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Abstract

Original Article

IntRoductIon

Subacute thyroiditis (SAT) is caused by the inflammation 
of the thyroid gland, which mostly is spontaneously 
remitting in nature.[1] SAT‑affected patients show a 
pseudo‑granulomatous pathological appearance in the 
thyroid gland. It becomes typically firm on palpation, 
enlarged, and tender. They may also have characteristic 
symptoms such as fever and malaise.[1] There is clinical and 
biochemical evidence of thyrotoxicosis, secondary to the 
release of pre‑formed thyroid hormones from the destroyed 
thyrocytes.[1,2] Scientific evidence justifies the conclusion 
that neither this is an autoimmune disease, nor does it has 
any consistent serologic connection with any one group of 

viruses.[3] Hence, thyroid‑specific auto‑antibodies do not 
have any role in the evaluation of SAT.

Amongst the other laboratory findings, an elevated erythrocyte 
sedimentation rate (ESR) is invariably present in the clinical 
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records. The absence of elevated ESR may question a 
tenable diagnosis of SAT.[4] Usually, ESR is one of the most 
commonly used laboratory tools to detect an inflammatory 
syndrome.[4] However, acute‑phase reactants have been 
becoming useful alternatives to ESR due to significantly 
lesser false positivity and false negativity.[5] The acute‑phase 
response is usually a non‑specific phenomenon, occurring 
early in the course of inflammation, in which the concentration 
of a number of plasma proteins is increased.[6,7] Alteration in 
acute‑phase reactants can be a useful indicator of inflammatory 
response or infection when the clinical diagnosis is under 
doubt. Serum CRP is one such acute‑phase reactant found 
to be characteristically elevated in inflammatory thyroid 
disorders.[8‑10] However, CRP itself has major limitations in 
this regard [Box 1].[11] CRP and ESR are commonly used 
as markers for predicting and diagnosing infection and are 
frequently done together in practice. However, CRP and ESR 
are known to give discordance in the values. It is however still 
debatable whether the predictive value of one over the other 
is better or of one over two tests together.[12] A prospective 
study, looking at CRP and ESR as screening parameters, found 
CRP to have higher sensitivity and specificity and of more 
diagnostic relevance.[13] In a study with known discordance 
between the ESR and CRP, the latter was concluded as 
superior in detecting and predicting an inflammatory disease 
process. Doing both tests was found to be confounding.[14] Yet 
another study suggested the use of both the tests to avoid the 
implications of possible non‑concordance between the results 
of ESR and CRP; however, the improvement in sensitivity 
was only slight when both the tests were performed together 
compared to when CRP was conducted alone.[15,16] A study on 
diagnosing periprosthetic infection before the revision of total 
hip arthroplasty suggested that both CRP as well as ESR have 
‘reasonable’ accuracy and adequate predictive value, though 
the findings suggested higher specificity with CRP.[17]

Classical nuclear imaging of the thyroid using either 
radioactive iodine or technetium pertechnetate shows low 
uptake and helps differentiate SAT from Graves’ disease, 
which is another important cause of thyrotoxicosis. Recently 
ultrasonography documenting typical hypoechoic areas with 
low vascularity has been found to be equally useful.[18]

SAT is a prototype of inflammatory thyroid disease leading 
to significant comorbidity. In patients failing to respond to 
conventional Non‑steroidal anti‑inflammatory drugs (NSAIDs), 
glucocorticoid is the drug of choice. The main objective of 

starting glucocorticoid therapy is to relieve persistent pain 
despite NSAIDs.[19] Glucocorticoid also imparts significant 
well‑being to the patient, so much so that the very diagnosis 
of SAT is questioned if such improvements are not seen within 
days of glucocorticoid use.[2,4] In an epidemiological study 
from Rochester, USA, 55% were treated with glucocorticoid 
alone or along with NSAID. Though glucocorticoid caused 
significant pain relief, it did not seem to prevent early‑ and 
late‑onset thyroid dysfunction.[20]

As of now, there is no ‘gold standard’ objective criterion to 
guide clinicians as to when and where glucocorticoid has 
to be prescribed leading to its injudicious use. We tried to 
examine whether commonly used inflammatory markers, by 
discriminating between ‘glucocorticoid requiring’ and ‘non 
requiring inflammation’, can help clinicians to come to a 
decision point or not. To be clinically useful, a ‘decision point’ 
biomarker has to provide definitive information additional to 
what is already available from established clinical assessments.

