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Table 3
Clinical features of hypothyroidism

Symptoms
•Weight gain
•Cold intolerance
•Fatigue
•Shortness of breath
•Hair loss
•Dry skin
•Hoarse voice
• Impaired memory
•Paraesthesia
• Impaired mood
•Constipation
• Infertility/subfertility
•Menstrual irregularity
•Muscle weakness/muscle cramps
•Arthralgia

Signs
• Increase in BMI
•Bradycardia
•Hypothermia
•Neuropathy
• Impaired cognitive function
•Delayed relaxation of tendon reflexes
•Depression
•Carpal tunnel syndrome
•Goitre

until the patient becomes hypothyroid. 
If patients remain hyperthyroid at 
6 months following radioiodine, 
a further dose may be considered. 

SUBCLINICAL HYPERTHYROIDISM
This is a biochemical diagnosis of below
normal serum TSH with circulating fT3
and fT4 concentration within the
reference range. It may be endogenous
due to toxic nodular or mild Graves’
disease or exogenous in patients taking
excessive doses of levothyroxine. It is
usually further subdivided depending
on the degree of TSH suppression,
which may be undetectable (severe
subclinical hyperthyroidism) or low 
but detectable (mild subclinical
hyperthyroidism). 

The prevalence of this condition 
is 2-18% depending on iodine status.16
It is important to repeat thyroid function
when subclinical hyperthyroidism is
found since abnormal TSH concentrations
may be transient in up to 50% of patients.17

The potential clinical consequences of
subclinical hyperthyroidism include
progression to overt hyperthyroidism,
cardiovascular conditions including
arrhythmias, bone loss, fractures and
dementia.18-21

Older patients with subclinical
hyperthyroidism are usually
asymptomatic but younger people may
have symptoms of thyrotoxicosis. NICE
recommends that patients with two
serum TSH readings less than 0.1 mIU/L,
measured 3 months apart, are referred
to secondary care for further evaluation
and consideration of treatment. 

It is appropriate to measure serum
TSH on a 6 monthly basis if subclinical
hyperthyroidism is untreated, with
determination of fT4 and fT3 if TSH is

abnormal. Once serum TSH stabilises 
(two similar measurements 3 months
apart) consider stopping monitoring.2
A reduction in levothyroxine dosage is
appropriate for those with exogenous
subclinical hyperthyroidism.

HYPOTHYROIDISM
Prevalence and aetiology
Overt hypothyroidism is present in 
0.2-5% of the population22 and is more
common in women and with advancing
age. This is usually managed in primary
care and rarely requires referral. 

The most common aetiology is
chronic autoimmune inflammation
(Hashimoto’s thyroiditis) which is
characterised by raised concentrations
of thyroid antibodies, predominantly
anti-TPO and anti-thyroglobulin
antibodies and lymphocytic thyroidal
infiltrates. Notably, raised concentrations
of TPO antibodies are detected in
around 11% of the general population.23

An interplay between genetic
predisposition and environmental
factors underlies the pathogenesis of
autoimmune hypothyroidism. Iodine
deficiency results in hypothyroidism 
and if severe in cretinism although
iodine fortification programmes aim to
prevent significant consequences of
iodine deficiency.22 Hypothyroidism is
common following treatment for
hyperthyroidism with radioiodine or
thyroidectomy.24

Clinical presentation
Clinical features of hypothyroidism can
be varied and depend on the patient’s
age and gender as well as time between
onset and diagnosis. The most common
symptoms and signs are listed in table 3,
below. Often symptoms are non-specific,

Antithyroid drugs should be
discontinued and never restarted if
these side-effects develop. 

Propylthiouracil may rarely cause liver
dysfunction and both antithyroid drugs
may cause a rash, gastrointestinal
discomfort and arthralgia.13 Antithyroid
drugs may be given either in a titration
regimen, starting at a higher dose which
is reduced according to the response, or
a block and replace regimen, when high-
dose antithyroid drugs are continued
and levothyroxine is added when the
thyroid gland has been blocked. 

Remission may occur in up to 50% of
patients after a 12-18 month course and
longer duration of treatment has not been
associated with improved cure rates.14

Radioactive iodine is usually given as a
fixed activity of 400-600 MBq in tablet
form and patients need to adhere to
radiation protection guidance and be
counselled regarding the risk of
developing permanent hypothyroidism
which occurs in around 80% of patients
depending on the dose administered.15
Most patients receive antithyroid drugs
in the short term to render them
euthyroid prior to radioiodine treatment. 

Permanent remission rates are around
80-90% after a single dose15 and the
clinical and cost effectiveness of this
treatment led to the NICE recommendation
to offer this as first-line treatment in
most patients with hyperthyroidism. 

Radioactive iodine is relatively
contraindicated in patients with active
Graves’ ophthalmopathy. In those with
inactive or mildly active eye disease,
glucocorticoids may need to be given
around the time of radioiodine
administration.

Monitoring and follow-up
Patients treated with antithyroid drugs
should have TSH, fT4 and fT3 monitored
every 6 weeks until TSH is in the
reference range and TSH measurement
only (with cascading i.e. measurement
of fT4 and fT3 if TSH is abnormal) every
3 months thereafter until the medication
is stopped. 

When antithyroid drugs have been
stopped, careful monitoring every 
2-3 months during the first year is
indicated with more prompt testing in
those with a recurrence of symptoms. 

Following radioiodine, measurement
of TSH, fT3 and fT4 every 6 weeks is
recommended until the TSH is in 
the reference range during the first 
6 months with prompt initiation of
levothyroxine when hypothyroidism
develops. 

When TSH is normal 3 to 6 monthly
TSH measurements are recommended


