1. CASE “Can you help the family physician in the management of the following subclinical hypothyroidism scenario?”
A 28-year-old, single, university-educated woman working as a customer representative in a bank presents to the family medicine outpatient clinic with complaints of progressively increasing fatigue, hair loss and general weakness for the last four months. According to the patient, her complaints started about four months ago; initially she only felt tired at the end of busy working days, but in recent weeks she has begun to wake up in the mornings feeling unrefreshed. At first she considered the hair loss to be seasonal, but more recently she has noticed that it has increased to a noticeable degree. She reports that her complaints have gradually worsened, that in recent weeks she has difficulty even performing simple household chores, and that she feels a general lack of motivation.
In her past medical history, there is no known chronic disease or history of surgery. She has never been pregnant and does not currently have a pregnancy plan. She does not use any regular medication or vitamin-mineral supplements; she has no allergies and does not use alcohol or cigarettes. In her family history, her mother (62 years old) is healthy and her father (68 years old) uses an ACE inhibitor for hypertension. There is no family history of diabetes, hyperlipidaemia or cardiovascular disease at an early age.
On physical examination, her general condition is good, she is conscious, cooperative and oriented.
Height: 165 cm Weight: 60 kg Pulse: 72/min BP: 110/70 mmHg Temperature: 36.4 °C
On palpation the thyroid gland is not markedly enlarged and no nodules are felt. The skin is dry, and the hair shafts are thin and brittle. No pathological findings are detected in the cardiac, respiratory, abdominal and neurological examinations.
In laboratory investigations, complete blood count, renal and liver function tests, vitamin-mineral levels, thyroid function tests and autoantibodies are evaluated.
According to the results, the only pathological finding is TSH: 6.9 mIU/L, while FT4 and anti-TPO levels are normal. Other laboratory parameters are within reference ranges. In the tests performed three months earlier, TSH had been recorded as 6.5 mIU/L.
RESPONSE OF CHATGPT TO CASE 1
When planning the management as a family physician in this case, you can proceed as follows:
1. Clarifying the diagnosis
TSH: 6.9 mIU/L (6.5 three months ago), FT4 normal, anti-TPO normal → subclinical hypothyroidism (mild degree, TSH <10). Thyroid examination is normal, autoantibodies are negative, she is young and has no pregnancy plan. This is generally a low-risk subclinical hypothyroidism picture.
2. Evaluation of symptoms and patient’s complaints
Fatigue, weakness, hair loss, general lack of motivation. These may be compatible with hypothyroidism but are very nonspecific and may be seen in many other conditions. Therefore: anaemia, B12, vitamin D, iron, renal/liver functions are already normal → there is no major biochemical cause. In addition, a brief enquiry is useful: sleep pattern, snoring, episodes of apnoea during sleep? Symptoms of depression/anxiety? (loss of interest, anhedonia, changes in appetite and sleep, guilt, concentration problems, etc.). Caffeine use, excessive workload, burnout. If necessary you can use a depression screening scale (such as PHQ-9).
3. Treatment or follow-up?
Guidelines (ETA, ATA etc.) roughly say:
· TSH ≥10 mIU/L: treatment is generally started.
· TSH 4.5–10 mIU/L: the tendency to recommend treatment increases if the following are present:
· Pregnancy / pregnancy plan
· Positive anti-TPO (autoimmune thyroiditis)
· Goitre / nodule
· Symptoms + repeatedly high TSH
· Advanced age with cardiovascular risk (CVD, dyslipidaemia, etc.).
In this patient:
TSH: 6.9 (mildly elevated)
Anti-TPO negative
No goitre
Young, no cardiovascular risk factors
No pregnancy plan.
Therefore, the first option based on evidence is “follow-up and symptomatic approach”. However, if the patient’s symptoms significantly impair her quality of life, a trial of low-dose levothyroxine with informed consent is also an acceptable approach. Here, “shared decision-making” is important.
4. If levothyroxine is to be started
If, after discussing all pros and cons, the patient says “I would like to try medication”:
Recommended starting dose
She is young, has normal weight and no cardiovascular risk → generally about 1 µg/kg/day can be used, but since this is a subclinical case, it is practical and safe to start with 25–50 µg/day.
For example: 25 µg/day in the morning on an empty stomach (it should not be taken together with calcium/iron/multivitamins; there should be at least a 4-hour interval).
Follow-up
Check TSH + FT4 6–8 weeks after starting the dose.
Target: to bring TSH to approximately 0.5–2.5 mIU/L (according to the laboratory reference).
Has there been improvement in symptoms? (fatigue, hair loss, etc.)
If TSH becomes too low (e.g. <0.4), reduce the dose.
