
REVISTA MEDICALÅ ROMÂNÅ – VOLUMUL LXV, NR. 2, An 2018124

PREZENTĂRI DE CAZ

Antibodies against thyroid and 
Thyroid Stimulating Hormone (TSH): 

Who’s Who?
Adina Ghemigian, Nicoleta Dumitru, Andra Cocolos, Mara Carsote, Eugenia Petrova

Corresponding author:
Assist. Prof. Mara Carsote, MD, PhD 
E-mail: carsote_m@hotmail.com

ABSTRACT
This is a 67-year old male who was referred for autoimmune myxedema after prior presentation in different 
departments. This real life case introduces the discussion related to relationship TSH and specific thyroid 
antibodies against thyroid. Despite relative high frequency, autoimmune thyroiditis may be under diagnosed 
until myxedema is recognised, challenging various differential diagnoses, as in our case. Male are rarer af-
fected than women. Overall, the levels of thyroid antibodies are not correlated with TSH; neither they predict 
the pattern of response to levothyroxine substitution.
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INTRODUCTION 

Chronic autoimmune thyroiditis (CAT) is caused 
by antibodies against thyroid like anti-thyroperoxi-
dase (TP) and anti-thyroglobulin (TG) antibodies 
(1-3). They cause primary hypothyroidism, but the 
increase of TSH (Thyroid Stimulating Hormone) is 
not directly correlated with the level of antibodies 
which actually do not represent a prognosis factor 
according to most of the studies, but a correlation 
with differentiated thyroid cancer, breast cancer in 
females or metabolic complications have been ob-
served (1-4). We aim to introduce an adult case 
who was first diagnosed with CAT because of se-
vere myxedema symptoms. This is a case report. 
The patient agreed for anonymously use of his 
medical records.

CASE PRESENTATION 

This is a 67-year old former smoker coming 
from non-endemic area, who accused breathing dif-
ficulties and palpitations. His medical family histo-
ry is negative, so is his personal and medical histo-
ry. He was first seen at cardiology and then referred 
to pneumology and then to endocrinology. On ad-
mission, typical presentation of myxedema was 

found; slow speech and movements; dry skin, sinus 
bradicardia. Blood tests showed high TP, of 855 UI/
ml (normal levels less than 35 UI/ml), and primary 
hypothyroidism based on low FreeT4 levels (of 3.8 
pmol/l, normal ranges between 10.3 and 24.4 
pmol/l), and very high TSH, of 75 μUI/ml (normal 
levels between 0.5 and 4.5 μUI/ml). Thyroid ultra-
sound showed a right lobe of 1.8 by 1.5 by 3.5 cm 
(centimetre), an isthmus of 0.29 cm, a left lobe of 
1.3 by 1.22 by 3.4 cm, of hypoechoic, inhomogene-
ous pattern, and normal Doppler signal on both 
lobes, without thyroidnodules, but a left lymph 
node enlargement of 0.8 by 0.4 cm (probably of re-
active type) (Fig. 1). Electrocardiogram confirmed 
slow cardiac rhythm, of 49 beats per minute, dif-
fuse hypo voltage of T wave (Fig. 2). The patient 
was offered low dose of daily levothyroxine (start-
ing with 25 μg per day and progressively increas-
ing to daily 50 μg) with mild progressive clinical 
improvement. Within two months, thyroid ultra-
sound was stationary but TSH decreased to 36.8 
μUI/ml (normal values between 0.5 and 4.5 μUI/
ml), with FreeT4 of 9.16 pmol/l (normal ranges be-
tween 10.3 and 24.4 pmol/l), and similar values of 
TP (of 815 UI/ml, normal ranges below 35 UI/ml) 
(Fig. 3). TSH normalized within 2 months after ex-
tra 25 μg added per day. 
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DISCUSSION

Autoimmune chronic Hashimoto thyroiditis is a 
relatively frequent condition of modern society be-
cause of environmental triggers and easy access to 
thyroid antibodies blood assays (5). The etiology is 
mixed: genetic and environmental elements; men 
are less affected than women, as seen in this case 

(5). Thyroid antibodies do not predict with preci-
sion the moment of hypothyroidism onset, neither 
the highest values of TSH (6). Genetic background 
has been studied to sustain the autoimmune versus 
functional profile, including what kind of patients 
display a higher risk of hypothyroidism (5,6). No 
clear conclusion is yet used in daily practice. The 
abnormal function is actually the only therapeutic 

FIGURE 1. Thyroid ultrasound on a 67-year old adult with autoimmune myxedema reveals a right lobe of 1.8 by 1.5 
by 3.5 cm (centimetre), an isthmus of 0.29 cm, a left lobe of 1.3 by 1.22 by 3.4 cm, of hypoechoic, inhomogeneous 
pattern, and normal Doppler signal on both lobes, without thyroid nodules and a left lymph node enlargement of 0.8 by 
0.4 cm.

FIGURE 2. 67-year old male; suggestive electrocardiogram findings for myxedema - slow cardiac rhythm, of 49 beats 
per minute, diffuse hypovoltage of T wave
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target, not the antibodies themselves (opposite to 
other non-endocrine conditions like most of rheu-
matologic diseases) (5,6). Some studies support the 
idea of selenium supplementation as single therapy 
in euthyroid subjects or in combination with lev-
othyroxine substitution in patients with hypothy-
roidism but selenium as therapeutic option did not 
actually reach guideline indication up to this mo-
ment due to heterogenous evidence based medicine 
data (7-10). Neither we used selenium in this case 
of autoimmune myxedema despite elevated levels 
of TP. Actually, a third type of antibodies against 
thyroid a part from TP and TG may be found in 
chronic thyroiditis, especially in cases with atroph-
ic gland at ultrasound and myxedema: TSH recep-

FIGURE 3. Thyroid ultrasound on a patient with treated autoimmune myxedema; stationary aspects which are highly 
suggestive for an autoimmune thyroid condition (hypo-echoic, inhomogeneous) 

tor blocking antibodies which are opposite to TSH 
receptor stimulating antibodies, typically for Base-
dow-Graves’s disease (11,12). These antibodies are 
not assessed on every day practice (11,12).

CONCLUSION 

Despite relative high frequency, autoimmune 
thyroiditis may be under diagnosed until myxede-
ma is recognised, challenging various differential 
diagnoses, as in our case. Male are rarer affected 
than women. Overall, the levels of thyroid antibod-
ies are not correlated with TSH, neither predict the 
pattern of response to levothyroxine substitution.  
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