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O©YPEOEIAHZ AAENAZ

Qo ANATOMIA Thyroid and Parathyroid Glands

Thyroid gland
METAAYTEPOE ENAOKPINHE AAENAZ |8
10-20 gr TE ENHAIKEE X

2 AOBOI EKATEPSQ2OEN TOY AAPYITA
e ZYNAEONTAI ME TON IZOMO KATQ ATTO
e KPIKOETAH XONAPO

TIPOZOIA

e XTEPNOOYPEOEIAHZ KAI ZTEPNOYOEIAHZ
MYEZ

e MEZH TPAXHAIKH TTEPITONIA

e OTIIZOIA
- TTIAPAGYPEOEIAEIZ AAENEZ (ANS) TTOAOYZ

KAT MEZA TQN AOBOQN) Ly P
TPAXEIA | -
TTAAINAPOMA AAPYITIKA NEYPA g .



http://upload.wikimedia.org/wikipedia/commons/a/a3/Illu_thyroid_parathyroid.jpg
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OYPEOEIAIKEX OF

Thyroxine (T,) 3,5,3’-Triiodothyronine (T)




93 % 1TV ekKpIVOUEVDV BUPEDOELDIKDV OPLOVAOV OTTC

Thyroxine (T4).

7 % eivon trilodothyronine (T3).

T3

4 popéc o OpaoTIKN 0o T4
Iapovoo o€ LIKPOTEPES
GUYKEVTPOGELS

Bpoayvtepog ypovog Tapapovis

TNV KUKAOQOpia amd T4
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AATOPIOMOZ THZ
AEITOYPTIAZ TOY ©OYP

EPEOIZMA

YTTOOAAAMOX
AY=HXZH EKKPIZHZ TRH

AY=HZH TRH TTAAZMATOXZ

TTPO2OIA YITO2Y2H
AY=HZH EKKPIZHXZ TSH

AY=HZH TSH TIAAZMATOZ

OYPEOEIAHX AAENAX
AY=HZH EKKPIZHE T,,T,

AY=HZH T,, T, TTAAZMATOX

KYTTAPA- ZTOXOL T,, T,
ATTOKPIZH ZTIZ OPMONEZ
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Oupeocldikn Nooocg

H 1o ocuxvn evOOKPLIVIKN VOOOC

> 21 ekatoppupla otic H.M.A kat >1 ekatopuplo acHeveic otnv
EAAGOa

2T1¢ H.T.A TO €TNCL1O0 KOOTOG Yld TO CUCTNHA UYEIQG AVEPXETAL OF
10 dioekatoppupla $

Méxpt ta 50 : 10% twv yuvalkwy 6a €xouv maboAoyikn TSH

Méxpt Ta 60: SLMAaCIacpOC TNG CUXVOTNTAC O€ YUvaikeg (17%) Kal
dpapatikn avénon otouc avopeg (9%)




KOTOVOWVIOG T OUPEOEIOIKI NV OU0!

e H supavion mc Bupeoetotknc vocou gtvan
GLYVA U0 0PYN KOt DTTOVAT OLOOTKAGIOL.

® Xnuelo Kot CUUTTOUOTO BLPEOELOIKTC VOGOV
cLYVA O€ YivovTol aVTIANTTA 0td ToV acOevn.

® YVUTTOUOTO KOl GTUEL0 BLPEOELOIKTIC VOGOV
LUTOPEL EGQUALEVA, VO, ATOOTO0VTOL GE AAAEC
moONGelc (m.y. Y TepMITIOaIUio, OLOTOPOYEC
KUKAOVL, ELUNVOTTAVGT], KATAOATYN)




OUPEOEIOIKN NOGOG=KAIVI
o))t efef]el

® EmMnTOcElC 6Ta OTKOVOUIKA TNC VYELOG
® Y moKAViKY] BupeOELOIKT) VOGOC

e “thyroid disease iIs common, may often go
undetected, and may be associated with
adverse health outcomes ...."!

1. GJ Canaris, et al. Arch Intern Med. 2000; 160:526-534




Epyaoctnplakog EAeyxocC

¢ AOYW TNG NTAC CUUTITWHATOAOYIAC O EPYACTNPLAKOC EAEYX
emBeBalwvel tTn dlayvwon.

¢ H owotn emAoyn TwV KATAAANAWY £PYACTNPLAKWY EEETACEWV.
UTTOpEl va mpoAaBel uTTEPBOALKO KOOTOC Olayvwong Kal
Oepameiac aAAd Kal EoPAAPEVEC OLAYVWOELC I OEPATTEUTIKEG
ETIAOYEC.




