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Thyroid hormone replacement has been used for more than a
century to treat hypothyroidism. Natural thyroid preparations
(thyroid extract, desiccated thyroid, or thyroglobulin), which con-
tain both thyroxine (T4) and triiodothyronine (T3), were the first
pharmacologic treatments available and dominated the market
for the better part of the 20th century. Dosages were adjusted to
resolve symptoms and to normalize the basal metabolic rate
and/or serum protein-bound iodine level, but thyrotoxic adverse
effects were not uncommon. Two major developments in the
1970s led to a transition in clinical practice: 1) The development
of the serum thyroid-stimulating hormone (TSH) radioimmunoas-
say led to the discovery that many patients were overtreated,
resulting in a dramatic reduction in thyroid hormone replace-
ment dosage, and 2) the identification of peripheral deiodinase-
mediated T4-to-T3 conversion provided a physiologic means to
justify L-thyroxine monotherapy, obviating concerns about incon-

sistencies with desiccated thyroid. Thereafter, L-thyroxine mono-
therapy at doses to normalize the serum TSH became the stan-
dard of care. Since then, a subgroup of thyroid hormone–treated
patients with residual symptoms of hypothyroidism despite nor-
malization of the serum TSH has been identified. This has
brought into question the inability of L-thyroxine monotherapy to
universally normalize serum T3 levels. New research suggests
mechanisms for the inadequacies of L-thyroxine monotherapy
and highlights the possible role for personalized medicine
based on deiodinase polymorphisms. Understanding the histor-
ical events that affected clinical practice trends provides invalu-
able insight into formulation of an approach to help all patients
achieve clinical and biochemical euthyroidism.
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Major diagnostic and therapeutic advancements
in the early 20th century dramatically changed

the prognosis of hypothyroidism from a highly morbid
condition to one that could be successfully managed
with safe, effective therapies. These advancements dic-
tated treatment trends that have led to the adoption of
L-thyroxine monotherapy, administered at doses to nor-
malize serum thyroid-stimulating hormone (TSH), as
the contemporary standard of care (Figure). Most pa-
tients do well with this approach, which both normal-
izes serum TSH levels and leads to symptomatic
remission (1).

Despite these successes, authors have questioned
the efficacy of L-thyroxine monotherapy because about
10% to 15% of patients are dissatisfied as a result of
residual symptoms of hypothyroidism (1, 2), including
neurocognitive impairment (3), and about 15% of pa-
tients do not achieve normal serum triiodothyronine
(T3) levels (4). Studies of several animal models indicate
that maintaining normal serum T3 levels is a biological
priority (5). Although the clinical significance of
relatively low serum T3 in humans is not well-
defined (1), evidence shows that elevating serum T3

through the administration of both L-thyroxine and L-
triiodothyronine has benefited some patients (6, 7).
However, this has not been consistently demonstrated
across trials (1). Novel findings highlight the molecular
mechanisms underlying the inability of L-thyroxine
monotherapy to universally normalize measures of thy-
roid hormone signaling (8, 9), and new evidence may
lay the foundation for a role of personalized medicine
(10). Understanding the historical rationale for the
trend toward L-thyroxine monotherapy allows us to
identify scientific and clinical targets for future trials.

ESTABLISHING THE NEED FOR THYROID

REPLACEMENT
Cases of myxedema were reported in the mid–19th

century but were not initially connected with a defi-
ciency from the thyroid gland until surgeons identified
incident myxedema after thyroidectomy (11). Initial
treatment strategies were largely insufficient and pri-
marily symptom directed, including hot baths and insti-
tutionalization (12). The significant morbidity and mor-
tality in the absence of efficacious treatment were clear,
and thus the need to “replace” the thyroid through sur-
gical transplantation or oral or intravenous routes was
established. Thyroid transplant had some early suc-
cesses, but for many patients symptoms recurred and
the procedure even had to be repeated (13). Because
of the rapidity and transiency of improvement (12), it
was hypothesized that symptoms improved by absorp-
tion of the “juice” of the donor gland (14).

Trials of the first pharmacologic strategies included
intravenous or subcutaneous (12) or oral (15) adminis-
tration of thyroid extract, in addition to “thyroid feed-
ing,” the consumption of raw or cooked thyroid gland
(16), with sustainable successes. Oral replacement
strategies quickly won favor, although “alarming symp-
toms” associated with treatment were noted; however,
the details were not fully described (17). Thyroid trans-
plant may one day reemerge as a viable treatment op-
tion given that functional thyroid tissue can be gener-
ated from stem cells (18).

ROLE OF BASAL METABOLIC RATE AND SERUM

PROTEIN-BOUND IODINE IN DIAGNOSIS AND

TREATMENT
The association between hypothyroidism and en-

ergy expenditure was suspected clinically, and the dis-
covery of lower O2 consumption in myxedema pro-
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vided an early diagnostic tool (19). The development of
a device to assess energy expenditure through mea-
surement of the basal metabolic rate (BMR) in humans
proved to be useful for not only diagnosis but also titra-
tion of therapy (20). The scale was calibrated so that a
normal BMR reference range would be around 0%,
whereas athyreotic individuals could have a BMR of
about �40% (21). Because of lack of specificity (for ex-
ample, low BMR in malnutrition), BMR was used in con-
junction with the overall clinical impression; a low BMR
in the setting of high clinical suspicion would secure a
diagnosis and justify treatment (21, 22).

L-Thyroxine was the first synthetic molecule used to
treat hypothyroidism (23) and was shown to be effica-
cious as monotherapy for myxedema (24). Around that
time, serum protein-bound iodine (PBI) emerged as a
diagnostic test and therapeutic marker; serum PBI
quantitation was the only valid way to biochemically as-
sess thyroid hormone status (25). This tool was limited
in terms of treatment monitoring because the effect on

serum PBI varied by agent (26). For example, L-
triiodothyronine corrected BMR without much increase
in serum PBI, L-thyroxine increased serum PBI some-
times to above normal, and combination L-thyroxine
and L-triiodothyronine and desiccated thyroid had the
advantage of normalizing serum PBI (27). In addition to
BMR and serum PBI, other surrogates for treatment
response included cholesterol levels, symptoms, and
deep tendon reflexes, but their lack of sensitivity was
always recognized (28).

EVIDENCE OF OVERTREATMENT IN EARLY

TRIALS
With the availability of multiple forms of thyroid

hormone replacement, early clinical trials were de-
signed to assess efficacy and dose equivalency
among natural thyroid (typically desiccated), synthetic
L-thyroxine, and/or L-triiodothyronine. These were not
designed as superiority trials, their therapeutic goals

Figure. Events influencing the evolution of treatment trends in hypothyroidism.