Decision about continuation of treatment
After a 3–6-month trial:
If TSH has normalised and the patient says “I feel clearly better”, treatment may be continued.
If TSH normalises but there is no change in symptoms, you may suggest stopping the medication and only monitoring (to avoid unnecessary chronic medication use).
5. If you choose follow-up (without medication)
Choosing not to start medication is also fully guideline-concordant.
Explain clearly to the patient:
· Thyroid hormone levels are currently normal,
· Mild elevation of TSH is common,
· In many people it can remain stable for years,
· With regular follow-up we can detect risks early.
Follow-up interval
Within the first year, TSH + FT4 every 6–12 months is sufficient.
If TSH tends to rise (for example approaches >10) or FT4 starts to fall → refer to endocrinology and plan treatment.
Patient education – warning signs
Tell her to present earlier if she experiences significant weight gain, cold intolerance, increased constipation, menstrual irregularity, voice deepening, swelling in the neck, etc.
6. Other practical points
Pregnancy issue:
Plan early TSH control when she plans pregnancy in the future.
When there is a pregnancy plan, we prefer TSH to be below 2.5 mIU/L if possible; then the threshold to start treatment becomes lower.
Nutrition and lifestyle:
Iodine deficiency is now less common in our country, but you can tell the patient:
· Not to use excessive iodine (high-dose iodine supplements),
· That using a reasonable amount of iodine (iodised salt, etc.) is sufficient.
Planning sleep pattern, stress management, and a light-to-moderate exercise programme reduces factors that may contribute to fatigue.
For hair loss:
If thyroid-independent common causes (iron deficiency, significant weight loss, stress, certain drugs) have already been ruled out by history and tests:
· You may consider dermatology consultation if necessary.
· Explain that even if thyroid treatment is given, improvement of hair loss may take time.
7. Summary sentence while talking to the patient (example)
“Your thyroid hormones are normal; only the brain is sending the stimulating hormone TSH a little high to make the thyroid gland work a bit more. We call this subclinical hypothyroidism. At your age and at this level, according to the evidence it is not mandatory to start medication immediately; we can follow you up regularly. If you wish, since your complaints are very tiring for you, we can try a low dose thyroid medication; after 6–8 weeks we will re-check and decide together whether you really benefit from it.”
Brief management summary (for the family physician)
Mild subclinical hypothyroidism (TSH 4.5–10, FT4 normal, anti-TPO negative) → low risk.
Symptoms are nonspecific → evaluate other causes as well, screen for depression/sleep disorder if necessary.
First option: follow-up without medication, TSH + FT4 every 6–12 months.
Alternative: By agreement with the patient, trial of 25–50 µg/day levothyroxine; check TSH + FT4 and symptoms after 6–8 weeks.
If TSH ≥10 mIU/L, FT4 decreases, there is a pregnancy plan, anti-TPO positivity or development of goitre → start treatment and/or refer to endocrinology.
2. CASE “Can you help the family physician in the management of the following subclinical hypothyroidism scenario?”
A 45-year-old, married, university-educated woman working as an accountant in a private company presents to the family medicine outpatient clinic with complaints of progressively increasing fatigue, hair loss and easy fatigability for the last three months. According to the patient, her complaints started about three months ago; initially she only felt tired at the end of working days, but in recent weeks she states that she wakes up in the mornings feeling unrefreshed and feels weak throughout the day. She initially associated her hair loss with stress, but has noticed that it has increased in recent weeks. She reports that her complaints have gradually increased and that she becomes easily tired, especially when climbing stairs or doing housework.
In her past medical history, she has diagnoses of hypertension and hyperlipidaemia. She has been using amlodipine 5 mg/day and atorvastatin 20 mg/day for three years. She has not undergone major surgery before. She has never been pregnant and currently has no pregnancy plan. She does not use vitamin-mineral supplements and has no known drug allergy. She does not smoke and drinks alcohol occasionally in social settings.
In her family history, her mother is 68 years old with a history of coronary artery disease and stent placement; her father is 70 years old with a diagnosis of type 2 diabetes. There is no family history of premature cardiovascular death.
On physical examination, her general condition is good, she is conscious, cooperative and oriented.
Height: 162 cm Weight: 72 kg Pulse: 78/min BP: 125/80 mmHg Temperature: 36.5 °C
On palpation the thyroid gland is not markedly enlarged and no nodules are felt. The skin is dry, and the hair shafts are thin and brittle. No extra sounds or murmurs are heard on cardiac auscultation. No pathological findings are detected in the respiratory, abdominal and neurological examinations.
In laboratory investigations, complete blood count, renal and liver function tests, vitamin-mineral levels, thyroid function tests and autoantibodies are evaluated.