NACB Guidelines on
Thyroid Function Testing

e The NACB commissioned the development of a
consensus document from experts in the field to
established guidelines for laboratory support in the
diagnosis and monitoring of thyroid disease

e Target audience; primary care practitioners,
Internist, endocrlnologlst clinical laboratory
scientists and medical technologists

e Editors: Dr. L. M. Demers, Penn State Univ.
Dr. C.A. Spencer, Univ. of Southern CA




Thyroid Function Tests

A. Measurement of circulating thyroid hormone levels
1. Direct measurement of serum and RT3 using immunoassay methods
2. Indirect assessment of
- Calculation of Free Thyroxine Index (FTI)
- Free T4 and Free T4 estimate tests by immunoassay
3. Direct measurement of free T4 and free T3
- Equilibrium dialysis

B. Assess the regulation of thyroid hormone synthesis
- (Screening test for thyroid disease)

C. Assess for thyroid auto-antibodies




Screening for Thyroid Disease

e Third generation TSH assays are now considered the most
sensitive and dynamic test to screen for thyroid dysfunction

e AFT4 is the most practical reflex test when an abnormal TSH
result is obtained upon screening




NACB Guideline 2.2
Ambulatory Patients with Stable Thyroid Ste

¢ \When thyroid status is stable and hypothalamic-
pituitary function is intact, TSH is more sensitive
than free T4 for detecting mild (subclinical) thyroid
hormone excess or deficiency

e The superior diagnostics sensitivity of TSH reflects
the log/linear relationship between TSH and free
T4 and the sensitivity of the pituitary response to
free T4 abnormalities sensed relative to the
Individual's own free T4 set-point.




. Ambulatory Patients wi

Ll

TSH
Reference
Interval

0.01
Undete cta}:le

Hypo- FT4 Reference

Thyroid Interval

Y Y
p .

{ ) Free T4 23 pmol/L
0.7 1.8 ng/dL




Guideline 2.2 (continued)
Ambulatory Patients with Unstable Thyroid Status

e \When thyroid status is unstable (i.e.) during the
first 2-3 months of treatment for hypo- or
hyperthyroidism), a free T4 measurement more
reliably indicates thyroid status than TSH.

e Patients with severe hypo- or hyperthyroidism may
display an abnormal TSH for several months after
clinical euthyroidism is achieved.

e Both free T4 and TSH should be used for
monitoring hypothyroid patients suspected of
Intermittent or non-compliance with L-T4 RX.




Hyper thyroid Transition HF_IJ“'. Transition Normal
- iy TSH/FT4

| Equilibrium
Free T4 —\ Restored

EUTHYROID
REFERENCE
INTERVAL

TSH

Months 0 1

Accurate Test

Most Diagnostically TSH T FT4 ‘ TSH




OupeoTofikwon

Oupeotofikwon

YriepBupeoeldlopog

YTepOupEOELOIGUOC




The Brain
Increased adrenergic tone
Excitability

Hyperkinesia

The Liver

Increased lipid
degradation

Negative protein
balance

Hepatic dysfunction

The Intestines
Loose stools
Increased GI motility
Malabsorption

The Heart

Increased heart rate
Palpitations

Increased cardiac output
Rapid pulse

The Reproductive System
Decreased fertility
Menstrual abnormalities
Pregnancy loss

The Kidneys
Increased GFR function
Increased renal blood flow




OupeoTtoéikwon

A. TUmKA COUTTONATO PE GELPA GLYVOTNTOS

1.
2.
3.
4.
D.
C.
1.
8.
9

e
wnhFE O

Nevpikotro
AloOnuo Taipov
Toyvkapoia

Konoon

Muikn aovvapio
Anmirero Bapovg
Avappora

Avoaveia otn CEotn
Oeppo ospna
Epuopoocsig

Tpopog
Op0arpondOera(Graves Disease)
Tpaymikn 0ykmon




KAIVIKO XOPOKTNPIOTIKO

® [cVIKQ
e Auocavegia otn (€0Tn, KOTTWON, TPOMOG

e Kapdlayyelaka
e Tayxukapdia, KapdOIaKr AVETTAPKEIX

® [aOTPEVTEPIKA
e AmtwAegia BApoug, dIaPPOIKEC KEVWOEIG

e O@BaAuoAoyika
e Lid lag, opBaAuotradela




| e ocoworotioon

dvowioyiké Lid Lag




KAIVIKO XOPOKTNPIOTIKO

OupoTtroloyevvNnTIKO
e Apunvoppola, UttoyoviuoTnTa

NeupopuIka

e AuUgnon TevovTiwv avravakAaaTikwy, Muiki aduvapia, HPP,
MG

Yuxiartpika
e EuepeBioToTNTA, AYyXOC, YuXwaon

AgpuartoAoyika
e Kvnouog, AETTTuvan TpIXWwV, OVUXOAUON.