Thyroid 
gland 
feeding

Thyroid 
extract

Thyroid 
transplant TGDT L-thyroxine + L-triiodothyronine L-triiodothyronine L-thyroxineLEGEND

Timeline of Treatment Trends for Hypothyroidism

Peripheral T4-to-T3 conversion discovered
1970 

TSH RIA
1971

1880s

1880s to 1920s 1930s to 1970s 1970 to Current

HISTORICAL 
EVENTS

TREATMENT 
TRENDS

SYNTHETIC

NATURAL

Recognition of clinical syndrome: myxedema
1870s

Early diagnostic markers described
1909

Synthesis of L-thyroxine described
1949 

BMR ranges classified in hypothyroidism
1916

T4 RIA
1973

Thyroxine chemical structure identified
1926

1880s
Thyroidectomies cause myxedema

1940s
Serum protein-bound iodine measured

1914
BMR measurements

1952
T3 discovered

1972 
T3 RIA

1925
Thyroxine administered as IV therapy

First branded L-thyroxine
1955

1930s Early treatment trials
1950s to 1960s  

1970

Initial strategies for thyroid hormone replacement included thyroid transplantation, but efficacious pharmacologic strategies soon won favor.
Natural thyroid preparations containing T4 and T3, such as desiccated thyroid, thyroid extracts, or thyroglobulin, were the initial pharmacologic
agents. Synthetic agents were synthesized later. Early clinical trials demonstrated the efficacy of synthetic and natural agents, but concerns arose
regarding consistency of natural thyroid preparations and adverse effects associated with T3-containing preparations (natural or synthetic). With the
demonstration of peripheral T4-to-T3 conversion and the availability of the serum TSH radioimmunoassay in the early 1970s, there was a major trend
in prescribing preference toward L-thyroxine monotherapy. BMR = basal metabolic rate; DT = desiccated thyroid; IV = intravenous; RIA = radioim-
munoassay; T3 = triiodothyronine; T4 = thyroxine; TG = thyroglobulin; TSH = thyroid-stimulating hormone.
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were the normalization of serum PBI or BMR, and doses
were dramatically higher than used today. For example,
desiccated thyroid and intravenous L-thyroxine mono-
therapy normalized BMR, pulse, and body weight in
myxedema (29), L-triiodothyronine monotherapy was
likewise effective (30), and the potency of L-
triiodothyronine exceeded that of L-thyroxine (31).

These clinical trials also began to define the
adverse-effect profiles associated with these agents;
thyrotoxicosis was frequently encountered. Patients
treated with L-triiodothyronine3 (100 to 175 mcg/d)
normalized BMR faster than did those receiving desic-
cated thyroid (120 to 210 mg/d) or L-thyroxine (200 to
350 mcg/d) but were more likely to experience angina
(32). Desiccated thyroid was also associated with ad-
verse symptoms in other studies; muscle stiffness, psy-
chosis, and angina all occurred (33). In a crossover
study of L-triiodothyronine monotherapy (75 to 100
mcg/d), L-thyroxine monotherapy (200 to 300 mcg/d),
and desiccated thyroid (1.5 to 3 grains/d), all of these
therapies restored BMR and serum PBI; with
L-triiodothyronine, however, angina and heart failure
occurred. Dose reduction corrected these adverse ef-
fects, but authors concluded that L-thyroxine mono-
therapy or thyroid extract was preferred (34). In a
trial of L-thyroxine monotherapy at doses of 200 to
300 mcg/d versus L-thyroxine (80 mcg) plus
L-triiodothyronine (20 mcg) daily, patients receiving the
combination had such symptoms as palpitations, ner-
vousness, tremor, and perspiration (35). Some early
proponents of L-thyroxine monotherapy emerged be-
cause of less frequent thyrotoxic effects (24), but it is
difficult to determine whether such adverse effects
were related to the agent used or its high dosage. Thy-
rotoxic adverse effects were typically remediable by
simple dose reduction (36), so desiccated thyroid re-
mained the preparation of choice (37).

RISE AND FALL OF NATURAL THYROID

PRODUCTS
From the early 1890s through the mid-1970s, des-

iccated thyroid was the preferred form of therapy for
hypothyroidism (Appendix Table, available at www
.annals.org). This preference was reinforced by the
unique ability of desiccated thyroid to reproduce a nor-
mal serum PBI (33). The predominance of natural thy-
roid products was illustrated by prescribing patterns in
the United States: In 1965, approximately 4 of every 5
prescriptions for thyroid hormone were for natural thy-
roid preparations (38). Concerns about inconsistencies
in the potency of these tablets arose (26) after the dis-
covery that some contained anywhere from double to
no detectable metabolic activity (39). The shelf-life of
desiccated tablets was limited, especially if the tablets
were kept in humid conditions (36). There were reports
of patients not responding to desiccated thyroid alto-
gether because their tablets contained no active thy-
roid hormone. It was not until 1985 that the revision of
the U.S. Pharmacopeia standard from iodine content to
T3/thyroxine (T4) content resulted in stable potency

(38), but by then the reputation of natural thyroid prod-
ucts was tarnished (40).

Physicians hesitated to use L-thyroxine mono-
therapy over concern that it could result in a relative T3

deficiency, despite growing discontent with potency of
natural thyroid products (39) and reduced cost of
L-thyroxine, such that the 2 treatments were approxi-
mately equivalent (36, 41). The seminal discovery of pe-
ripheral T4-to-T3 conversion in athyreotic individuals
largely obviated this concern (42). This laid the founda-
tion for the corollary that treatment with L-thyroxine
could replace thyroid hormone in such a way that the
prohormone pool would be restored and the deiodi-
nases would regulate the pool of active T3. Within a
decade there was a major transition toward L-thyroxine
monotherapy as first-line therapy (Appendix Table and
Figure) (38).

EFFECT OF RADIOIMMUNOASSAY-BASED

THYROID FUNCTION TESTS
The development of TSH radioimmunoassay (43)

provided the first sensitive and specific marker of sys-
temic thyroid hormone status (Figure). Clinicians could
now titrate therapy to achieve a serum TSH within the
normal range as a specific marker of replacement ade-
quacy (44). For patients who were once treated with
doses that normalized their symptoms, BMR, or serum
PBI, the use of serum TSH revealed such doses to be
typically supratherapeutic (45, 46). Maintenance doses
of L-thyroxine ranged from 200 to 500 mcg/d before
the institution of the TSH assay and then became typi-
cally closer to 100 to 150 mcg/d (Appendix Table). Im-
plementation of the TSH radioimmunoassay also pro-
vided a means to diagnose much milder, or even
subclinical, cases of hypothyroidism that may have
been undiagnosed with earlier, less sensitive, diagnos-
tic methods (47).