According to the results, the only pathological finding is TSH: 7.2 mIU/L, while FT4 and anti-TPO levels are normal. Other laboratory parameters are within reference ranges. In tests performed six months earlier, TSH had been recorded as 6.8 mIU/L.
RESPONSE OF CHATGPT TO CASE 2
The situation of this patient can be summarised as follows:
· 45-year-old woman
· Complaints: fatigue, easy fatigability and hair loss increasing over 3 months
· TSH: 7.2 mIU/L (6.8 six months ago), FT4 normal, anti-TPO normal
In other words, persistent mild-to-moderate subclinical hypothyroidism (TSH between 4.5–10, FT4 normal).
She is not pregnant, has no pregnancy plan, has no evident cardiovascular disease (other than hypertension + dyslipidaemia), and does not use agents that interact with thyroid function.
As a family physician, here is how you can manage this step by step:
1. Clarifying the diagnosis
In this patient, TSH is high in two measurements while FT4 is normal → the main criterion for the diagnosis of subclinical hypothyroidism is met.
Even so, in practice:
It is reasonable to re-check TSH and FT4 once more within 3–6 months (to exclude laboratory error, acute illness, etc.).
Additionally:
There is apparently no history of drugs that suppress/raise TSH (amiodarone, lithium, interferon, glucocorticoid withdrawal, etc.) – but it is still worth asking briefly.
Review whether her complaints can be explained by other causes such as depression, anaemia, sleep disorders, B12/Vitamin D deficiency (if CBC, B12, ferritin, Vitamin D have already been tested and are normal, you are more comfortable).
At this stage, TSH is below 10, FT4 is normal, anti-TPO is negative → the risk of autoimmune thyroiditis is lower and progression to overt hypothyroidism is slower.
2. Treatment decision: shall we start or monitor?
Guidelines (ATA, AACE, etc.) generally say:
· TSH ≥10 mIU/L → levothyroxine is usually recommended (whether or not there are symptoms).
· TSH 4.5–10 mIU/L → the decision is individualised:
· Marked hypothyroid symptoms
· Positive anti-TPO
· Pregnancy or pregnancy plan
· Goitre
· Marked dyslipidaemia / high CV risk
In this patient:
TSH: 7.2 (moderately elevated)
Anti-TPO: negative
No goitre
No pregnancy plan
She has symptoms but they are not specific; many other causes may lead to these symptoms.
Therefore:
Option A – Conservative approach (first choice in most guidelines)
Do not start medication immediately; monitor closely:
Explain the condition to the patient:
“Your thyroid hormone level is normal, but the brain has increased TSH to make it work a little harder; we call this subclinical hypothyroidism.”
“In this situation not everyone needs medication, but regular follow-up is important.”
Investigate/manage other possible causes of symptoms (sleep, stress, psychosocial status, physical activity, anaemia, etc.).
Follow-up plan:
Repeat TSH + FT4 in 6–12 months.
If TSH rises above 10 or FT4 begins to decrease → consider levothyroxine therapy.
Although anti-TPO is negative, it may become positive in the future; it can be repeated every 1–2 years, though not mandatory.
For this patient, this is the primary recommendation according to most guidelines.
Option B – Trial treatment (shared decision)
If her symptoms are prominent, you cannot find another cause and the patient is open to taking medication:
A 3–6-month trial with low-dose levothyroxine can be considered.
At 45 years of age with no history of cardiac disease → starting with 25–50 mcg/day is appropriate.
In family practice I would generally start at 25 mcg, then evaluate clinical response and values together after checking TSH at 6–8 weeks.
But be sure to inform beforehand as follows:
“There is also a possibility that this medication may not make you feel better.”
“If the dose is too high, side effects such as palpitations, nervousness, sleep disturbance, sweating and weight loss may occur; if they do, we will review the dose.”
“If after 3–6 months both TSH normalises and your complaints do not improve markedly, we can also discuss discontinuing the medication.”
3. Practical recommendations if you use levothyroxine
If you choose to start treatment:
Starting dose:
For this patient, 25 mcg/day is reasonable.
If TSH remains high later, you can adjust the dose in 12.5–25 mcg increments every 6–8 weeks.
How to use:
In the morning on an empty stomach, at least 30 minutes before breakfast, with water.
Allow at least 4 hours between levothyroxine and drugs such as iron, calcium, magnesium, proton pump inhibitors.
Monitoring:
Check TSH + FT4 6–8 weeks after starting.
The target is generally: TSH 0.5–2.5 mIU/L (especially in young and symptomatic patients).
If TSH becomes very low (e.g. <0.4) or if hyperthyroid symptoms occur → reduce the dose.
Long-term:
Once a stable dose is reached, annual TSH checks are sufficient.
Increase control frequency if a new drug is added or pregnancy occurs.
