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Sir,
Thyroid function test is a common endocrine laboratory 
investigation. The common profiles of thyroid function test 
include thyrotropin (TSH), total and free thyroxine (T4), and 
triiodothyronine  (T3).[1] Similar to other clinical chemistry 
tests, the aberration of thyroid function due to interference 
is possible.[2,3] The interference by antibody is possible but 
little mentioned in the literature. Here, the authors present a 
case with mildly elevated TSH, high free T3, and normal free 
T4. The case is a consulted case to the clinical laboratory by 
the physician in charge due to suspicious incorrect laboratory 
result. The result is a result of a female patient who is in 
euthyroid state. In this patient, the thyroid function test is 
mildly elevated TSH, high free T3, and normal free T4 (by 
analyzer 1, one‑step chemiluminescent immunoassay based on 
a specific anti‑T3 sheep monoclonal antibody) and the result 
for anti‑thyroid peroxidase antibody and anti‑thyroglobulin 
antibody is negative. The tests for TSH, free T3, and free T4 
are repeated by a different analyzer with a different technique 
and the results are hereby presented in Table 1 (analyzer 2, 
one‑step chemiluminescent immunoassay based on anti‑b 
TSH antibody and anti‑a TSH acridinium labeled conjugate).

Mildly Elevated TSH, High Free T3, and Normal Free T4: 
Antiidiotype Antibody Effect

The interesting issue is on the unexplained elevation of free 
T3 by the analyzer 1. Indeed, this is due to the interference by 
antiidiotype antibodies in the first method used by the analyzer 
1. This is a possible but little mentioned interference problem 
in thyroid function test. The practitioner should recognize 
the possibility of antibody interference when interpreting an 
aberrant thyroid function test result.[4,5] In a recent report, the 
aberrant false thyroid function test result leads to a lot of missed 
diagnosed and unnecessary patient management.[3]

Table 1: The results of thyroid function test of the patient 
by different analyzers

Thyroid 
function test

Analyzer 1 Analyzer 2

Value Reference 
range

Value Reference 
range

TSH (mIU/L)
Free T3 (pg/ml)
Free T4 (ng/dl)
T3 (ng/ml)
T4 (µg/dl)

5.10
6.40
1.30
0.60
6.10

0.27-4.20
2.00-4.40
0.93-1.70
0.80-2.00
4.60-12.00

5.10
2.20
1.10
56.00
6.20

0.35-4.94
1.88-3.18
0.70-1.48
64-152

4.87-11.72
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Sir,
Epidermal nevus syndrome  (ENS) is a rare multisystemic 
disorder characterized by the presence of congenital 
epidermal nevi and abnormalities involving skeletal, ocular, 
neurological, cardiovascular, or genitourinary system. 
Hypophosphatemic rickets in patients with ENS results 
from the production of phosphaturic factor‑fibroblast growth 
factor‑23  (FGF‑23) by the epidermal nevi. However, this 
has only been reported through a handful of cases in the 
literature.[1‑14]

An 8‑year‑old boy presented with progressive bony 
deformities, proximal muscle weakness, and growth 
retardation since the age of 3  years. At 4  years of age, 
he sustained a fragility fracture in the right forearm 
which was managed conservatively. He was born of a 
nonconsanguineous marriage with uneventful birth history. 
He had delayed permanent tooth eruption; however, there 
was no history to suggest premature tooth fall, tooth abscess, 
or hearing difficulties. There was no history of seizures or 
vision problems. The child attained developmental milestones 
at a normal age. Family history was noncontributory. He 
had been given multiple courses of calcium and vitamin 
D  (cholecalciferol) supplementation elsewhere without 
any significant improvement. Clinical examination found a 
young prepubertal child with severe short stature (height<‑3 
standard deviation score), features of rickets (wrist widening 

Epidermal Nevus Syndrome with Hypophosphatemic Rickets
and rachitic rosary), severe bony deformities of all four limbs, 
kyphoscoliotic deformity of the dorsal spine, proximal muscle 
weakness involving upper and lower limbs, and multiple 
linear hyperpigmented verrucous nevus over right half of 
the body (at the back of scalp, hand, forearm and arm, chest 
and inner aspect of thigh) [Figure 1].

On investigation, the child had normal renal and 
liver function tests. Serum calcium was normal at 
2.3 mmol/L (normal range 2.1–2.6 mmol/L), serum 
inorganic phosphorus was low at 0.32–0.58 mmol/L 
(normal range for age 1.19–1.74 mmol/L), and serum 
alkaline phosphatase was elevated at 2666  IU/L  (normal 
range for age 240–840  IU/L). Serum bicarbonate, 
25‑hydroxyvitamin D, parathyroid hormone, thyroxine, 
and thyroid‑stimulating hormone levels were normal. 
Renal tubular maximum reabsorption rate of phosphate 
corrected for glomerular filtration rate (TmP/GFR) was also 
low at 0.40–0.72 mmol/L (normal range for age 1.22–1.60 
mmol/L), suggestive of renal tubular phosphate wasting. 
Skeletal survey revealed features of active rickets, severe 
osteopenia, deformities involving appendicular, and axial 
skeleton and pseudoarthrosis [Figure 2]. Bone scintigraphy 
showed findings of metabolic bone disease  [Figure  3]. 
A clinical diagnosis of epidermal nevus was confirmed on 
skin biopsy. Considering the presence of multiple linear 
epidermal nevi with hypophosphatemic rickets and renal 
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