O©YPEOTO=IKZH

ATIAXYTH TOZIKH BPOrXOKHAH (NOZOZ GRAVES)

AYTONOMO AEITOYPIIKO AAENOMA (NOZOZ PLUMMER)

TTOAYOZS)AHZ TO=IKH BPOIrXOKHAH

YTIEPOYPEOEIAIKH $AZH OYPEOETIAITIAAZ HASHIMOTO

E=ZQrENHZ AHYH OYPEOEIAIKSIN OPMONSIN

YTIO=EIA OYPEOEIAITIZ

Muscle wasting

Tachycardia,
high output failure

Weight loss

QOligomenorrhea




YNEPOYPEOEIAIZMOX

Zuxva aitia
e Alaxutn Tolkn BpoyxoknAn
- Graves Disease (autoimmune variant)
- Genetic defect in antigen-specific T suppressor cells
- 0.4% of US population, females 5:1, 30-50 yrs)
MoAuolwong ToEkn BpoyxoknAn
- (large goiter, Females 8:1, 50% toxic)

¢ Tofiko adevwpua




OupeoTtoikwon

2TAVIOTEPECG TTABNOELC

e Hashimoto's (autoimmune) thyroiditis
e lymphocytic/plasma cell infiltration
e defect in suppressor T cells

e females 10:1, ages 30-50

e Oteia N umo€eia Bupeosditida (HIKpoBLAKN N LOYEVAC AlTloA0Yiq)
- De Quervain's (uro&eia)

e Lymphocytic (painless, subacute)
e Post-partum thyroiditis




AAAa aitia BupeoTC




Tarrr 13, Cavses oF Davc-AssociaTen THYROTOXICOES

Mechantiom(t)

Timung af oneet
Seallowing inifiation af
the drug

Therapy

lodine induced (type 1)

Thyroiditis (type 2)

Painless thyrodditis

Interferon o Painless thyrodditis; GD

Interleukin-2 Painless thyroiditis; GD

Indinated contrast Underlying thyroid
AutOnomy
Radipactive indine, carly

TMNG, late

Months to Years

Often > year

Often > year

Months

Supportive care®

Antithyroid drugs; peschlorate”

Surgery

Suppaortive care®

o i

Surgery

Supportive care®

Antithyroid drugs

Supportive care®

Antithyroid drugs andos
radipactive iodine (GD only)

Supportive care®

Antithyroid drugs and/os
radioactive indine (GD only)

Antithyroid drugs

Observation; if severe,
administer corticosteroids

Antithyroid drugs

Repear radioactive indine

Surgery

Buppartive care may include beta-adrenergic blockers during the thyratoxic stage and levothyraxime if hypodhyrosdism develops.

“Not avalable in the Unitied Stanes.




Ti e€eTdoeIc Ba dwWow??

e T4, T3, TSH, FT4, FT3, Abs???
e YTrepnxoypaenuua 6upeocidoug????
® 2 TTIvOnpoypapnuua Bupeocldouc???




Epyaotnplakn Alayvwon

Increased blood levels of total T4 and T3
Increased amounts of free T4 and free T3
Increased free thyroxine index (FTI)
Suppressed blood levels of TSH

Increased radioactive iodine uptake (RAI) by the thyroid
gland




AIAINQZH YTIEPOYPEO

°  KAINIKH EIKONA:TIOIKIAAEL ANAAOTA ME TO AITIO TOY

°  AYZHMENA ETTITIEAA EA. T, KAT XAMHAA ETTITIEAA TSH ETTIBEBAIQNOYN THN KAINIKH
EIKONA YTIEPOYPEOEIALZMOY

ATIATNQZITIKOZ AATOPIOMOZ TOY YTIEPOYPEOEIAIZMOY

EA. T4 KAL TSH

EA. T4 ¢ cA. T4 8Y2ZIOA.