4. Red flags / when referral is needed from the family physician’s perspective
In the following situations it is appropriate to refer to endocrinology:
· TSH >10 mIU/L or FT4 begins to decrease (overt hypothyroidism)
· Rapidly growing goitre, thyroid nodule, pressure symptoms in the neck
· Subclinical hypothyroidism accompanied by arrhythmia, cardiac disease, advanced age (65+)
· Pregnancy or near-term pregnancy plan
· Children/adolescents
· Atypical laboratory patterns (suppressed TSH, normal/low FT4; elevated TSH with elevated FT4, etc.)
· TSH does not normalise despite treatment (issues of adherence, absorption problems, difficulty in dose titration).
5. Summary recommendation for this patient
As a family physician, I would proceed as follows in this case:
· Re-structure the symptoms and rule out other causes: sleep pattern, anxiety/depression scales, work stress, physical activity, nutrition.
· Inform the patient about subclinical hypothyroidism and its natural course.
· Discuss both approaches with the patient:
a) Follow-up: “TSH is below 10, antibodies are negative, there is no goitre; according to most guidelines, medication is not mandatory right now. Let us re-check in 6–12 months and decide according to the course.”
b) Low-dose trial: “If you wish, we can try 25 mcg levothyroxine; after 6–8 weeks we will re-check both the lab results and how you feel, and evaluate together.”
· Apply whichever option the patient finds more convincing and create a written follow-up plan (control date, tests to be performed, in which situations she should present earlier, etc.).
In this way, you act in line with guidelines and also involve the patient actively in the decision-making process.
3. CASE “Can you help my family physician in the management of the following subclinical hypothyroidism scenario?”
A 32-year-old, single, university-educated woman working as a graphic designer in an advertising agency presents to the family medicine outpatient clinic with complaints of progressively increasing fatigue, hair loss and a feeling of cold for the last six months. According to the patient, she initially associated her complaints with periodic stress, but in recent months they have become more pronounced. She especially wakes up tired in the mornings and feels lack of concentration and weakness during the day. Her hair loss has become noticeable in recent weeks, and she states that she has noticed dryness of her skin. She feels cold even in environments that everyone else describes as warm.
In her past medical history, there is no chronic disease or history of surgery. She has never been pregnant and has no pregnancy plan in the near future. She does not use any regular medication or vitamin-mineral supplements. She has no known drug or food allergy. She does not smoke or drink alcohol.
In her family history, her 60-year-old mother has a diagnosis of Hashimoto thyroiditis and is receiving levothyroxine therapy. Her father is 63 years old and healthy. There is no family history of early-onset cardiovascular disease.
On physical examination, her general condition is good, she is conscious, cooperative and oriented.
Height: 167 cm Weight: 59 kg Pulse: 70/min BP: 110/70 mmHg Temperature: 36.6 °C
On palpation the thyroid gland is of normal size and no nodules are detected. The skin is dry and the hair shafts are thin and brittle. No pathological findings are detected in the cardiac, respiratory, abdominal and neurological examinations.
In laboratory investigations, complete blood count, renal and liver function tests, vitamin-mineral levels, thyroid function tests and autoantibodies are evaluated.
According to the results, TSH: 5.8 mIU/L, FT4 is normal, but anti-TPO: 245 IU/mL (positive). Other laboratory parameters are within reference ranges. In tests performed four months earlier, TSH was 4.9 mIU/L and anti-TPO was negative.
RESPONSE OF CHATGPT TO CASE 3
In this patient, the picture is consistent with subclinical hypothyroidism (TSH 4–10 mIU/L, FT4 normal) plus autoimmune thyroiditis (anti-TPO positive). Let us think about the management step by step as a family physician.
1. Clarifying the situation
TSH is high in two separate measurements: 4.9 four months ago and now 5.8 mIU/L → persistent mild elevation of TSH.
FT4 is normal → subclinical hypothyroidism.
Anti-TPO, which was negative at the previous control, is now positive (245 IU/mL) → newly developed Hashimoto thyroiditis is highly likely, and the risk of progression to overt hypothyroidism in the future has increased.
Clinically she has symptoms compatible with hypothyroidism such as fatigue, hair loss, dry skin, cold intolerance and concentration problems.
In the general population, the risk of progression of subclinical hypothyroidism to overt hypothyroidism is about 2–5% per year; this rate is significantly higher in TPO-positive patients and in those with higher TSH.
2. Additional evaluation
In the outpatient setting it is appropriate to check the following points:
· Lipid profile, fasting glucose/HbA1c (if not yet checked): in terms of cardiometabolic risk associated with subclinical hypothyroidism.
· On neck examination there is no nodule; ultrasound is not mandatory but may be needed later for Hashimoto.
