti et al. Global FT4 immu-
noassay standardization: an expert opinion review. Clin. Chem.
Lab. Med. 59(6), 1013–1023 (2020)

7. F. Meng, J. Jonklaas, M.K.-S. Leow, Interconversion of plasma
free thyroxine values from assay platforms with different refer-
ence intervals using linear transformation methods. Biology 10(1),
45 (2021)

8. T. Ammer, A. Schützenmeister, H.-U. Prokosch, M. Rauh, C.M.
Rank, J. Zierk, refineR: a novel algorithm for reference interval
estimation from real-world data. Sci. Rep. 11(1), 16023 (2021)

9. G.R.D. Jones, R. Haeckel, T.P. Loh et al. IFCC Committee on
Reference Intervals and Decision Limits. Indirect methods for
reference interval determination - review and recommendations.
Clin. Chem. Lab Med. 57(1), 20–29 (2018)

10. J. Favresse, M.C. Burlacu, D. Maiter, D. Gruson, Interferences
with thyroid function immunoassays: clinical implications and
detection algorithm. Endocr. Rev. 39(5), 830–850 (2018)

11. H.W. Vesper, K. Van Uytfanghe, A. Hishinuma et al. Imple-
menting reference systems for thyroid function tests - a colla-
borative effort. Clin. Chim. Acta 519, 183–186 (2021)

12. Elecsys FT4 III [method sheet]. Roche Diagnostics GmbH,
Mannheim, Germany. 2020 V4.0 (2020). https://pim-eservices.
roche.com/eLD/web/gb/en/home

13. Elecsys TSH [method sheet]. Roche Diagnostics GmbH, Man-
nheim, Germany. 2019 V1.0 (2021). https://pim-eservices.roche.
com/eLD/web/gb/en/home

338 Endocrine (2022) 77:333–339

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://pim-eservices.roche.com/eLD/web/gb/en/home
https://pim-eservices.roche.com/eLD/web/gb/en/home
https://pim-eservices.roche.com/eLD/web/gb/en/home
https://pim-eservices.roche.com/eLD/web/gb/en/home


14. R Core Team. The R project for statistical computing, (R Foun-
dation for Statistical Computing, Vienna, Austria, 2018).
https://www.R-project.org/. Accessed 31 January 2022

15. G.J. Hahn, W.Q. Meeker. Statistical intervals: a guide for prac-
titioners, p. 82–83 (John Wiley & Sons, Inc., Hoboken, New
Jersey. 1991)

16. Clinical and Laboratory Standards Institute (CLSI). Clinical
laboratory safety; approved guideline, 3rd edn. CLSI document
GP17-A3. (Clinical and Laboratory Standards Institute, Wayne,
P.A., 2012)

17. D.J. Topliss, What happens when laboratory reference ranges
change? CMAJ 192(18), E481–E482 (2020)

18. Z.X. Lu, K.A. Sikaris, T. Yen, C. Trambas, J. Walsh, Should there
be separate free thyroxine reference limits for thyroxine-treated
patients? Clin. Biochem Rev. 37(4), S40 (2016)

19. M.T. Sheehan, Biochemical testing of the thyroid: TSH is the best
and, oftentimes, only test needed - a review for primary care. Clin.
Med. Res. 14(2), 83–92 (2016)

20. O.E. Okosieme, M. Agrawal, D. Usman, C. Evans, Method-
dependent variation in TSH and FT4 reference intervals in preg-
nancy: a systematic review. Ann. Clin. Biochem. 58(5), 537–546
(2021)

21. M. Vasileiou, J. Gilbert, S. Fishburn, K. Boelaert, Thyroid disease
assessment and management: summary of NICE guidance. BMJ
368, m41 (2020)

22. C. Schneider, M. Feller, D.C. Bauer et al. Initial evaluation of
thyroid dysfunction - are simultaneous TSH and fT4 tests neces-
sary? PLoS One 13(4), e0196631 (2018)

23. M. Kende, S. Kandapu, Evaluation of thyroid stimulating hor-
mone (TSH) alone as a first-line thyroid function test (TFT) in
Papua New Guinea. P. N. G. Med. J. 45(3–4), 197–199 (2002)

24. A.J. Viera, Thyroid function testing in outpatients: are both sen-
sitive thyrotropin (sTSH) and free thyroxine (FT4) necessary?
Fam. Med 35(6), 408–410 (2003)

25. C. Higgins. An introduction to reference intervals (1) - some the-
oretical considerations. https://acutecaretesting.org/en/articles/an-
introduction-to-reference-intervals-1--some-theoretical-considera
tions. Accessed 31 Jan 2022

26. J. Henny, A. Vassault, G. Boursier et al. Working Group
Accreditation and ISO/CEN standards (WG-A/ISO) of the EFLM.
Recommendation for the review of biological reference intervals
in medical laboratories. Clin. Chem. Lab. Med. 55(3), 470 (2017)

27. J. Tukey, F. Mosteller (eds), Exploratory data analysis. Addison-
Wesley series in behavioural science: quantitative methods,
(Addison-Wesley, Reading, MA, 1977)

28. G.R.D. Jones, Validating common reference intervals in routine
laboratories. Clin. Chim. Acta 432, 119–121 (2014)

29. Y. Ozarda, V. Higgins, K. Adeli, Verification of reference inter-
vals in routine clinical laboratories: practical challenges and
recommendations. Clin. Chem. Lab. Med. 57(1), 30–37 (2018)

Endocrine (2022) 77:333–339 339

https://www.R-project.org/
https://acutecaretesting.org/en/articles/an-introduction-to-reference-intervals-1-some-theoretical-considerations
https://acutecaretesting.org/en/articles/an-introduction-to-reference-intervals-1-some-theoretical-considerations
https://acutecaretesting.org/en/articles/an-introduction-to-reference-intervals-1-some-theoretical-considerations

	How to approach clinically discordant FT4 results when changing testing platforms: real-world evidence
	Abstract
	Introduction
	Materials and methods
	Analyzers/assays
	Analysis sets
	Data analysis
	Estimation of RIs using the direct method
	Estimation of RIs using the indirect method (refineR algorithm)

	Results
	RI evaluation
	Analysis of divergent results above the manufacturer upper RI

	Discussion
	Prevention of divergent results
	Verification of RIs
	Definition of RIs

	Conclusions
	Publisher&#x02019;s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.Acknowledgements
	Compliance with ethical standards

	ACKNOWLEDGMENTS
	References