Radioimmunoassays for measurement of serum T3

(48) and T4 (49) were soon developed, and it was ob-
served that L-thyroxine monotherapy could normalize
both T4 and T3 levels at the expense of a high T4:T3

ratio. In contrast, L-triiodothyronine, desiccated thyroid,
thyroglobulin, and L-thyroxine/L-triiodothyronine com-
bination all typically resulted in low or low-normal se-
rum T4 values with usually elevated serum T3 levels, and
thus a low T4:T3 ratio (28). Desiccated thyroid resulted
in a T3 peak about 2 to 5 hours after administration that
corresponded to thyrotoxic symptoms in some patients
(50). That a single daily dose of L-thyroxine resulted in
stable blood levels of T4 and T3 throughout the day (48)
was understood to result from a steady rate of conver-
sion of T4 to T3 (51).

L-Thyroxine monotherapy, the novel and physio-
logically savvy method for treatment of hypothyroid-
ism, contrasted with the traditional approach of natural
thyroid preparations that was marred by potency con-
cerns. In less than a decade, there was a major shift in
treatment of hypothyroidism such that normalization of
TSH with L-thyroxine monotherapy became the new
standard of care (Appendix Table) (52). Many clinicians
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advocated for this to be first-line therapy and for pa-
tients previously treated with desiccated thyroid to be
transitioned to L-thyroxine monotherapy (50).

L-THYROXINE MONOTHERAPY FAILS TO

RESTORE ALL MARKERS OF HYPOTHYROIDISM
Clinicians noted several differences in the ability of

L-thyroxine monotherapy to normalize markers of hypo-
thyroidism at doses that normalized serum TSH (45).
For instance, in many L-thyroxine–treated patients with
a normal serum TSH, the BMR remained at about 10%
less than that of normal controls even after 3 months of
therapy (53). At the same time, doses of L-thyroxine that
normalize the BMR can suppress serum TSH and cause
iatrogenic thyrotoxicosis (28, 45, 46). The clinical signif-
icance of this was not fully understood because many
patients appeared clinically euthyroid with a BMR be-
tween �20% and �10% (36, 37).

Hypothyroidism is a secondary cause of dyslipide-
mia, typically manifesting in elevation of low-density li-
poprotein and total cholesterol levels. It is clear that
treatment resulting in the normalization of the serum
TSH is associated with reduction in total cholesterol lev-
els (54), but whether total cholesterol is fully normalized
by L-thyroxine monotherapy is less well-defined. An
analysis of 18 studies on the effect of thyroid hormone
replacement on total cholesterol levels in overt hypo-
thyroidism showed a reduction in the total cholesterol
level in all 18 studies; however, in 14 of the 18 studies,
the mean post treatment total cholesterol level remained
above the normal range (>200 mg/dL [>5.18 mmol/L])
(55). These findings suggest that lipid measures are not
fully restored despite normalization of the serum TSH
(56). Whether the degree of dyslipidemia remaining in
L-thyroxine–treated patients with a normal TSH is clini-
cally significant is unknown, given that the benefit of
thyroid hormone replacement in subclinical hypothy-
roidism is itself controversial (57, 58).

Although relatively low serum T3 levels could con-
tribute to these residual manifestations, the higher se-
rum T4:T3 ratio should also be considered. This has
been well-established for 4 decades (28, 50, 59), but
only recently has it been recognized as a relevant mea-
sure given that higher serum T4 levels will impair sys-
temic T3 production via downregulation of a deiodi-
nase pathway (9). Thus, some emphasis has recently
been directed toward establishing the clinical signifi-
cance of this ratio (1, 5).

The normal values for the serum T4:T3 ratio are sel-
dom discussed in the literature because measurement
of serum T3 levels is not a recommended outcome in
hypothyroidism (1). In a large study of approximately
3800 healthy individuals (4), the serum free T4:free T3

ratio was around 3, as opposed to a ratio of 4 in more
than 1800 patients who had undergone thyroidectomy
and were receiving L-thyroxine monotherapy. The cor-
responding serum free T4:free T3 ratio in patients con-
tinuing to receive desiccated thyroid is not well-
defined, but the serum total T4:T3 ratio is known to be
low (28, 50). In one study, the serum total T4:total T3

was about 40 in patients receiving desiccated thyroid
and about 100 in those taking L-thyroxine monotherapy
(60). Of course, this is affected by the timing of blood
collection in relation to the timing of L-triiodothyronine
administration, which is not commonly reported. Other
key factors are the well-known poor reproducibility of
the serum total T3 assay (61) and the interferences with
direct measurement of free T3 (5).

Thus, neither desiccated thyroid nor L-thyroxine
monotherapy recreates a biochemical state of euthyroid-
ism as defined by the serum T4:T3 ratio. L-Thyroxine and
L-triiodothyronine combination therapy theoretically
could be titrated to restore this measure, but such a
method would be challenging because of the frequent
dosing schedule needed to achieve stable serum T3

levels (5). New technology is needed to allow for steady
delivery of L-thyroxine; only then would high-quality clini-
cal trials best investigate the utility of the serum T4:T3 ratio
as an outcome measure in hypothyroidism.

THE “EUTHYROID” YET SYMPTOMATIC

PATIENT
There is little mention of patients who did not re-

spond symptomatically to treatment despite having
normalization of their other measured variables, such
as BMR or serum PBI, in the early clinical trials in the
1940s through 1960s. After the 1970s (38, 52), a new
category of hypothyroid patient was recognized: the
patient who received thyroid hormone replacement
therapy, had normal serum TSH, and exhibited residual
symptoms of hypothyroidism. Initially, such symptoms
were largely dismissed as unrelated to the thyroid con-
dition (62). Indeed, hypothyroidism is prevalent, and
symptoms overlap with those of other common condi-
tions, including menopause, depression, and chronic
fatigue syndrome. Likewise, thyroid hormone had been
administered for nonthyroid disorders, including obe-
sity and psychiatric disease, for decades. Thus, it was
difficult to assess whether patients with residual symp-
toms had been misdiagnosed. Residual symptoms
were even attributed to nonadherence (63).