· Take history for symptoms of other autoimmune diseases (type 1 DM, coeliac disease, vitiligo, etc.) and plan screening if necessary.
· Technically, repetition of TSH and FT4 at 2–3-month intervals is recommended to confirm the diagnosis of subclinical hypothyroidism; you already have two measurements 4 months apart, both elevated, so the diagnosis can be considered confirmed.
3. Treatment or follow-up?
What do the guidelines say?
NICE:
· In adults, considers levothyroxine when TSH ≥10 mIU/L.
· In people <65 years with TSH between the upper limit of the reference range and 10 mIU/L and who are symptomatic, recommends a 6-month trial of levothyroxine.
European Thyroid Association (ETA) and other consensuses:
· In those <65–70 years, recommends treatment if TSH >10 mIU/L.
· In young symptomatic patients with TSH <10 mIU/L, a trial of levothyroxine may be considered.
Applied to this patient:
She is 32 years old, has no heart disease, is clearly symptomatic and anti-TPO positive.
TSH is in the 4–10 range but tends to increase over time (4.9 → 5.8).
Therefore, as a family physician there are two reasonable options:
Option 1 – Start levothyroxine (the route supported by many guidelines)
Why can it be considered?
· She is young and symptomatic.
· Because of TPO positivity and the upward trend in TSH, the risk of progression to overt hypothyroidism is higher.
· In some patients, complaints such as fatigue and hair loss improve.
Starting dose:
She is not obese, has no cardiac disease and has mild TSH elevation.
Guidelines usually recommend a starting dose between 25–75 µg/day in subclinical cases; for most patients, a dose lower than 1–1.5 µg/kg is sufficient.
For this patient (59 kg), practical options for the family physician are:
· Start with 25 µg/day (cautious, low side-effect risk).
· Or 50 µg/day, especially if symptoms are more pronounced and there is no cardiac risk.
As a family physician, I would usually start with 25 µg and, depending on the follow-up results, increase to 25–50 µg.
How to use:
In the morning on an empty stomach, at least 30–60 minutes before breakfast with a glass of water,
or at bedtime, at least 3 hours after the last meal.
Keep it at least 4 hours apart from iron, calcium, multivitamins, proton pump inhibitors.
Control:
Check TSH (and FT4 if needed) 6–8 weeks after the first dose.
Target: most guidelines recommend that TSH be in the lower half of the reference range (approximately 0.4–2.5 mIU/L).
If TSH is still high, increase the dose by 12.5–25 µg; if it is too low, reduce the dose.
Symptom evaluation:
Reassess how she feels 3–4 months after TSH has reached the normal range.
ETA suggests discontinuing levothyroxine and continuing with follow-up if there is no significant improvement in symptoms.
Long term:
Once the dose is stabilised, annual TSH control is sufficient (if there is no pregnancy or medication change).
This approach allows both trying the possible benefit and avoiding unnecessary lifelong medication.
Option 2 – Close follow-up without medication (patient preference is important)
If the patient is not keen on starting medication or if her symptoms are thought not to be related to the thyroid:
Explain in detail the current clinical and laboratory findings, the risk of progression and the uncertain benefit of treatment and obtain an informed preference.
In anti-TPO positive subclinical hypothyroidism, in those not started on treatment, guidelines recommend:
· TSH/FT4 control within 6–12 months after diagnosis,
· Thereafter annual TFTs (because she is TPO positive).
If symptoms increase, new symptoms appear (palpitations, severe fatigue, weight change, menstrual irregularity, etc.) or a pregnancy plan emerges, call her in earlier.
4. Information regarding pregnancy and fertility
She currently has no pregnancy plan but, being a young woman, this should definitely be discussed:
In pregnancy and when planning pregnancy, TSH targets are stricter; in anti-TPO positive women, treatment may be recommended if TSH is above 2.5 mIU/L.
Recommend that she apply to the family physician/endocrinologist before planning pregnancy and have her TSH and FT4 reassessed.
5. When to refer to endocrinology?
As a family physician, endocrinology consultation is appropriate in the following situations:
· If TSH >10 mIU/L or FT4 starts to fall (overt hypothyroidism).
· Development of nodules, asymmetric enlargement or pressure symptoms in the neck.
· If you cannot stabilise TSH despite repeated dose adjustments.
· If severe quality-of-life-impairing symptoms persist despite normal TSH and no other cause is found.
· When pregnancy/infertility management is needed.
· If there is suspicion of other endocrine disorders (e.g. pituitary disease, central hypothyroidism).
6. How can this be framed when talking to the patient?
Example summary:
“It seems that your thyroid gland is currently working slightly slowly. Your hormone (TSH) has been slightly elevated in two measurements, but your main hormone level (T4) is normal. The antibodies in your blood show that a sensitivity related to your immune system has begun in your thyroid. In this situation, the likelihood that your thyroid will slow down completely in the future is somewhat increased.