methods

Patient Selection Criteria: All subjects were selected from the 
endocrine outpatient service of a multispecialty clinic. A local 
human research ethics committee approved the study protocol. 
Informed consent was obtained from each of the subjects 
before inclusion in the study. The study group consisted of 
patients with SAT who were diagnosed on the basis of clinical 
presentation (high ESR, neck pain, and biochemical evidence 
of thyrotoxicosis), supported either by typical ultrasound 
findings and/or isotope thyroid scan performed by using isotope 
99 m Tc‑pertechnetate as described previously.[9] Subjects, 
who had undergone radiological studies using intravenous 
contrast during the previous three months or were taking 
thyroid hormone, amiodarone, lithium or had been previously 
exposed to radioactive iodine in the past were excluded from 
the study. Subjects having possible and probable inflammation 
of any organ system other than the thyroid were also excluded 
from this study.

CRP and ESR level estimation: The serum CRP level was 
measured turbidimetrically at 340 nm by a standardized 
immune‑turbidimetric assay using commercial kits (Roche 
Diagnostics, Germany) with an assay range of 0.3–160 mg/L 
in samples collected at the initial presentation as discussed 
previously.[9] Any value of CRP <5 mg/L was considered as 
normal. ESR was measured in an automated counter (Beckman 
Coulter). These assays were performed independently by 
one of the authors (BB) who was unaware of the modality 
of treatment (glucocorticoid, NSAID or anti‑thyroid drugs) 
offered to the index patient.

Glucocorticoid therapy: The decision regarding the use 
of glucocorticoid was based upon internationally accepted 
standards for the treatment of patients with SAT.[1,2,4] Patients 
with persistent neck pain of moderate to severe intensity after 
a week of optimal NSAID therapy were started on a standard 
dose of prednisolone 40 mg per day for 2 weeks, which was 

Box 1: Limitation of CRP as a diagnostic tool.[11] CRP, 
C‑reactive protein
Limitation of CRP as a diagnostic tool

Poor positive predictive value prevents usage of CRP as a single tool 
for evaluating inflammation in depth
Various studies and recommendation have suggested different cut‑offs, 
which makes it difficult to adopt a universal cut‑off
More extensive evidence favouring CRP across different geographies is 
required
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tapered over the next 4 weeks depending on the resolution 
of symptoms. One of the authors (MPB) was exclusively 
responsible for the initiation of such therapy and follow‑up 
thereafter. The treating physician was unaware of the serum 
CRP or ESR level of the index patient.

Statistical analysis
The results were expressed as mean ± SEM (standard error 
of mean). Continuous variables were compared by Student’s 
t‑test. Comparison of the categorical variables of age, body 
mass index (BMI), and CRP in patients with SAT using the 
Mann–Whitney U test. Differences and statistical comparisons 
between groups of patients were considered significant when 
P values were < 0.05 using Fisher’s exact test and Chi‑square 
test on MedCalc software. Comparisons of sensitivity and 
specificity were made using McNemar’s test. Pearson’s 
correlation coefficient assessed the importance of the different 
variables. Differences were considered significant if P < 0.05. 
The determination of the predictive value was done by 
MedCalc software beta version 16.2.1 (Belgium).[21]

For the construction of receiver operating characteristics (ROC) 
curves, relations between sensitivity (ordinate) and 
specificity (abscissa) for various cut‑off points were plotted. The 
area under the ROC curve (AUC) was obtained to provide an 
index of the overall discriminative ability of the test.[22] Another 
practical method for choosing an appropriate cut‑off value was 
adopted, wherein the maximal summative value of sensitivity 
and specificity, which is indicative of a point in the ROC curve 
with the highest vertical distance from the 45° diagonal line, 
which in turn indicates the maximum difference between the 
true positive rate and false‑positive rate for the test (1‑Sp).[23] 
AUCs derived from both of the diagnostic tests performed 
on the same set of patients were to be compared. Correlated 
U statistical comparison along with Pearson correlation 
coefficients was used to estimate the correlation of the 2 AUCs.