TSH 1 TSH |

NOZOZ GRAVES AAEN. YTTOZYZHXZ APXH ATAXYTHZ H
TO=. OZ. BPOIrXOKHAH OZ. BPOrXOKHAHZ
YTIO=EIA OYPEOEIAITIZ XPONIA NOZHMATA

AHYH OYPO=INHZ FAPMAKA




Hyperthyroid Algorithm

TSH
|

Mildly Suppressed Within Normal Limits
0.05 - 3 mIU/ml

Order FT4

Elevated Within Normal Limits
Hyperthyroid

Order T3 or
FT3

Elevated
Hyperthyroid
Disease

Suppressed
< 0.05 mIU/ml

FT4
Elevated

Hyperthyroid




NACB Guideline for
Hyperthyroidism

e Guideline

e [aboratory screening for hyperthyroidism is not
recommended without a clinical indication at any age

e TSH with a functional sensitivity of < 0.02 mU/L is the
recommended initial measurement for clinically suspected
hyperthyroidism




NACB Guideline for
Hyperthyroidism

e Guideline

e FT4 measurements should only be made in patients with
suppressed TSH ( <0.1 mU/L)

e Total T3 is not recommended in the routine evaluation of
suspected hyperthyroidism

e Total T3 is recommended when symptoms of clinical
hyperthyroidism exists in the presence of suppressed TSH
and normal FT4 levels.




MaBoAoyika epyaoctnplakd EUpnUAtd o€
(PUCIOAOYIKEG KATAOTACEIG

¢ Alatapaxn oTiC OEOPEUTIKEG TTPWTEIVES TwV T4, T3.
e [eveTlka aitla
e (Qapuaka
Alapopec voool
e Kunon

¢ AlAWOPETIKO EUPOC (PUCLOAOYIKWY TIHWV
e Neoyvd, Bpepn, maidla
e Kunon
® MeydAn nAwia??




[MaBoAoylKa epyactnplakd EUPNUATC
AAAEC MTAOOAOYIKEC KATAOTACEIG

e MetaBoAn otn pubuton tou afova YmobaAdapou-Ymoguon
Oupeoeldn

Mn ©upeoeldilkn vOoog

dapuaka

Ne@pIKN KAl NTTATIKA VOGOG
Avtiotaon o€ BUPEOEIOIKEC OPHOVEC
O&ela yuxiatplkn vooocg

2TPEC




Epyaoctnplakeg TEXVIKEG Yia va TEBEL OlayvwCe
OUOKOAEG MMEPIMTTWOEIG

e EvdopAEBio TR

H test

e Radioactive iodine uptake test

* [1p0cdOLOPIGHOG BUPEOEIBIKWY
AQUTOAVTICWHATWY

* [1poGOLOPLIONOC AVTICWHATWY EVAVTL
umodoxea TSH (Graves disease)




NACB Guideline for
Hyperthyroidism

e Guideline

e Once treatment begins, FT4 is recommended to monitor
therapy during early transition phase

TSH is not recommended for following treatment of
hyperthyroidism unless FT4 drops to low-normal levels, the
thyroid gland enlarges and symptoms of hypothyroidism
present

It is recommend that serum levels of TSH and T4 be
obtained once or twice/year after successful treatment of
hyperthyroidism.




Hyper thyroid Transition HF_IJ“'. Transition Normal
- iy TSH/FT4

| Equilibrium
Free T4 —\ Restored

EUTHYROID
REFERENCE
INTERVAL

TSH

Months 0 1

Accurate Test

Most Diagnostically TSH T FT4 ‘ TSH




Noooc¢ Graves

A1axuTn BpoyxoknAn
Y1repOupEeOEIdIoNOC
O@BaApotTabela
[Mpokvnuiaio pucoidnua

Autoavoon TSI.




Emdwva %15 Flogfnlpos mafievodg e v Graves, Al
prEirn) Eiven n rpderraon row Sodfod, ro S ot Tow
SEhedvipeay fom ) URELXIAID Kor SRE VOV TR Ernre g T




Tanee 10, AssessyirsT OF (rraves" (eHTHALMOPATHY: CLmicar Acrwvmmy Sonee EresiesTs

Compartion with
Flements® Each vistf Previaus visr Seore

Painful feeling behind the globe over last 4 weeks
Pain with eye movement during last 4 weeks
Redness of the eyelids

Redness of the conjunctiva

Swelling of the eyelids

Chemosis (edema of the conjunctiva)