We have two options:
We can start a low-dose thyroid medication and check your blood values again in 2 months; this will both correct your hormone levels and allow us to see whether it helps your complaints such as fatigue and hair loss. If you do not benefit from the medicine, we may stop it later.
We can also monitor you regularly without starting medication; we can repeat your blood tests in 6–12 months and reassess the course.
Let us choose the most suitable path for you together.”
Summary management plan (practical)
· Explain the condition and options to the patient and make a shared decision.
If treatment is chosen:
· Start levothyroxine 25 (if needed 50) µg/day.
· Check TSH/FT4 after 6–8 weeks and adjust the dose.
· After TSH becomes normal, reassess symptoms after 3–4 months; if there is no benefit, consider discontinuation.
· Annual TSH in the long term.
If follow-up without treatment is chosen:
· Repeat TSH/FT4 (and lipid profile) after 6–12 months, together with assessment of complaints and physical examination.
· Because she is anti-TPO positive, annual TFT follow-up.
· Refer to endocrinology in case of pregnancy plan/infertility, TSH >10 / FT4 decrease / nodule.
Within this framework, the family physician can manage the patient in a very safe and guideline-concordant way, taking into account her lifestyle, expectations and concerns.
4. CASE “Can you help the family physician in the management of the following subclinical hypothyroidism scenario?”
A 70-year-old widowed woman, a retired teacher, presents to the family medicine outpatient clinic with complaints of increasing fatigue and cold intolerance for the last six months. According to the patient, her complaints had an insidious onset; at first she considered them as age-related fatigue, but in recent weeks she states that this condition has begun to affect her daily life. She becomes easily tired while performing routine household tasks and sometimes feels distraction. She says that she feels cold although the radiators are constantly on at home.
In her past medical history, there is no known chronic disease. She does not use regular medication. She has not undergone surgical operations. She does not use vitamin-mineral supplements. She has no known drug or food allergy. She does not smoke or drink alcohol.
In her family history, her mother is 88 years old and alive; her father died at the age of 91 due to heart failure. There is no family history of early-onset cardiovascular disease or thyroid disease.
On physical examination, her general condition is good, she is conscious, cooperative and oriented.
Height: 160 cm Weight: 65 kg Pulse: 68/min BP: 118/72 mmHg Temperature: 36.3 °C
On palpation the thyroid gland is of normal size and no nodules are detected. No pathological findings are detected in the cardiac, respiratory, abdominal and neurological examinations.
In laboratory investigations, complete blood count, renal and liver function tests, vitamin-mineral levels, thyroid function tests and autoantibodies are evaluated.
According to the results, TSH: 7.8 mIU/L, FT4 is normal and anti-TPO is negative. Other laboratory parameters are within reference ranges. In control tests performed in the previous year, TSH was 6.9 mIU/L.
RESPONSE OF CHATGPT TO CASE 4
1. Diagnosis: Is this really subclinical hypothyroidism?
TSH: 7.8 mIU/L
FT4: normal
Anti-TPO: negative
TSH in the previous year: 6.9 mIU/L → mildly elevated, stable-slight increase.
Clinically, her complaints may be compatible, but they are not specific (fatigue, cold intolerance, distraction).
With these findings she fulfils the definition of subclinical hypothyroidism (mild, TSH <10).
2. In this age group, immediate treatment or follow-up?
In a patient over 70 years of age with TSH 4.5–10 mIU/L, normal FT4 and negative anti-TPO:
Most guidelines (ATA, ETA, etc.) do not recommend starting levothyroxine automatically in this group.
A clear benefit of treatment on cardiovascular disease, quality of life or cognitive functions has not been demonstrated; overtreatment increases the risk of atrial fibrillation, osteoporosis and fractures.
Especially when TSH <10 and there is no marked cardiovascular risk factor/symptom, first follow-up and re-evaluation are recommended.
In this patient:
70 years, TSH 7.8, anti-TPO negative, no significant history of cardiovascular disease.
→ Priority: follow-up and excluding other causes of symptoms.
3. Do not explain the symptoms solely by the thyroid
Fatigue and cold intolerance are very common, multifactorial complaints:
· Anaemia, B12/Vitamin D deficiency, iron deficiency
· Depression/anxiety, loneliness, grief (widowed, retired, advanced age)
· Sleep disorders, apnoea
· Heart, lung, kidney, liver diseases
Her laboratory results are said to be “normal”; nevertheless:
· Haemoglobin, MCV, ferritin
· B12, Vitamin D
and, if necessary, systemic disease screening beyond TSH should be reviewed.