Although the implementation of sensitive TSH as-
says resulted in dose reduction, it also fueled the dis-
covery of subclinical states of hypothyroidism (i.e., se-
rum TSH <10 mIU/L and normal serum free T4); this
state is 20 times more prevalent than overt hypothy-
roidism (64). Hence, many patients with vague
symptoms, such as depressed mood and fatigue, are
commonly screened and found to have subclinical hy-
pothyroidism. In many cases, this finding prompts the
conclusion that the subclinical hypothyroidism is the
cause of the nonspecific symptoms, and thyroid hor-
mone therapy is initiated. The patients in whom the
cause–effect relationship was incorrect contribute to
the increasing number of euthyroid but symptomatic
patients (57). The marked increase in prescribing of
thyroid hormone with decreasing TSH thresholds am-
plifies this problem (47).

To document that this was a result of trends toward
lower doses, an unblinded study tracked well-being ac-
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cording to various doses and found that the highest
well-being was achieved at supraoptimal doses, result-
ing in a suppressed TSH (65). However, a blinded trial
did not reproduce this finding (66). In a call to the pub-
lic, a 1997 British Thyroid Foundation newsletter asked
readers to recount personal history of residual hypothy-
roid symptoms. More than 200 patients responded, 54
of whom specifically mentioned that they did not feel
well despite normal serum markers of thyroid function
(67, 68). Because of this surge in symptomatic patients,
some clinicians advocated titrating dose by symptoms
rather than serum TSH, reminiscent of the period be-
fore the 1970s (69).

A clinical trial investigating symptoms found that
patients receiving L-thyroxine monotherapy, even with
a normal TSH, displayed substantial impairment in psy-
chological well-being compared with controls of similar
age and sex (3). Because some hypothesized that this
phenomenon came about only after adoption of
L-thyroxine monotherapy, a study assessed combina-
tion therapy with L-thyroxine and L-triiodothyronine. Re-
markably, the latter study showed that psychological
measures improve in patients receiving combination
therapy until serum TSH level is normal (6). In another
study comparing L-thyroxine monotherapy versus des-
iccated thyroid, in which both groups had a normal
TSH, many patients preferred desiccated thyroid and
lost weight (60). Unfortunately, the solution to this com-
plex problem is not as simple as reverting to combina-
tion therapy; the more than a dozen clinical trials on the
subject have not shown benefit of superiority and pref-
erence for combination therapy, as previously reviewed
(1, 3, 70).

CHANGING THEMES IN TREATMENT

GUIDELINES
In the 1995 American Thyroid Association (ATA)

guidelines, biological and synthetic thyroid hormone
preparations containing T4 plus T3 were not recom-
mended out of concern for fluctuating and often ele-
vated serum T3 concentrations (71). In conjunction with
the American Association of Clinical Endocrinologists
in 2012, the ATA continued to recommend L-thyroxine
monotherapy and noted that evidence does not sup-
port using synthetic combination therapies; in addition,
they stated that “desiccated thyroid hormone should
not be used for the treatment of hypothyroidism” (72).
In 2014, the ATA recommendations evolved with the
recognition that 1) serum T3 levels might not be nor-
malized in all L-thyroxine–treated hypothyroid patients
and 2) some patients remain symptomatic while receiv-
ing L-thyroxine monotherapy. Titration of L-thyroxine
dose to achieve normal TSH concentrations remains a
first-line approach, but trials with combination therapy
can be considered. In addition, the guidelines recog-
nize that although superiority data are lacking, some
patients do experience a clinical response with desic-
cated thyroid preparations or combination therapy with
L-thyroxine plus L-triiodothyronine (1). The European
Thyroid Association has similar recommendations (2).

THE FUTURE
L-Thyroxine monotherapy for athyreotic rats results

in a high T4:T3 ratio at doses sufficient to normalize
serum TSH levels (8). Yet, the brain, liver, and skeletal
muscle tissues of these L-thyroxine–treated animals con-
tinue to exhibit markers of hypothyroidism (9), proba-
bly because of the inability of L-thyroxine monotherapy
to restore tissue levels of T3 (8). This is probably a direct
consequence of lower serum T3 levels and the relatively
high T4 concentration in these tissues, which inactivates
the type 2 iodothyronine deiodinase (D2). In the hypo-
thalamus, loss of D2 is minimal in the presence of T4,
which increases sensitivity to T4 levels and explains TSH
normalization, despite relatively lower levels of serum
T3. Only combination therapy with L-thyroxine plus
L-triiodothyronine normalized all thyroid hormone–de-
pendent measures (9), including serum and tissue T3

levels (8). Whether tissue-specific markers of hypothy-
roidism are restored with L-thyroxine monotherapy in
humans remains to be determined, as does the ability
of L-thyroxine plus L-triiodothyronine combination ther-
apy to normalize the serum T4:T3 ratio without adverse
events. The development of a novel drug delivery sys-
tem for L-triiodothyronine would facilitate these studies
(5).

In humans, a factor associated with response to
combination therapy in a large clinical trial is the
Thr92Ala polymorphism in the type 2 deiodinase gene
(DIO2), wherein the subpopulation of patients with this
genetic alteration had improved well-being and prefer-
ence for combination therapy (7). This has led investi-
gators to consider whether this polymorphism could
confer a defect in the D2 pathway, but normal
Thr92AlaD2 enzyme kinetics have been demonstrated
(73). Only recently has the Thr92AlaD2 protein been
found to have a longer half-life, ectopically localize in
the Golgi apparatus, and significantly alter the genetic
fingerprint in cultured cells and in the temporal pole of
the human brain without evidence of reduced thyroid
hormone signaling (74). The significance of these stud-
ies transcends the thyroid field—this polymorphism has
now been associated with a constellation of diseases,
including mental retardation, bipolar disorder, and low
IQ (75). If hypothyroid carriers of Thr92AlaD2 benefit
from alternate therapeutic strategies in replicate stud-
ies, then personalized medicine—based on genotype—
may have a role.