Swollen caruncle (fleshy body at medial angle of eye)
Increase in proptosis =2 mm x
Decreased eve movements =3° any direction X
Decreased visual acuity =] line on Snellen chart x

=
— e e e A b e B e s

Addapted From Mourits et al., 19848 (31002 and Moorits el &, 1997 (311).
A T-poant scale (exclhoding the last three elements) 1% used when oo previous assessment i3 available. GO is consadered active in
patients with 2 CAS =3,



Odwodnc ToCIKN BpoyxoKNAn

e MeyaAuTeEPEC NAIKIEC
e MikpoTepPNG BapuTnTac UTTEPBUPEOEIDICHOGC
® EvioTe UTTOKAIVIKOC UTTEPOUPEOEIDIOUOC

e Mriropei va €xel TTAAIO 1I0TOPIKO TTOAUOLWOOUG
BpoyxoknAng




TocikO AdEvwpua

2TTAVIOTEPO (< 2%)
NeoTtepa aropa petacu 30 kKail 40 eTwv

2TIvBnpoypagnuua
KaAor|0n BuAakiwdn adsvwuara




OYPEOEIAITIAA

e ETTwduvn Aioykwaon
(uttoceia, de Quervain’s)

e Avwouvn (post partum)

® Y1TEPOUPEOEIDIKN,
UTTOBUPEOEIDIKN Kl
euBUPEOEIDIKI PAaON

e AEN BOHOOYN TA
ANTIOYPEOEIAIKA
OAPMAKA




Tams 3. Carses oF TEvroTOXICORIS

Thyrotoxicosis associated with a normmal of elevated radiciodine uptake over the neck®
GD
TA or TMNG
Trophoblastic discase
T5H-producing pituitary adenomas
Resistance to thyroid hormone (T, receptor mutation)”
Thyrotoxicosis associated with a near-absent radioiodine uptake over the neck
Painless (silent) thyroiditis
Amicdarone-induced thyroiditis
Subacute (granulomatous, de Quervain's) thyroiditis
latrogenic thyrotoxicosis
Factitious ingestion of thyroid hormone
Struma ovarii
Acute thyroiditis
Extensive metastases from follicular thyroid cancer
“In wdine-indwosd ar }dine exposed hypecthyrosdism (including amiodarane type 1), the uptake may be loa
*Patients are not uniformly clinically hyperthyraid.
T, tniodotiyronine.
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Tagrs 4. Bera-Anpeszroe Becermor Bunoxane v mHE TreEATMEST OF THYROTOXICDSIS"

Mg

Propanolol” 10—40 mg TID-QID Nonselective beta-adrenergic recepior blockade
Longest expericnce
May block T, to T, conversion at high doses
Preferred agent for nursing mothers
Aftenolol 25-100 mg QD or BID Relative beta -1 selectivity
Increased compliance
Metoprolol 25-50 mg QID Relative beta -1 selectivity
Nadolol 40-160 mg Q0 Nonselective beta-adrenergic recepior blockade
Cmee daily
Least experience to date
May block T, to T, conversion at high doses
Esmolol IV pump 50— In intensive care unit setting of severe
100 pgikg’min thyrotoxicosis or storm

*Fach ol thess dmaps has been approved for treatment ol cardiovascular diseases, hal o date nome has been appooved for he
treatment of thyrodowicosis.

PAlso availahle in once daily preparations.
T, thyroxine.

Dosage Frequeney Consderations




OEPATIEIA
YINEPOYPEOEIAIZMOY

e AvTIBupeoEIdIKA pApuaKa
KapBipaloAn, peBiualoAn, TTpoTTuABeioupakiln
Meiwon Tng déong o€ 4 €BOOUAdEC
AeppaTikO £€avOnuUa, YaoTPEVTEPIKA EvOXARMaATQ,
OKOKKIOKUTapaIuia

Graves - moavoTnTa TTANPOUG iaong META TO TEAOC TNG
Bepartreiag




OEPATIEIA
YINEPOYPEOEIAIZMOY

e Padievepyo lwdio
e [1pOKANON TOTTIKAG PAEYUOVIC TTOU aKOAOUBEiTal ATTO ivar.
e Mrmopei va xpnoiuotroinBei oe Graves, TMG ) TA
e ? OgpaTreia TTPIV KAl UETA
® ‘lowg XPEIaOTEI ETTAVAX0Pynon
e MakpotrpoBeoua KivOuvog uttoBupeoEIdIoUOU