Results

A total of 28 patients with SAT were included in the study. 
Characteristics of the patients including age, gender ratio, and 
basic anthropometry are described in Table 1. Serum CRP 
and ESR were measured in all patients. Glucocorticoid had 
to be initiated in 15 (54%) of the patients. The mean ± SD of 
serum CRP levels amongst patients requiring glucocorticoid 
was 41.73 ± 33.6 mg/L (median value = 46.3 mg/L) 
compared to 11.2 ± 15.4 mg/L amongst those not requiring 
glucocorticoid (p = 0.0058). The distribution of patients according 
to various cut‑offs for CRP and ESR are given in Table 1. 
Considering CRP as the predictor for glucocorticoid requirement, 
the two‑tailed P value was found to be 0.021, which is significant, 
whereas the same was 0.128 for ESR as a predictor, which is 
not significant. The Chi‑square value for CRP was 6.785 with a 
P value of 0.0092 with 1 degree of freedom, whereas the same for 
ESR was 0.179 with a P value of 0.6726 with 1 degree of freedom.

The details of criterion values and coordinates of the ROC 
curves with the respective sensitivity and specificity along with 
a 95% confidence interval, summative values of sensitivity and 
specificity, and positive and negative likelihood ratio for the mean 
for serum CRP and ESR are given in Table 2. The respective 
ROC curves of cut‑off levels for each of the parameters in 
SAT patients eventually requiring glucocorticoids are shown in 
Figure 1. ROC analysis revealed higher AUC for the CRP levels 
at 0.774 (P = 0.0038) as compared to the corresponding AUC for 
ESR levels at 0.751 (P = 0.0110) [Table 3, Figure 1]. The Youden 
index for CRP (criterion of >19.3 mg/L) was 0.5897 and 0.4718 
for ESR (criterion of >46 at the end of the 1st hour) [Table 2].

dIscussIon

In the present study, a total of 28 patients clinically diagnosed 
with SAT were closely monitored by measurements of 

Table 1: Baseline characteristics of patients with SAT

Parameters Patient groups (n)

SAT (28) Patients on 
glucocorticoids (15)

Patients not on 
glucocorticoids (13)

Age in years : range, (mean±S.E.) 20‑55, 37.96±8.53 27‑55, 39.6±9.17 20‑48, 36.08±8.02
Gender ratio (female: male) 16:12 12:03 04:09
BMI (kg/m2) (mean±S.D.) 22.56±2.92 23.3±2.75 21.72±3.1
*CRP levels (mg/L) (mean±S.D.) 27.55±29.96 41.73±33.59 11.2±15.41
Numbers of patients with CRP <5 mg/L, n (%) 11 (39%) 4 (27%) 7 (54%)
Numbers of patients with CRP >5 mg/L, n (%) 17 (61%) 11 (73%) 6 (46%)
Number of patients with CRP >15 mg/L, n (%) 12 (43%) 10 (67%) 2 (15%)
Numbers of patients with CRP >25 mg/L, n (%) 9 (32%) 8 (53%) 1 (8%)
#ESR levels mm/AEFH (mean±S.D.) 66.00±32.68 78.13±29.53 52.0±32.84
Numbers of patients with ESR <20 mm AEFH, n (%) 1 (3.6%) 0 (0%) 1 (7.6%)
Numbers of patients with ESR >20 mm AEFH, n (%) 27 (96.4%) 15 (100%) 12 (92.3%)
Numbers of patients with ESR >60 mm AEFH, n (%) 15 (53.5%) 10 (66.6%) 5 (38.4%)
Numbers of patients with ESR >100 mm AEFH, n (%) 5 (17.6%) 4 (26.6%) 1 (7.6%)
Patients are categorized into two subgroups, i.e., requiring and not requiring glucocorticoid. The number of patients in different categories of CRP and 
ESR are also shown. *P=0.021 between the two groups, #P=0.128 between the two groups. SAT, subacute thyroiditis; CRP, C‑reactive protein (serum); 
ESR, erythrocyte sedimentation rate; AEFH, at the end of the 1st hour
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acute‑phase inflammation markers, viz., CRP and ESR. 
Patients were treated according to the current standard of 
practice (1, 2, 4). Patients not responding to NSAIDs were 
given glucocorticoids for alleviation of pain. As expected, both 
CRP and ESR values were significantly elevated beyond the 
reference range in almost all of the patients.