CONCLUSIONS
The development of TSH assays led to a dramatic

reduction in thyroid hormone replacement dosage and
the ability to diagnose with certainty milder forms of
hypothyroidism. Discovery of peripheral T4-to-T3 con-
version gave a physiologic means to justify L-thyroxine
monotherapy. In combination with the concerns over
consistency and safety of natural thyroid preparations,
synthetic L-thyroxine was perceived as a more reliable
therapy. These findings laid the foundation for the clin-
ical practice trend away from natural thyroid prepara-
tions and toward L-thyroxine monotherapy at doses to

HISTORY OF MEDICINE The History and Future of Treatment of Hypothyroidism

54 Annals of Internal Medicine • Vol. 164 No. 1 • 5 January 2016 www.annals.org

Downloaded From: http://annals.org/ by Jairo Hidal on 01/04/2016



normalize the serum TSH. Later, a subpopulation of pa-
tients with residual symptoms of hypothyroidism was
recognized. It remains to be determined whether this is
due to a trend of attributing nonspecific symptoms to
minimal thyroid dysfunction, relatively low serum T3 lev-
els and/or high T4:T3 ratio, or the role of Thr92AlaD2
polymorphism, and whether combination therapy with
L-thyroxine plus L-triiodothyronine will be beneficial.

From Rush University Medical Center, Chicago, Illinois.

Acknowledgment: The authors thank Dr. Martin Surks, Dr.
Jorge Mestman, and Dr. Colum Gorman for providing addi-
tional historical insight for this project; they did not read or
endorse the final text.

Disclosures: Authors have disclosed no conflicts of interest.
Forms can be viewed at www.acponline.org/authors/icmje
/ConflictOfInterestForms.do?msNum=M15-1799.

Requests for Single Reprints: Elizabeth A. McAninch, MD, Di-
vision of Endocrinology and Metabolism, Rush University
Medical Center, 1735 West Harrison Street, Cohn Building,
Room 312, Chicago, IL 60612; e-mail, Elizabeth_A_McAninch
@Rush.edu.

Current author addresses and author contributions are avail-
able at www.annals.org.

References
1. Jonklaas J, Bianco AC, Bauer AJ, Burman KD, Cappola AR, Celi
FS, et al; American Thyroid Association Task Force on Thyroid Hor-
mone Replacement. Guidelines for the treatment of hypothyroidism:
prepared by the American Thyroid Association Task Force on Thy-
roid Hormone Replacement. Thyroid. 2014;24:1670-751. [PMID:
25266247]
2. Wiersinga WM, Duntas L, Fadeyev V, Nygaard B, Vanderpump
MP. 2012 ETA guidelines: the use of L-T4 + L-T3 in the treatment of
hypothyroidism. Eur Thyroid J. 2012;1:55-71. [PMID: 24782999]
3. Saravanan P, Chau WF, Roberts N, Vedhara K, Greenwood R,
Dayan CM. Psychological well-being in patients on ‘adequate’ doses
of L-thyroxine: results of a large, controlled community-based ques-
tionnaire study. Clin Endocrinol (Oxf). 2002;57:577-85. [PMID:
12390330]
4. Gullo D, Latina A, Frasca F, Le Moli R, Pellegriti G, Vigneri R.
Levothyroxine monotherapy cannot guarantee euthyroidism in all
athyreotic patients. PLoS One. 2011;6:e22552. [PMID: 21829633]
5. Abdalla SM, Bianco AC. Defending plasma T3 is a biological pri-
ority. Clin Endocrinol (Oxf). 2014;81:633-41. [PMID: 25040645]
6. Bunevicius R, Kazanavicius G, Zalinkevicius R, Prange AJ Jr. Effects
of thyroxine as compared with thyroxine plus triiodothyronine in pa-
tients with hypothyroidism. N Engl J Med. 1999;340:424-9. [PMID:
9971866]
7. Panicker V, Saravanan P, Vaidya B, Evans J, Hattersley AT, Frayling
TM, et al. Common variation in the DIO2 gene predicts baseline
psychological well-being and response to combination thyroxine
plus triiodothyronine therapy in hypothyroid patients. J Clin Endocri-
nol Metab. 2009;94:1623-9. [PMID: 19190113]
8. Escobar-Morreale HF, del Rey FE, Obregón MJ, de Escobar GM.
Only the combined treatment with thyroxine and triiodothyronine
ensures euthyroidism in all tissues of the thyroidectomized rat. Endo-
crinology. 1996;137:2490-502. [PMID: 8641203]
9. Werneck de Castro JP, Fonseca TL, Ueta CB, McAninch EA, Ab-
dalla S, Wittmann G, et al. Differences in hypothalamic type 2 deio-
dinase ubiquitination explain localized sensitivity to thyroxine. J Clin
Invest. 2015;125:769-81. [PMID: 25555216]

10. McAninch EA, Jo S, Preite NZ, Farkas E, Mohácsik P, Fekete C,
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et al. Prevalent polymorphism in thyroid hormone-activating enzyme
leaves a genetic fingerprint that underlies associated clinical
syndromes. J Clin Endocrinol Metab. 2015;100:920-33. [PMID:
25569702]
75. Bianco AC, Casula S. Thyroid hormone replacement therapy:
three ‘simple’ questions, complex answers. Eur Thyroid J. 2012;1:88-
98. [PMID: 24783002]

HISTORY OF MEDICINE The History and Future of Treatment of Hypothyroidism

56 Annals of Internal Medicine • Vol. 164 No. 1 • 5 January 2016 www.annals.org

Downloaded From: http://annals.org/ by Jairo Hidal on 01/04/2016



Current Author Addresses: Dr. McAninch: Division of Endocri-
nology and Metabolism, Rush University Medical Center,
1735 West Harrison Street, Cohn Building, Room 312, Chi-
cago, IL 60612.
Dr. Bianco: Division of Endocrinology and Metabolism, Rush
University Medical Center, 1735 West Harrison Street, Cohn
Building, Room 212, Chicago, IL 60612.

Author Contributions: Conception and design: E.A. McAn-
inch, A.C. Bianco.
Analysis and interpretation of the data: E.A. McAninch, A.C.
Bianco.
Drafting of the article: E.A. McAninch, A.C. Bianco.
Critical revision of the article for important intellectual con-
tent: E.A. McAninch, A.C. Bianco.
Final approval of the article: E.A. McAninch, A.C. Bianco.
Obtaining of funding: A.C. Bianco.
Collection and assembly of data: E.A. McAninch, A.C. Bianco.

