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Table 1
Clinical features of hyperthyroidism

Symptoms
•Weight loss
•Anxiety
•Agitation
• Irritability
•Palpitation
•Fatigue and weakness
•Breathlessness
•Heat intolerance
•Sweating
• Increased appetite
•Menstrual irregularity
•Hair loss
•Brittle nails

Table 2
Criteria for urgent ophthalmology
referral in patients with Graves’
ophthalmopathy

•Rapid deterioration in visual acuity
•Ocular nerve palsies
•Unacceptable cosmetic appearance
•Visual acuity < 6/18
•Decreased colour vision
•Corneal ulceration

Signs
•Sinus tachycardia
•Atrial fibrillation
•Fine tremor
•Warm moist skin
•Palmar erythema
•Onycholysis
•Proximal myopathy
•Muscle wasting
•High output heart failure
•Goitre
•Thyroid bruit

Complications of hyperthyroidism
Patients aged over 60 years with
hyperthyroidism have a three-fold
increased risk of atrial fibrillation (AF)
and the risk of embolic stroke is high 
in these individuals.9 AF is also an
independent predictor of heart failure 
in hyperthyroidism. 

Longstanding untreated
hyperthyroidism is associated with
osteoporosis and reduced fertility. 
There is increasing evidence that the
induction of hypothyroidism with
radioiodine improves long-term
cardiovascular outcomes.10,11

Treatment
Patients with hyperthyroidism should
be referred to secondary care for
evaluation and discussion of the
different treatment options. Transient
thyrotoxicosis without hyperthyroidism
usually only needs supportive treatment
with beta-blockers to block the
peripheral effects of circulating thyroid
hormones. 

Most patients with hyperthyroidism
are started on antithyroid drugs to block
the synthesis of thyroid hormones 
at least in the short to medium term.
Often this medication is started in
primary care while waiting for a specialist
appointment. NICE recommendsbaseline
measurements of full blood count and
liver function prior to starting antithyroid
drugs.2

There are three treatment modalities
for Graves’ disease: a course of
antithyroid drugs, the administration of
radioiodine (I-131) or thyroidectomy. It is
important that all options are discussed
with patients so that they are actively
involved in decision making. NICE
recommends that radioactive iodine is
offered as first-line treatment to patients
with Graves’ disease unless it is

infection (subacute thyroiditis) which is
usually associated with a painful neck
swelling or post partum when a silent
form of the disease not usually
associated with thyroid swelling occurs
in up to 10% of pregnancies.3

Rarely patients present with an acute
thyroid storm which is a potentially life-
threatening condition characterised by
psychiatric disturbance, altered mental
state, arrhythmias and cardiac failure.
Prompt recognition is required as
mortality rates remain high.8

Diagnosis
Measurement of serum TSH is the most
sensitive way to detect thyroid
dysfunction when pituitary disease
(causing secondary thyroid
dysfunction) is not suspected. 

If TSH is below the reference range,
NICE recommends measurement of
serum free thyroxine (fT4) and free 
tri-iodothyronine (fT3) in the same
sample.1 It is important to distinguish
thyrotoxicosis with hyperthyroidism
from transient causes of thyrotoxicosis
without hyperthyroidism. 

TRAbs are raised in Graves’ disease
and can be easily measured in most
centres. Raised antibodies to thyroid
peroxidase (TPO) reflect the presence
of generalised thyroid autoimmunity
but are not specific to Graves’ disease. 

If TRAbs are not raised, a technetium
scan helps to distinguish Graves’ disease
(diffuse uptake) from toxic nodular
hyperthyroidism (localised uptake in
toxic nodules with suppression of
uptake in the remainder of the gland,
see figure 1, p21) and thyroiditis (usually
absence of uptake). 

Thyroid ultrasonography is not usually
indicated unless there is a clinically
palpable thyroid nodule.2

unsuitable i.e. patients who are
pregnant, trying to become pregnant 
or trying to father a child in the next 
6 months, when there is a compressive
goitre or if coexisting thyroid
malignancy is suspected. In patients
with mild and uncomplicated Graves’
disease, i.e. those with mildly raised
levels of thyroid hormones and low
levels of TRAbs, a choice between 
a 12-18 month course of antithyroid
drugs and radioiodine may be offered
since antithyroid drugs may induce 
a remission. 

A total thyroidectomy is
recommended if there are concerns
about compression or a suspicion of
thyroid malignancy or if antithyroid
drugs and radioiodine are unsuitable.2

Patients with toxic nodular
hyperthyroidism are best treated with
radioiodine or surgery, although if these
are not suitable, e.g. in elderly patients
with multiple comorbidities, then 
life-long low dose carbimazole may 
be used. 

A hemithyroidectomy is sufficient
when a single toxic adenoma is present.
Patients undergoing thyroidectomy
should be rendered euthyroid with
antithyroid drugs prior to surgery.2
Depending on the extent of surgery,
hypothyroidism, hypoparathyroidism
and recurrent laryngeal nerve damage
are recognised complications of 
thyroid surgery.12

The most commonly used antithyroid
drug is carbimazole, whereas
propylthiouracil is the preferred
medication during pregnancy and in
women trying to become pregnant 
(in view of potential teratogenic effects
with carbimazole) in patients with a
history of pancreatitis and in those with
adverse effects to carbimazole. 

Neutropenia (neutrophil count 
< 1.0 x 109/L) and agranulocytosis
(neutrophil count < 0.5 x 109/L) are rare
side effects of antithyroid drugs but all
patients should be advised to have an
urgent blood count done if they develop
a sore throat, fever or mouth ulcers.