The null hypothesis (Ho) for either parameter (ESR or CRP) 
is ‘there is no association of an elevated parameter with 
the eventual requirement of glucocorticoids for the SAT 
patients’. Hence, the alternative hypothesis (Hi) is that there 
is an association of an elevated parameter (ESR or CRP) 
with the eventual requirement of glucocorticoids for the SAT 
patients. As the calculated Chi‑square value for CRP (6.785 
with a P value of 0.0092 with 1 degree of freedom) was not 
in the acceptance region; our null hypothesis with respect 
to serum CRP gets rejected, enabling us to conclude that 
there is a significant association of its elevation and eventual 

requirement of glucocorticoids for the SAT patients. However, 
the Chi‑square value for ESR was 0.179 with a P value of 
0.6726 with 1 degree of freedom, which is in the acceptance 
region, proving our null hypothesis with respect to ESR right 
and hence enabling us to conclude that there is an insignificant 
association of elevated ESR with eventual requirement of 
glucocorticoids for the SAT patients.

Our ROC analysis showed the best diagnostic accuracy 
for a higher grade of inflammation in SAT that merits  
treatment with glucocorticoid would be at a peak serum 
CRP cut‑off of 19.3 mg/L (sensitivity, 66.67%; specificity, 
92.31%; AUC = 0.774) and at a peak ESR cut‑off of 
46 mm AEFH (sensitivity, 93.33%; specificity, 53.85%; 
AUC = 0.751). With significantly higher specificity, such a 
cut‑off level of CRP would be much more reliable for the 
diagnostic discrimination and clinical decision of starting 
glucocorticoids. This same analysis however makes such a 
cut‑off of ESR as a much better screening tool with a lesser 
chance of leaving out the true positive cases. However, a higher 
probability of picking up too many false‑positive cases would 
make such an ESR cut‑off an unreliable guide to the clinical 
decision‑making process. Bingham et al. documented that an 
ESR cut‑off of 30 mm/AEFH and a CRP cut‑off of 10 mg/L 
give unacceptably low sensitivity for detecting periprosthetic 
joint infection, which, however, could be increased to >95% 
if the cut‑offs are lowered to 10 mm/AEFH and 5 mg/L, 
respectively.[24,25] Wolfe et al. have documented that a median 
value of CRP 5.9 mg/L but no value of ESR was significantly 
associated with functional disability, joint tenderness, pain, 
fatigue, global severity, and depression, along with notable 
correlations with the BMI and sex.[25] Quite contrastingly, 
elevated ESR >47 mm/AEFH, and no other parameters 
including CRP, was the only variable associated significantly 
with re‑operation to tackle prosthetic joint infection.[26] A 
recent meta‑analysis found CRP to be of superior diagnostic 
accuracy for various inflammatory conditions except for 
orthopaedic infections. Diagnostic accuracy was enhanced if 
both CRP and ESR were combined.[27] However, we did not 

Table 2: ROC curve details for CRP and ESR levels in 
SAT patients (n=28) requiring glucocorticoid (n=15, 
53%)

Classification variable CRP 
(>19.3 mg/L)

ESR 
(>46 AEFH)

 AUC 0.774 0.751
Standard Error 0.0947 0.0988
95% Confidence interval 0.578 to 0.910 0.553 to 0.894
z statistic 2.896 2.544
Significance level 
P (Area=0.5)

0.0038 0.0110

Youden index (J) 0.5897 0.4718
Sensitivity 0.67 0.93
Specificity 0.92 0.54
The Youden index (J)[28] indicates the performance at a given cut‑off. The 
larger the value, the better, as seen in the case of the diagnostic cut‑off 
of CRP 19.3 mg/L compared to optimal ESR level of 46 AEFH which 
can discriminate glucocorticoid requiring SAT patients from those who 
would not require them. SAT, subacute thyroiditis; CRP, C‑reactive 
protein (serum); ESR, erythrocyte sedimentation rate; AEFH, at the end of 
the 1st hour; ROC, receiver operating characteristic

Figure 1: Diagnostic performance of the serum CRP and ESR measurements in the samples of SAT patients plotted as a ROC curve. The dotted lines 
express the 95% confidence limits. A larger AUC for CRP compared to that of ESR is notable. CRP, C‑reactive protein; ESR, erythrocyte sedimentation 
rate; ROC, receiver operating characteristics; AUC, area under the curve; SAT, subacute thyroiditis
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examine the predictability of CRP and ESR in combination 
for glucocorticoid requirement in comparison to either of them 
alone, as narrated above.