Web-Only References
76. Means JH. Myxedema. In: The Thyroid and Its Diseases. 2nd ed.
Philadelphia: JB Lippincott; 1948:241-73.
77. Soffer LJ. Hypothyroidism: cretinism, juvenile and adult myx-
edema (Gulls' disease). In: Diseases of the Endocrine Glands. 2nd
ed. Philadelphia: Lea & Febiger; 1956:829-68.
78. Williams RH, Bakke JL. General consideration of the treatment of
thyroid disease. In: Williams RH, ed. Textbook of Endocrinology. 3rd
ed. Philadelphia: WB Saunders; 1962:133-5.
79. Pittman JA. Hypothyroidism. In: Diagnosis and Treatment of Thy-
roid Diseases. Philadelphia: FA Davis; 1963:56-78.
80. Hoffenberg R. Primary hypothyroidism. In: Ingbar SH, Braverman
LE, eds. Werner's The Thyroid: A Fundamental and Clinical Text. 5th
ed. Philadelphia: JB Lippincott; 1986:1255-65.
81. Volpe R. Hypothyroidism. In: Burrow GN, Oppenheimer JH,
Volpe R, eds. Thyroid Function & Disease. Philadelphia: WB Saun-
ders; 1989:274-91.

Annals of Internal Medicine

www.annals.org Annals of Internal Medicine • Vol. 164 No. 1 • 5 January 2016

Downloaded From: http://annals.org/ by Jairo Hidal on 01/04/2016



A
p

p
en

di
x

Ta
bl

e.
Tr

en
d

s
in

th
e

Tr
ea

tm
en

tR
ec

o
m

m
en

d
at

io
ns

fo
r

H
yp

o
th

yr
o

id
is

m
*

Y
ea

r
(R

ef
er

en
ce

)
A

g
en

t
R

ec
o

m
m

en
d

ed
A

d
ve

rs
e

E
ff

ec
ts

an
d

H
ig

h
lig

h
te

d
N

o
te

s
Su

g
g

es
te

d
D

ai
ly

M
ai

n
te

n
an

ce
D

o
se

19
29

(2
2)

“T
he

tr
ea

tm
en

tc
o

ns
is

ts
o

fg
iv

in
g

th
yr

o
id

ex
tr

ac
tu

nt
il

th
e

sy
m

p
to

m
s

an
d

p
hy

si
ca

lfi
nd

in
g

s
d

is
ap

p
ea

r
an

d
th

e
b

as
al

m
et

ab
o

lic
ra

te
is

no
rm

al
.”

–
St

ar
tw

ith
3

g
ra

in
s

an
d

th
en

in
cr

ea
se

to
no

rm
al

iz
e

B
M

R

19
48

(7
6)

D
ri

ed
th

yr
o

id
“i

s
th

e
si

m
p

le
st

an
d

at
th

e
sa

m
e

tim
e

th
e

b
es

t
m

et
ho

d
o

ft
re

at
m

en
t”

an
d

“i
s

ac
tu

al
ly

su
p

er
io

r
to

p
ur

e
cr

ys
ta

lli
ne

th
yr

o
xi

ne
b

ec
au

se
it

co
nt

ai
ns

a
ho

rm
o

ne
in

a
m

o
re

so
lu

b
le

an
d

as
si

m
ila

b
le

fo
rm

.”

“C
ar

d
ia

c
sy

m
p

to
m

s
o

fp
ai

n
o

r
p

al
p

ita
tio

n
ar

e
no

tu
nc

o
m

m
o

n.
”

“T
he

is
o

la
tio

n
an

d
sy

nt
he

si
s

o
ft

hy
ro

xi
ne

ar
e

o
fv

as
ti

m
p

o
rt

an
ce

to
p

hy
si

o
lo

g
y.

Th
ey

ha
ve

co
nt

ri
b

ut
ed

no
th

in
g

to
th

er
ap

eu
tic

s.
”

“C
ur

at
iv

e
tr

ea
tm

en
to

fa
d

ul
tm

yx
ed

em
a

is
as

p
er

fe
ct

a
fo

rm
o

f
th

er
ap

y
as

an
y

kn
o

w
n

to
m

ed
ic

in
e.

”

60
–2

00
m

g
D

T

19
55

(3
3)

“M
o

st
o

ft
he

p
at

ie
nt

s
ar

e
m

ai
nt

ai
ne

d
in

g
o

o
d

co
nd

iti
o

n
w

ith
11

∕2
o

r
2

g
ra

in
s

(U
.S

.P
.)

o
fd

es
ic

ca
te

d
th

yr
o

id
d

ai
ly

.”
“P

ha
rm

ac
eu

tic
al

co
m

p
an

ie
s

ha
ve

re
ce

nt
ly

m
ad

e
av

ai
la

b
le

th
yr

o
xi

n
an

d
tr

iio
d

o
th

yr
o

ni
ne

fo
r

o
ra

lu
se

in
st

ea
d

o
f

d
es

ic
ca

te
d

th
yr

o
id

.B
ec

au
se

th
e

fo
rm

er
tw

o
ar

e
p

ur
e

cr
ys

ta
lli

ne
co

m
p

o
un

d
s,

th
er

e
p

ro
b

ab
ly

is
a

m
o

re
re

lia
b

le
d

o
sa

g
e-

re
sp

o
ns

e,
b

ut
si

nc
e

su
ch

p
re

ci
se

d
o

sa
g

e
is

no
t

ne
ce

ss
ar

y,
no

r
ea

si
ly

m
ea

su
re

d
,a

nd
si

nc
e

p
ur

e
co

m
p

o
un

d
s

ar
e

m
o

re
ex

p
en

si
ve

,t
hy

ro
id

o
lo

g
is

ts
ha

ve
co

nt
in

ue
d

to
us

e
d

es
ic

ca
te

d
th

yr
o

id
in

m
o

st
p

at
ie

nt
s.

”
“S

ho
ul

d
th

e
p

ur
e

ho
rm

o
ne

b
ec

o
m

e
m

uc
h

le
ss

ex
p

en
si

ve
,t

he
y

p
ro

b
ab

ly
sh

o
ul

d
b

e
us

ed
in

st
ea

d
o

fd
es

ic
ca

te
d

th
yr

o
id

.”

1.
5–

2
g

ra
in

s
D

T

19
58

(7
7)

A
va

ila
b

le
ag

en
ts

ar
e

D
T,

T 4
,a

nd
T 3

;a
ll

“a
re

m
o

st
sa

tis
fa

ct
o

ry
”

–
2–

3
g

ra
in

s
D

T
20

0–
50

0
m

cg
L-

T 4
70

–1
05

m
cg

L-
T 3

19
62

(7
8)

N
o

“s
ta

nd
ar

d
o

fc
ar

e”
–

90
–2

40
m

cg
D

T
14

0–
40

0
m

cg
L-

T 4
50

–1
50

m
cg

L-
T 3

19
63

(7
9)

“D
es

ic
ca

te
d

th
yr

o
id

o
r

th
yr

o
id

ex
tr

ac
ti

s
th

e
m

o
st

sa
tis

fa
ct

o
ry

fo
r

lo
ng

te
rm

tr
ea

tm
en

t.
It

is
re

la
tiv

el
y

ch
ea

p
,e

as
ily

ad
m

in
is

te
re

d
,

w
el

la
b

so
rb

ed
,s

ta
b

le
o

n
st

o
ra

g
e

fo
r

co
ns

id
er

ab
le

p
er

io
d

s
(u

p
to

th
re

e
m

o
nt

hs
o

r
m

o
re

at
ro

o
m

te
m

p
er

at
ur

e,
d

ry
),

an
d

d
iff

er
en

tb
at

ch
es

ar
e

us
ua

lly
o

fc
o

m
p

ar
ab

le
p

o
te

nc
y.