Tanpe 7. TuporEnic Al Prorecrioxs oF Cascer Incioexsce on Cascee Mormaory Besaren mo
] Tuerary ror Hyrermveomsss as RELATED To AGE

Lifetime cancer
risk for I5 mCi
ixl I

Relative
lIifetines

Tafal-hody 10§ dree Lifetime aifribuiable rist of carcer morfality per 00008 per
{rem ar rad) (L4 Gy or SV per OO per rad o rem

Apge af T concer rigk
EXPOSRE Cases per foar I3 mCP

Permi Per 15l Meles Female  Average Males Female  Avercpe SO0 KT o iNpm

111 167 T 1770 1435 177 143 23884 230 1.4

d 6 LT T0e 1770 1435 177 143 Ly 1.40

24 36,0 H52 1347 110 1315 110 196 1.6

145 2148 T2 1104 ol 110 41 197 1.0

0.9 135 B03 414 759 9 Th 102 1.0

12.8 511 762 637 Th il 81 103

128 kol 07 &2 51 dd 0056 1.02

12.8 ny A0 bl Y. 4l 15 i DA 142

“Using & gross average of dying from a spontéEnecus cancer of 25% data analysas by De. Patrick Zaneomico, Memaria] Skkan
Kettering Cancer Center (New York, MY,




OEPATIEIA
YINEPOYPEOEIAIZMOY

* Eyxeipnon
® 2 TTAVIOTEPA XPNOIUOTIOIEITAI O MEPQ
e AvAykn yIO OTTOKATAOTAON EUBUPEOEIDIOUOU TTPOEYXEIPNTIKA
e Lugol’siodine 0.1-0.3 mls tid yia 10 pEPEC TTPOEYXEIPNTIKA




Factors that favor a particular modality as
treatment for Gzraves' hyperthyroidism:

'1]1: Females planning a pregnancy in the future
{in more than 4% months following radiciodine
therapy, provided thyroid hormone levels arc
noermal), individuals with comorhidities increas-
ing surgical risk, and paticnts with previously
operated or externally iradiated necks, or lack of
&ccess to a high-volume thyroid surgeon or con-
traindications to ATD usc.

ATD=s: Patients with high likelihood of remission
(patients, especially females, with mild discase,
small goiters, and negative or low-titer TRAR),
thi elderly or others with comaorbiditics increasing
surgical risk or with limived life expectancy; indi-
viduals in nursing homes or other care facilities
who may have limited longevity and are unable to
follow radiation safety regulations; paticnts with
previously operated or irradiated necks: paticnts
with lack of access to a high-volume thyrodd sur-
geon; and paticnts with moderate to severe active
.

Surgery: Symptomatic compression or large goi-
ters (=80 g); relatively low uptake of radicactive
iodine; when thyroid malignancy is doecumented
or suspected (e.g.. suspicious or indeterminate
cytology): large nonfunctioning, photopenic, or

hypofunctiocning nodule; cocxisting hyperpara-
thyroidism requiring surgery; females planning
a pregnancy in <4—§ months {ic., before thy-
roid hormone levels would be normal if radioac-
tive indine were chosen as therapy), cspecially if
TRAb levels are particularly high; and paticnts
with moderate o severe active GO,

Contraindications to a particular modality as
treatment for Grraves” hyperthyroidism:

a.

511 therapy: Definite contraindications include
pregnancy, lactation, coexisting thyroid cancer,
af suspicicn of thyroid cancer, individuals unable
te comply with radiation safety puidelines and
females planning a pregnancy within 4—6 months.
ATDs: Definite contraindications to long-term
ATD therapy include previous known majos
adverse reactions o AT,

Surgery: Factors that may mitigaic against the
choice of surgery include substantial comoehid-
ity such as cardiopulmonary diseasc, end-stage
cancer, or other dehilitating disorders. Pregnancy
is a relative contraindication and should only be
used in this circumstance, when rapid control of
hyperthyroidism is required and antithyroid med-
ications cannot be wsed. Thyroidectomy is best
avoided in the first and third frimesters of preg-
mancy because of teratopenic effects associated
with anesthetic agents and increased risk of fetal
laas in the fisst frimester and increased risk of pre-
term labor in the thisd. Optimally, thyroidectomy
is performed in the latter portion of the scoond
trimester. Although it is the safest time, it is not
without risk (4.5%—-5.5% risk of preterm labor)
{47 48).