In our clinical practice, continuous measures are frequently 
converted to dichotomous tests. Here, we have used ROC 
analysis [Table 2] to select the optimal threshold under a variety 
of clinical circumstances, balancing the inherent trade‑offs 
that exist between sensitivity and specificity. The AUC for 
the CRP levels was higher as compared to the AUC for ESR 
levels [Table 2 and Figure 1]. The AUC is used to quantify the 
overall ability of a test to discriminate between 2 outcomes. 
Curves that approach closest to the coordinate (x = 0, y = 1) 
are more highly predictive, whereas ROC curves that lie 
close to the line of equality indicate that the result is no better 
than that obtained by chance. The optimum sensitivity and 
specificity have been determined from the ROC analysis as 
the point where the minimum distance line crosses the ROC 
curve. This point corresponds to the the Youden index (J)[28] 
which measures the effectiveness of diagnostic markers (larger 
the better) and enables the selection of an optimal threshold 
value (cut‑off point). The Youden index method defines the 
optimal cut‑point as the point maximizing the Youden function 
which is the difference between the true positive rate and 
false‑positive rate over all possible cut‑point values.[23] The 
larger Youden index in our study is indicative of the suitability 
of CRP over ESR as a discriminatory test for selecting SAT 
patients for glucocorticoid treatment. [Table 2].

We have also attempted to combine the conventional diagnostic 
test indexes, that is, sensitivity and specificity into a single 
index, that is, the likelihood ratio (LR+). Putting glucocorticoid 
requirement in SAT as the precondition, the positive LR was 
found to be the highest (8.67) at the optimal threshold of 

19.3 mg/L for the CRP test [Table 2]. The largest value of 
LR+ occurs when the specificity tends to be close to 1 and 
sensitivity also to be close to 1. Thus, the higher value of LR+ for 
CRP revealed greater discriminatory power as a diagnostic 
test. The summative value of sensitivity and specificity at this 
CRP cut‑off (158.98) was also the highest. At an optimal ESR 
cut‑off of 46 mm AEFH, the corresponding LR+ is 2.08 and 
the summative value of sensitivity and specificity is 147.18, 
showing a weaker discriminatory power. [Table 3].

The low number of patients has been a limitation of the study. 
In that regard, our findings can be hypothesis‑generating at 
best. We also acknowledge the fact that in the absence of any 
‘gold standard’, the decision to initiate glucocorticoid treatment 
in our patients was based only on subjective assessment of 
patients’ clinical condition. Not using any standard pain scoring 
protocol was another limitation of the study.

conclusIon

The serum CRP level provided a clear advantage over ESR as 
a diagnostic or predictive test with respect to the assessment 
of inflammation before the initiation of glucocorticoid therapy 
in SAT. However, a well‑powered study is needed to examine 
the clinical relevance of such a role for CRP in thyroidology. 
While most diagnostic tests are not precise enough or otherwise 
not practicable in the limited golden time for the predicting 
the course of  SAT , decisive serum levels of CRP can provide 
helpful information easily and rapidly to assess the infection 
severity along with initialization of appropriate glucocorticoid 
therapy. Our findings revealed that with high specificity, a 
CRP level of 19.3 mg/L can be considered to be the justified 
cut‑off level for the treating SAT with glucocorticoids. We 
suggest that serum CRP be measured and monitored before 

Table 3: Criterion values and coordinates of the ROC curve of CRP and ESR of SAT patients

Criterion Sensitivity% (95% CI) Specificity% (95% CI) Sensitivity + Specificity +LR −LR
CRP (mg/L)

≥2.9 100.00 (78.2‑100.0) 0.00 (0.0‑24.7) 100.00 1.00  
>4.4 93.33 (68.1‑99.8) 38.46 (13.9‑68.4) 131.79 1.52 0.17
>4.7 80.00 (51.9‑95.7) 38.46 (13.9‑68.4) 118.46 1.30 0.52
>10.2 73.33 (44.9‑92.2) 84.62 (54.6‑98.1) 157.95 4.77 0.32
>19.3 66.67 (38.4‑88.2) 92.31 (64.0‑99.8) 158.98 8.67 0.36
>60 26.67 (7.8‑55.1) 92.31 (64.0‑99.8) 118.98 3.47 0.79
>95 0.00 (0.0‑21.8) 100.00 (75.3‑100.0) 100.00  1.00