”

“T
he

re
is

a
g

ro
w

in
g

te
nd

en
cy

to
us

e
th

yr
o

xi
ne

in
iti

al
ly

in
st

ea
d

o
f

th
yr

o
id

o
r

to
sw

itc
h

p
at

ie
nt

s
w

ho
ar

e
no

td
o

in
g

w
el

lo
n

th
yr

o
id

to
th

yr
o

xi
ne

in
st

ea
d

.”

13
0-

26
0

m
g

(2
-4

g
ra

in
s)

D
T

20
0–

40
0

m
cg

L-
T 4

75
–1

25
m

cg
L-

T 3

19
68

(2
7)

“T
re

at
m

en
ti

s
ca

rr
ie

d
o

ut
w

ith
o

ne
o

r
tw

o
g

en
er

al
ty

p
es

o
f

p
re

p
ar

at
io

n,
ei

th
er

sy
nt

he
tic

ho
rm

o
ne

o
r

th
yr

o
p

ro
te

in
d

er
iv

ed
fr

o
m

an
im

al
th

yr
o

id
g

la
nd

s.
”

“D
es

p
ite

th
ei

r
th

eo
re

tic
al

d
is

ad
va

nt
ag

es
an

d
th

e
o

cc
as

io
na

l
in

st
an

ce
s

o
fi

ne
ffe

ct
iv

en
es

s
o

r
ex

ce
ss

iv
e

p
o

te
nc

y,
th

e
p

re
p

ar
at

io
ns

o
fn

at
ur

al
o

ri
g

in
ar

e
g

en
er

al
ly

re
lia

b
le

ag
en

ts
th

at
su

st
ai

n
a

no
rm

al
m

et
ab

o
lic

st
at

e
in

as
so

ci
at

io
n

w
ith

a
no

rm
al

PB
I.”

“L
ev

o
th

yr
o

xi
ne

is
ca

p
ab

le
o

fr
ev

er
si

ng
al

lt
he

kn
o

w
n

ab
no

rm
al

iti
es

o
ft

he
ad

ul
th

yp
o

th
yr

o
id

st
at

e.
Th

is
,t

o
g

et
he

r
w

ith
its

un
ifo

rm
p

o
te

nc
y,

m
ak

es
it

an
en

tir
el

y
sa

tis
fa

ct
o

ry
p

re
p

ar
at

io
n.

”
“L

io
th

yr
o

ni
ne

sh
o

ul
d

no
tb

e
us

ed
in

th
e

tr
ea

tm
en

to
f

hy
p

o
th

yr
o

id
is

m
.”

“R
ec

en
ts

tu
d

ie
s

in
d

ic
at

e
th

at
p

re
p

ar
at

io
ns

o
fn

at
ur

al
o

ri
g

in
va

ry
co

ns
id

er
ab

ly
in

re
g

ar
d

to
th

e
p

ro
p

o
rt

io
n

o
ft

o
ta

lo
rg

an
ic

io
d

in
e

p
re

se
nt

as
T 4

an
d

T 3
,a

s
w

el
la

s
th

e
ra

tio
b

et
w

ee
n

th
es

e
ho

rm
o

ne
s

th
em

se
lv

es
.C

o
ns

eq
ue

nt
ly

,v
ar

ia
tio

ns
in

b
io

lo
g

ic
al

p
o

te
nc

y
m

ay
o

cc
ur

am
o

ng
d

iff
er

en
tp

re
p

ar
at

io
ns

o
r

d
iff

er
en

t
b

at
ch

es
o

ft
he

sa
m

e
p

re
p

ar
at

io
n,

d
es

p
ite

th
ei

r
co

nf
o

rm
in

g
to

p
re

sc
ri

b
ed

st
an

d
ar

d
s.

It
w

o
ul

d
ap

p
ea

r
en

tir
el

y
fe

as
ib

le
at

p
re

se
nt

fo
r

st
an

d
ar

d
iz

at
io

n
o

ft
hy

ro
id

ex
tr

ac
ts

to
b

e
b

as
ed

up
o

n
th

ei
r

ab
so

lu
te

co
nt

en
to

fT
4

an
d

T 3
;t

re
nd

s
in

th
is

d
ir

ec
tio

n
ar

e
ev

id
en

t.
If

th
is

w
er

e
d

o
ne

,t
he

m
aj

o
r

re
as

o
n

fo
r

em
p

lo
yi

ng
sy

nt
he

tic
ho

rm
o

ne
in

p
re

fe
re

nc
e

to
m

at
er

ia
lo

f
na

tu
ra

lo
ri

g
in

w
o

ul
d

no
lo

ng
er

ex
is

t.”

12
0–

18
0

m
g

D
T

C
on

tin
ue

d
on

fo
llo

w
in

g
p

ag
e

Annals of Internal Medicine • Vol. 164 No. 1 • 5 January 2016 www.annals.org

Downloaded From: http://annals.org/ by Jairo Hidal on 01/04/2016



A
p

p
en

di
x

Ta
bl

e—
C

o
nt

in
ue

d

Y
ea

r
(R

ef
er

en
ce

)
A

g
en

t
R

ec
o

m
m

en
d

ed
A

d
ve

rs
e

E
ff

ec
ts

an
d

H
ig

h
lig

h
te

d
N

o
te

s
Su

g
g

es
te

d
D

ai
ly

M
ai

n
te

n
an

ce
D

o
se

19
71

(3
6)

“D
es

ic
ca

te
d

th
yr

o
id

re
m

ai
ns

th
e

p
re

p
ar

at
io

n
o

fc
ho

ic
e

in
th

e
tr

ea
tm

en
to

fm
yx

ed
em

a,
la

rg
el

y
b

ec
au

se
it

is
th

e
le

as
t

ex
p

en
si

ve
.”