Tarcre 5. Poast Scare For THE Dhacsosis oF Tryrom STors

Criteria Pointr Criteria Pointr

Thermoregulatory dysfunction (zastrointestinal-hepatic dysfunction

Temperature (°F) Manifestation
9o0-999 5 Absent i]
-1009 10 Moderate (diarrhea, abdominal pain, nauseavomiting) 10
nlo-10149 15 Severe (jaundice) 0
10z0-10249 i
1030-1059 25
=041 £

Cardiovascular Central nervous system disturbance

Tachycardia (heats per minute) Manifestation
100104 5 Absent i]
110-119 [[4] Mild {agitation) 10
20128 | Muoderate (delirium, psychosis, extreme lethargy) 0
13-139 20 Severe (seizure, coma) X
=140 25

Atrial fibrillation
Absent 1]
Present [[4]

Congestive heart failure Precipitant history
Ahsent Q Status
Mild 5 Positive i]
Modcrate 10 Megative 10

Sevene
Leores tofaled

0

=45 Thyroid storm
25—H Impending storm
<25 Storm unlikely

Source: Burch and Wartofsky, 19493 [21). Pranted with permassion.
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Tanik G, Toveoms Somse Deucs asn Dioses

Propylthiouracil

Methimazole
Propranalol®

lodine (saturated solution of
potassium indide)

Hydrocaortisone

Desmg
500-1000 mg load, then 250 mg
every 4 hours
G080 mp/day
G080 mg every 4 hours

5 drops {0.25 mL or 230 mg)
arally every & hours

300 mg Intravenous load, then
100 mg every 8 hours

Comment

Blocks new hormone synthesis

Blocks T ,-to-T, conversion

Blocks new hormone synthesis

Consider invasive monitoring in congestive heart
failure paticnis

Blocks T-to-T, conversion in high doses

Alternate drug: esmolo] infusion

Do not start until | hour after antithyroid drugs

Blocks new hormone synthesis

Bloscks thyrodd hormone release

May block T,-to-T, conversion
Prophylaxis against relative adrenal insufficiency
Alternative drug: dexamethasone

‘May be grven inlravenously.




YTIOKAINIKOZ
YTIEPOYPEOEIAIZMOZ

° TTAPOMOIA AITIA ME THN IAIA TH
NOZO

« YTTEPBOAIKH AOZH OYPO=INHZ

« NOZOZ GRAVES
« TTOAYOZSJAHZ BPOIrXOKHAH

« MONHPHZ OZOX ©YPEOEIAOYZ




ETIIAHMIOAO
AEAOMENA

. YTIOKAINIKOZ YTTEPOYPEOEIAIXMOX

MIKPOTEPH ZYXNOTHTA ATIO YTIOKA.
YTIOOYPEOEIAIXMO

« 2ZYXNOTEPH XE HAIKIQOMENEZ FNYNAIKEZ
« OXI ZTTANIA ZE MAYPOYZ

* ETIITIOAAZMOZ

e 1.5% ZE N'YNAIKEZ TTANS2 ATTIO TA 60
e 1% ZE ANAPEZ TTAN() ATIO TA 60

Wnicxnam suryzy

-2% KAGE XPONO ME TSH OPOQY MIKPOTEPO ATIO
0,1 mIU/L ANATTITYZZOYN YTIEPOYPEOEIAIZ MO




YTIOKAINIKOZ
YTIEPOYPEOEIAIZMOZ

° TIIOANA OZEAH TIPOZYMTITOQMATIKOY
EAETXOY

« KOATTIKH MAPMAPYTH
« OXTEOTIOPSITIKA KATAITMATA
« ETIITTIAOKEZ YTTEPOYPEOEIAIZMOY

« TIPQQIMH OEPATIEIA NEYPOWYYXIATPIKSIN
ZYMTITOQMATON

« TIPOAHYH MAKPOXPONIAZ EKOEZHZ TOY
KAPATAKOY MYOZXZ ZTIX OYPEOEIAIKEXZ OPMONEZ




TIPOZYMTTTOQIMATIKOZ
EAETXOZ AIAAOMHZ

¢ OYPEOEIAIKEX NOXOI XYXNO ®PAINOMENO
MAKPOXPONIA EINITITQXH XTHN YI'EIA
I'NOQXTH EEEAIZEH THX NOXOY

METAAH AANOGANOYZXA ITEPIOAOX THX NOXOY

ZTOXOZ TOY MPOZYMIITQMATIKOY EAEIrXoy
AIAAOTHZ

e ANAKAAYYH-OEPAIIEIA ITPIN EI'KATAXTA®OOYN TA
LYMIITCMATA (YIHOKAINIKH MOP®H THX NOXOY)