ESR (AEFH)
≥18 100.00 (78.2‑100.0) 0.00 (0.0‑24.7) 100.00 1.00  
>46 93.33 (68.1‑99.8) 53.85 (25.1‑80.8) 147.18 2.02 0.12
>50 80.00 (51.9‑95.7) 61.54 (31.6‑86.1) 141.54 2.08 0.33
>60 66.67 (38.4‑88.2) 69.23 (38.6‑90.9) 135.90 2.17 0.48
>82 33.33 (11.8‑61.6) 84.62 (54.6‑98.1) 117.95 2.17 0.79
>108 13.33 (1.7‑40.5) 92.31 (64.0‑99.8) 105.64 1.73 0.94
>138 0.00 (0.0‑21.8) 100.00 (75.3‑100.0) 100.00  1.00

Sensitivity and specificity of the CRP and ESR measurements in the samples of SAT patients at various cut‑off levels are shown. The maximal summative 
value of sensitivity and specificity which invariably corresponds to a point in the ROC curve with the highest vertical distance from the 45° diagonal 
linear is shown in bold. CRP, C‑reactive protein (serum); ESR, erythrocyte sedimentation rate; AEFH, at the end of the 1st hour; ROC, receiver operating 
characteristics; SAT, subacute thyroiditis; CI, confidence interval; +LR, positive likelihood ratio; −LR, negative likelihood ratio
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making a decision on choosing glucocorticoid therapy, 
which is considered to be an important agent in the current 
armamentarium of treatment.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

RefeRences
1. Valeria GC. Sub acute and Riedel’s thyroiditis. In: Degroot LJ, 

Jamesan JL, editors. Endocrinology. 5th ed. Philadelphia: Elsevier 
Saunders; 2006. p. 2069‑80.

2. Farwell AP. Sub acute thyroiditis and acute infections thyroiditis. In: 
Braverman LE, Utiger RD, editors. Warner’s and Ingber’s the Thyroid. 
9th ed. Philadelphia: Lipincott Wiliams and Wilkins; 2005. p. 536‑47.

3. Greene JN. Subacute thyroiditis. Am J Med 1971;51:97‑108.
4. Farwell AP, Braverman LE. Inflammatory thyroid disorders. Otolaryngol 

Clin North Am 1996;29:541‑56.
5. Dubost JJ, Soubrier M, Meunier MN, Sauvezie B. [From sedimentation 

rate to inflammation profile]. Rev Med Interne 1994;15:727‑33.
6. Johnson HL, Chiou CC, Cho CT. Applications of acute phase reactants 

in infectious diseases. J Microbiol Immunol Infect 1999;32:73‑82.
7. Mark A. Richardson, Newton O. Duncan, Richard P. Shugerman. Am J 

Dis Child 1992;146:1037‑9.
8. Pearce EN, Bogazzi F, Martino E, Brogioni S, Pardini E, Pellegrini G, et al. 

The prevalence of elevated serum C‑reactive protein levels in inflammatory 
and noninflammatory thyroid disease. Thyroid 2003;13:643‑8.

9. Baruah MP, Bhattacharya B. Significant role of serum CRP in 
differentiating inflammatory from non‑inflammatory causes of 
thyrotoxicosis. Indian J Endocr Metab 2012;16:976‑81.

10. Yamada T, Sato A, Aizawa T. Dissociation between serum interleukin‑6 
rise and other parameters of disease activity in subacute thyroiditis during 
treatment with corticosteroid. J Clin Endocrinol Metab 1996;81:577‑9.

11. Escadafal C, Incardona S, Fernandez‑Carballo BL, Dittrich S. The 
good and the bad: Using C reactive protein to distinguish bacterial from 
non‑bacterial infection among febrile patients in low‑resource settings. 
BMJ Glob Health 2020;5:e002396.

12. Feldman M, Aziz B, Kang GN, Opondo MA, Belz RK, Sellers C. 
C‑reactive protein and erythrocyte sedimentation rate discordance: 
Frequency and causes in adults. Transl Res 2013;161:37‑43.

