


Case  Presentation

How should this patient be evaluated and treated?
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DEFINITION

►Overt hyperthyroidism

►Subclinical hyperthyroidism

Mild TSH: 0.1 - 0.4 Severe TSH: < 0.1



CAUSES

Endogenous

Toxic multinodular goiter.

Toxic adenoma.

Graves’disease.

Exogenous

excessive intake of:

. levothyroxine

. liothyronine

. desiccated thyroid





Potential Clinical Consequences

► Progression to overt hyperthyroidism

► Cardiovascular conditions

► Bone loss, fractures

► Dementia





DIAGNOSIS

The diagnosis of subclinical hyperthyroidism is

based on laboratory results, but several other

common clinical situations are associated with

similar laboratory findings





EVALUATION

Older patients with subclinical hyperthyroidism are usually asymptomatic, but

younger persons may have mild adrenergic symptoms.

Physical examination may reveal an enlarged or nodular thyroid or Graves’

ophthalmopathy, but tachycardia, tremor, and other adrenergic signs of

thyroid overactivity may be absent.



Levels of freeT4 and T3 should be promptly assessed in patients with a serum

thyrotropin level of less than 0.1 mU per liter to rule out overt hyperthyroidism.

In the absence of overt disease, it is reasonable to defer further evaluation for 2

to 3 months, at which time repeat testing should be performed; subnormal serum

thyrotropin levels are transient in up to 50% of patients, most often in those with

mild disease.

EVALUATION



The goal of treatment, when initiated, is normalization of serum thyrotropin levels.

The adverse effects of persistent subclinical hyperthyroidism in older persons has

led professional organizations to recommend treatment of severe and possibly mild

subclinical hyperthyroidism in persons older than 65 years of age, despite the

absence of hard evidence of benefit.

TREATMENT





Doses of levothyroxine should be lowered in patients with

hypothyroidism and in those with low-risk thyroid cancer with no

measurable disease.

Among patients with thyroid cancer with measurable disease, the

benefits of suppression must be weighed against the risks of

iatrogenic thyrotoxicosis.

TREATMENT



There are three effective therapeutic options: 

1. Antithyroid Agents

2. Radioiodine therapy

3. Surgery    

TREATMENT





CONCLUSIONS AND RECOMMENDATIONS

Since mild suppression of the serum thyrotropin level often resolves over time, her

thyrotropin level should be measured again within 2 to3 months.

If the thyrotropin level remains low, we would recommend ultrasonography of the thyroid to

determine whether there is a nodule on the left side of the thyroid.

If a nodule is found, radionuclide scanning should be performed to determine whether the

nodule is functional.

If no nodule is found, Graves’ disease is the most likely diagnosis.



Given the patient’s age, history of atrial fibrillation, and osteoporosis, we would favor

treatment, even though her thyrotropin level is only mildly suppressed.

If her thyroid function worsens and the serum thyrotropin level falls below 0.1 mU per liter,

treatment would clearly be advisable.

If a functioning left thyroid nodule is found, we would discuss with the patient the benefits

and risks of radioiodine therapy.

Low-dose methimazole or radioiodine therapy would be recommended if the patient has

Graves’ disease.
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