If no other cause is considered, some of the symptoms may be thyroid-related, but it is important not to treat them as the sole explanation.
4. Follow-up plan
a) TSH/FT4 controls
Repeat TSH and FT4 within 6–12 months.
If TSH rises above 10 mIU/L or FT4 begins to decrease → the issue of starting levothyroxine therapy becomes serious.
Since anti-TPO is negative, the risk of progression is lower but not zero; periodic follow-up is appropriate.
b) Symptom follow-up
At each control: ask about fatigue, cold intolerance, constipation, weight change, dry skin, depressive complaints, pulse and blood pressure.
5. When should levothyroxine be considered?
If several of the following situations occur together, treatment may be considered (and endocrinology consultation is still advisable):
· Persistent TSH >10 mIU/L
· TSH between 7–10 with:
· Newly developed/more pronounced hypothyroid symptoms
· Prominent cardiovascular risk factor or disease (coronary disease, heart failure, etc.)
· Marked deterioration in lipid profile that does not improve despite other measures
· A trend of steadily rising TSH (e.g. 6.9 → 7.8 → >9, etc.)
If you reach this point in an elderly patient:
· Usually 12.5–25 µg/day levothyroxine is started, and slow titration is performed with TSH control every 6–8 weeks.
However, if you come to this stage, referral to endocrinology is a safe approach.
6. What can you do at this visit? (Practical steps)
Talk openly with the patient:
· Explain that her thyroid is working slightly less, but she does not currently have “full hypothyroidism”.
· Explain that there is no evidence-based clear benefit of starting medication immediately.
· Explain that unnecessary thyroid medication carries the risk of cardiac rhythm disturbances and bone loss.
Lifestyle and general health:
· Adequate sleep and age-appropriate physical activity (e.g. walking),
· Balanced diet, and dietitian counselling if necessary,
· Screen for social isolation and depressive symptoms (e.g. GDS).
Provide the follow-up plan verbally/in writing:
“Blood tests and examination again in 6 months.”
Tell her to present earlier if she develops new complaints such as palpitations, dyspnoea, rapid weight gain, marked fatigue in the meantime.
Threshold for consultation:
· TSH >10,
· FT4 decrease,
· Development of thyroid nodules/goitre,
· Presence of marked cardiovascular disease → refer to endocrinology.
7. Summary management recommendation (for this patient)
Current status: subclinical hypothyroidism, mild (TSH <10), anti-TPO negative, 70 years old.
Plan:
· Review other possible causes of symptoms (anaemia, depression, etc.).
· Starting levothyroxine is not recommended at this stage; follow-up is preferred.
· Repeat TSH + FT4 within 6–12 months (preferably 6 months).
· If TSH >10 or FT4 decreases / symptoms become more pronounced → decide on treatment together with endocrinology.
5. CASE “Can you help the family physician in the management of the following subclinical hypothyroidism scenario?”
A 55-year-old married man, a high-school graduate working as a field supervisor in a logistics company, presents to the family medicine outpatient clinic with complaints of increasing fatigue, exertional dyspnoea and cold intolerance over the last three months. Initially he attributed his complaints to work overload, but in recent weeks he reports that they have become more pronounced when climbing stairs. He describes waking up unrefreshed in the mornings and experiencing low energy during the day.
In his past medical history, he has diagnoses of hypertension and hyperlipidaemia. He smokes 10 cigarettes per day (25 pack-years). His regular medications are amlodipine 5 mg/day and atorvastatin 20 mg/night. He has no history of diabetes, coronary artery disease or stroke, and has not undergone major surgery. He does not use vitamin-mineral supplements and has no known drug/food allergy. His alcohol use is at a social level. He does not pay attention to his diet.
In his family history, his father has a history of myocardial infarction and stent placement at the age of 64; his mother is 70 years old with a diagnosis of hypertension.
On physical examination, his general condition is good, he is conscious, cooperative and oriented.
Height: 174 cm Weight: 86 kg Pulse: 76/min BP: 132/82 mmHg Temperature: 36.5 °C
The thyroid is normal on palpation; no nodules are detected. The skin is slightly dry and hair shafts are brittle. No pathological findings are found on cardiac and respiratory auscultation. Abdominal and neurological examinations are normal.
In laboratory investigations, complete blood count, renal/liver functions, lipid profile, fasting glucose, HbA1c, thyroid function tests and autoantibodies are evaluated. Pathological findings in laboratory parameters are TSH: 7.1 mIU/L and LDL-C: 158 mg/dL. In tests three months earlier, TSH had been recorded as 6.6 mIU/L.
RESPONSE OF CHATGPT TO CASE 5
You can manage this patient at the level of family medicine as follows:
1. Diagnosis / Name of the condition
Elevated TSH in two separate measurements (6.6 → 7.1 mIU/L), mild symptoms compatible with hypothyroidism, but (assuming from the scenario) normal free T4 → subclinical hypothyroidism (grade 1, TSH <10).