13. Colombet I, Pouchot J, Kronz V, Hanras X, Capron L, Durieux P, et al. 
Agreement between erythrocyte sedimentation rate and C‑reactive 
protein in hospital practice. Am J Med 2010;123:863.e7‑13.

14. Buess T, Ludwig C. Diagnostic value of C‑reactive protein in comparison 
with erythrocyte sedimentation as routine admission diagnostic test. 

Schweiz Med Wochenschr 1995;125:120‑4. German.
15. Parikh M, Miller NR, Lee AG, Savino PJ, Vacarezza MN, Cornblath W, 

et al. Prevalence of a normal C‑reactive protein with an elevated 
erythrocyte sedimentation rate in biopsy‑proven giant cell arteritis. 
Ophthalmology 2006;113:1842‑5.

16. Asgari SA, Mokhtari G, Falahatkar S, Mansour‑Ghanaei M, Roshani A, 
Zare A, et al. Diagnostic accuracy of C‑reactive protein and erythrocyte 
sedimentation rate in patients with acute scrotum. Urol J 2005;3:104‑8.

17. Ghanem E, Antoci V Jr, Pulido L, Joshi A, Hozack W, Parvizi J. The use 
of receiver operating characteristics analysis in determining erythrocyte 
sedimentation rate and C‑reactive protein levels in diagnosing 
periprosthetic infection prior to revision total hip arthroplasty. Int J 
Infect Dis 2009;13:e444‑9.

18. Zhuo L, Nie Y, Ma L, Shen L, Zhou X, Li F. Diagnostic value of nuclear 
medicine imaging and ultrasonography in subacute thyroiditis. Am J 
Transl Res 2021;13:5629‑34.

19. Hennessey JV. Subacute Thyroiditis. 2018 Jun 12. In: Feingold KR, 
Anawalt B, Boyce A, Chrousos G, de Herder WW, Dhatariya K, 
Dungan K, Hershman JM, Hofland J, Kalra S, Kaltsas G, Koch C, 
Kopp P, Korbonits M, Kovacs CS, Kuohung W, Laferrère B, Levy M, 
McGee EA, McLachlan R, Morley JE, New M, Purnell J, Sahay R, 
Singer F, Sperling MA, Stratakis CA, Trence DL, Wilson DP, editors. 
Endotext. South Dartmouth (MA): MDText.com, Inc.; 2000.

20. Fatourechi V, Aniszewski JP, Fatourechi GZ, Atkinson EJ, Jacobsen SJ. 
Clinical features and outcome of subacute thyroiditis in an incidence 
cohort: Olmsted County, Minnesota, study. J Clin Endocrinol Metab 
2003;88:2100‑5.

21. MedCalc Software. Available online: https://www.medcalc.org. [Last 
accessed on 2021 Aug 25].

22. Unal I. Defining an optimal cut‑point value in ROC analysis: An 
alternative approach. Comput Math Methods Med 2017;2017:3762651. 
doi: 10.1155/2017/3762651.

23. Balogh EP, Miller BT, Ball JR, editors. Improving Diagnosis in Health 
Care. Washington, DC: The National Academies Press, 2015. doi: 
10.17226/21794.

24. Bingham JS, Hassebrock JD, Christensen AL, Beauchamp CP, 
Clarke HD, Spangehl MJ. Screening for periprosthetic joint infections 
with ESR and CRP: The ideal cutoffs. J Arthroplasty 2020;35:1351‑4.

25. Wolfe F. The C‑reactive protein but not erythrocyte sedimentation rate 
is associated with clinical severity in patients with osteoarthritis of the 
knee or hip. J Rheumatol 1997;24:1486‑8.

26. Klare CM, Fortney TA, Kahng PW, Cox AP, Keeney BJ, Moschetti WE. 
Prognostic factors for success after irrigation and debridement with 
modular component exchange for infected total knee arthroplasty. 
J Arthroplasty 2018;33:2240‑5.

27. Lapić I, Padoan A, Bozzato D, Plebani M. Erythrocyte sedimentation 
rate and C‑reactive protein in acute inflammation. Am J Clin Pathol 
2020;153:14‑29.

28. Youden WJ. Index for rating diagnostic tests. Cancer 1950;3:32–5. 