TIPOZYMTTTOQIMATIKOZ
EAETXOZ AIAAOMHZ

o ANETTAPKEIZ ATIOAEI=EIZ I'TIA EZAPMOIH I

o METPIA ATIOTEASZMATA

« TSH ANIXNEYEI YTTOKAINIKH OYPEOEIAIKH NOZO
XQPIZ ZYMTITCOMATA OYPEOEIAIKHZ AIATAPAXHZ

> BTLIAA ATIOTENEZMATA

TTIPCQQIMH OEPATIEIA BEATICINEI ZHMANTIKA THN
EKBAZH THZ NOZOY ZTOYZ ENHAIKEZ

(Rzcommzndgriog )




TIPOZYMTTTOQIMATIKOZ
EAETXOZ AIAAOMHZ

o EAAXIZTO KAINIKO OZEAOX KATL XE OMAAEX YYHAOGY.
KINAYNOY OTIOY H ATIOAOXH HTAN MEFAAYTEPH

TE ETIIAOXEIEZ MYNAIKEZ

ATOMA ME ZYNAPOMO DOWN

EKOEZH TE YWHAA ETITIEAA PAAIENEPFEIAZ (>20 mGy)
YE HAIKIQMENOYZ

e TTIOANH BAABH
ATIO AAGOZ OETIKA ATTOTEAEZIMATA
ATTO YTIEPMETPH OEPATIEYTIKH AOZH ANTIOYPEOEIAIKON

ZYMTTEPAZMA

AEN MTTOPEI NA KAOOPIZTET H IZOPPOTIIA OZEAOZ/KOXTOXZ
TOY TIPOZYMTSIMATIKOY EAEMXOY NA OYPEOEIAIKH NOZO
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TarLr & Svecosican. Hyrermaveoiomsse: Weaes 1o TREAT

Factar TSH (<00 mUVL) TSH (0105 mUVLP
Ape »65 Yes Consider treating
Ape <65 with comorbidities

Osteoporosis Yes No

Menopausal Consider freating Consider treating

Hyperthyroid symptoms Yies Consider treating
Age <65, asymplomatic Consider treating No

“Where 0.3 mU/L 18 the lower lmmnt of the narmal range.




ZYZTAZEIZ OMAL

e American Association of Clinical Endocrinologists:
METPHZH TSH ZE MNYNAIKEZ ANATTAPAFQIIKHE HAIKIAZ
TIPIN THN EFKYMOZYNH ‘H ZTO TIPQQTO TPIMHNO

° American College of Obstetricians and

cologists: TYNEKTIMHZIH TON TYMTTITOMATON
KATI TTAPATONTOQN KINAYNOY ITA ETTIAOXEIA
OYPEOEIAIKH AYZAEITOYPIIA

* American Acodemx\ of Family Physicians: AEN

2ZYNIZTOYN TIPOZYMTITCQIMATIKO EAErXO ZE
AZYMTITOQMATIKOYZ AZOENEIZ NQIPITEPA ATIO 60 ETH




ZYZTAZEIZ OMAAON

o U.S. Preventive Services Task Force: ANEITAPKH STOIXEIA
I'TA EOAPMOI' H ITPOXYMIITOMATIKOY EAETI'XOY XE ENHAI

Arerican Thyroid Association: METPHZIH OYPEOEIAIKHE
AEITOYPITAY XE ENHAIKEX (AIIO 35 ETQN) KAGOE 5 XPONIA KAI
YYXNOTEPA YXE OMAAEY YPYHAOY KINAYNOY H XYMIITQOMATIKA
ATOMA

Canadian Task Force on the Periodic Health Examination:
SYYNIXTAYWYHAO AEIKTH YIHOYIAX. T'TA MH EIAIKA XYMIITOMATA
YE IIEPI- H METEMMHNOITIAYXIAKEY I'YNAIKEX

American College of Physicians: TIPOZYMIITQMATIKOX
EAEI'XOX XE FYNAIKEZ ANQ TON 50 ME 1'H IIEPIZXOTEPA
YYMIITQMATA [IOY MIIOPEI NA O®EIAONTAI *E OYPEOEIAIKH
NOZO




}A Tt

“Wow! For a big man you have cat-like
reflexes.”
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