For this group, treatment is individualised based on age, TSH level, symptoms and cardiovascular (CV) risk.
2. What the family physician should do at the first evaluation
Expand the history
· Drugs/exposures: amiodarone, lithium, interferon, iodinated contrast, excess iodine, etc.
· Sleep: snoring, apnoea, daytime sleepiness (for OSA; he already has unrefreshed awakening).
· Symptoms of depression, weight changes, constipation, libido, other autoimmune diseases in the family.
Review laboratory results
· fT4, fT3 values (assumed normal)
· Anti-TPO / Anti-Tg
If positive, the risk of progression to overt hypothyroidism increases.
Calculate cardiovascular risk
He has hypertension, smoking, high LDL (158 mg/dL despite statin), and family history → high CV risk.
3. Is treatment necessary?
Current guidelines:
· TSH ≥10 mIU/L → treatment is generally recommended.
· TSH 4.5–10 mIU/L → treatment may be considered if there are symptoms, positive antibodies, CV risk, or dyslipidaemia.
In this patient:
· Age: 55 (under 65)
· TSH: 7.1 (persistently elevated)
· Symptoms present (fatigue, cold intolerance)
· LDL high and other CV risks present.
→ As a family physician, it is reasonable to start treatment with levothyroxine; at least you can perform a “trial treatment” and re-evaluate both TSH and symptoms within 6–12 months.
4. Treatment plan at the family physician level
4.1. Starting levothyroxine
The patient is relatively young and has no known coronary artery disease → a low-to-moderate starting dose is appropriate:
Recommendation: 25 µg/day (or 37.5–50 µg; if you prefer, start with 25 µg).
Full replacement (1.6 µg/kg) is not required in subclinical cases.
4.2. Medication use education
In the morning on an empty stomach upon waking:
· Have breakfast at least 30–60 minutes after taking the medication.
If he uses calcium, iron, multivitamins, proton pump inhibitors:
· Leave at least a 4-hour interval with levothyroxine.
If the brand is changed:
· Recheck TSH 6 weeks later.
4.3. Follow-up
After 6–8 weeks:
· Check TSH + fT4.
Target: keep TSH within the reference range, ideally around 0.5–2.5 mIU/L (especially in symptomatic and CV-risk patients).
If TSH remains high, increase the dose by 12.5–25 µg.
Once the target range is reached:
· In the first year, TSH + clinical assessment every 6 months, then annually.
Symptom monitoring
At each control, ask about fatigue, cold intolerance and exercise capacity.
If TSH has normalised within 6–12 months but his complaints do not improve markedly:
· Reconsider non-thyroid causes of symptoms (depression, OSA, anaemia, etc.).
· You can consider stopping the medication and returning to follow-up only (NICE states that if there is no benefit when TSH <10, levothyroxine can be discontinued).
4.4. Management of coexisting conditions
Dyslipidaemia:
· LDL is 158 mg/dL (he is already taking atorvastatin 20 mg).
Either intensify the statin according to CV risk score (e.g. atorvastatin 40–80 mg) or consult a specialist; give strong counselling on diet and smoking cessation.
Levothyroxine may lower LDL somewhat in some studies, but may not be sufficient alone.
Provide smoking cessation support (counselling, pharmacotherapy options).
Weight and activity: BMI ~28; recommend a Mediterranean-type diet and at least 150 minutes/week of moderate-intensity exercise.
If there is suspicion of sleep apnoea (snoring, witnessed apnoea, etc.), screen with STOP-BANG and refer to pulmonology/ENT if necessary.
5. Warning signs to watch for during follow-up
Signs of overtreatment (hyperthyroidism):
· Palpitations, tachycardia, feeling of arrhythmia
· Irritability, tremor, weight loss, sweating
· Insomnia
If he develops such symptoms, give a quick control appointment without stopping the drug; check TSH/fT4 and reduce the dose.
6. When to refer to endocrinology?
· TSH ≥10 mIU/L or rapid increase
· Start of free T4 decline (transition to overt hypothyroidism)
· Large/nodular goitre, thyroid asymmetry (for ultrasound and/or further investigation)
· Pregnancy plan/pregnancy
· Inability to control TSH despite 2–3 dose adjustments
· Widespread autoimmune findings, complicated coexistent diseases (coronary artery disease, advanced heart failure, severe arrhythmia).
In short: for this patient, a trial of treatment with low-dose levothyroxine, close TSH monitoring every 6–8 weeks, aggressive management of cardiovascular risk factors and objective tracking of symptoms is a safe and guideline-consistent approach for the family physician.