“T
he

us
e

o
fd

es
ic

ca
te

d
th

yr
o

id
o

r
a

T 4
-T

3
m

ix
tu

re
is

p
ro

b
ab

ly
p

re
fe

ra
b

le
”

as
co

m
b

in
at

io
n

th
er

ap
ie

s
re

st
o

re
b

o
th

th
e

p
la

sm
a

T 3
an

d
T 4

to
th

e
no

rm
al

ra
ng

e.

A
ni

m
al

p
ro

d
uc

tc
ri

tic
is

m
s:

“i
o

d
o

th
yr

o
ni

ne
co

nt
en

tv
ar

ie
s

am
o

ng
sp

ec
ie

s,
se

as
o

n,
lo

ca
tio

n
o

ft
he

an
im

al
,b

ra
nd

an
d

p
o

te
nc

y”
;

io
d

o
th

yr
o

ni
ne

s
“b

re
ak

d
o

w
n

w
ith

in
th

e
ta

b
le

ts
in

th
e

p
re

se
nc

e
o

fm
o

is
tu

re
.”

90
–1

80
m

g
D

T
20

0–
40

0
m

cg
L-

T 4
50

–1
00

m
cg

L-
T 3

19
74

(5
9)

“T
he

re
ha

s
b

ee
n

a
d

is
tin

ct
tr

en
d

aw
ay

fr
o

m
th

e
us

e
o

ft
he

na
tu

ra
l

p
re

p
ar

at
io

ns
an

d
to

w
ar

d
s

th
e

ne
w

er
sy

nt
he

tic
p

re
p

ar
at

io
ns

,i
n

vi
ew

o
ft

he
ir

un
ifo

rm
p

o
te

nc
y

an
d

,a
s

a
re

su
lt,

th
ei

r
m

o
re

p
re

d
ic

ta
b

le
ef

fe
ct

s.
..

le
vo

th
yr

o
xi

ne
is

th
e

ag
en

to
fc

ho
ic

e.
”

R
eg

ar
d

in
g

na
tu

ra
lo

r
sy

nt
he

tic
p

re
p

ar
at

io
ns

co
nt

ai
ni

ng
T 3

:
“p

ea
ks

m
ak

e
as

se
ss

m
en

to
ft

he
p

ro
p

er
d

o
sa

g
e

th
ro

ug
h

m
ea

su
re

m
en

to
fh

o
rm

o
ne

co
nc

en
tr

at
io

ns
ex

tr
em

el
y

d
iffi

cu
lt

an
d

,m
o

re
o

ve
r,

m
ay

ha
ve

ad
ve

rs
e

ef
fe

ct
s,

es
p

ec
ia

lly
in

th
e

o
ld

er
p

at
ie

nt
o

r
in

th
e

p
at

ie
nt

w
ith

ca
rd

ia
c

d
is

ea
se

.”
“T

he
re

ce
nt

d
em

o
ns

tr
at

io
n

th
at

m
o

st
o

ft
he

T 3
in

th
e

se
ru

m
is

d
er

iv
ed

fr
o

m
th

e
m

et
ab

o
lis

m
o

fT
4

an
d

,a
s

a
co

ro
lla

ry
,t

ha
t

se
ru

m
T 3

co
nc

en
tr

at
io

ns
ar

e
ne

ar
ly

no
rm

al
in

p
at

ie
nt

s
re

ce
iv

in
g

re
p

la
ce

m
en

td
o

se
s

o
fT

4
ha

s
to

a
la

rg
e

ex
te

nt
el

im
in

at
ed

th
e

ra
tio

na
le

b
o

th
fo

r
th

e
us

e
o

fL
io

tr
ix

an
d

fo
r

th
e

m
ai

nt
en

an
ce

o
fe

le
va

te
d

se
ru

m
T 4

co
nc

en
tr

at
io

ns
w

he
n

le
vo

th
yr

o
xi

ne
is

em
p

lo
ye

d
.”

D
o

se
to

b
ri

ng
TS

H
in

to
no

rm
al

ra
ng

e,
as

lo
w

as
20

0
m

cg
L-

T 4

19
78

(6
3)

“T
he

us
e

o
fL

-t
hy

ro
xi

ne
so

d
iu

m
b

y
m

o
ut

h
is

te
nd

in
g

to
su

p
er

se
d

e
d

es
ic

ca
te

d
th

yr
o

id
,l

io
th

yr
o

ni
ne

so
d

iu
m

(s
o

d
iu

m
tr

iio
d

o
-L

-t
hy

ro
ni

ne
),

an
d

so
d

iu
m

th
yr

o
xi

ne
-t

ri
io

d
o

th
yr

o
ni

ne
m

ix
tu

re
s.

”

–
10

0–
15

0
m

cg
L-

T4

19
79

(5
2)

“T
he

re
is

no
w

ne
ar

ly
un

iv
er

sa
la

g
re

em
en

tt
ha

ts
yn

th
et

ic
le

vo
th

yr
o

xi
ne

is
th

e
ag

en
to

fc
ho

ic
e.

”
–

M
in

im
um

d
o

se
to

no
rm

al
iz

e
TS

H

19
86

(8
0)

“M
o

st
p

hy
si

ci
an

s.
..

us
e

sy
nt

he
tic

T 4
in

p
re

fe
re

nc
e

to
th

yr
o

id
”

–
10

0–
15

0
m

cg
L-

T 4
1–

1.
5

g
ra

in
s

D
T

19
89

(8
1)

“L
ev

o
th

yr
o

xi
ne

is
th

e
d

ru
g

o
fc

ho
ic

e”
–

10
0–

20
0

m
cg

L-
T 4

90
–1

80
m

g
D

T
19

96
(4

0)
L-

Th
yr

o
xi

ne
is

“p
re

fe
rr

ed
d

ue
to

its
lo

ng
ha

lf-
lif

e,
its

re
ad

y
q

ua
nt

ita
tio

n
in

th
e

b
lo

o
d

,e
as

e
o

fa
b

so
rp

tio
n,

an
d

th
e

av
ai

la
b

ili
ty

o
fm

ul
tip

le
ta

b
le

ts
tr

en
g

th
s”

“T
he

re
ar

e
p

at
ie

nt
s

w
ho

ha
ve

ta
ke

n
D

TE
fo

r
m

an
y

d
ec

ad
es

an
d

ar
e

re
lu

ct
an

tt
o

co
ns

id
er

a
ch

an
g

e.
”

“T
he

d
iffi

cu
lti

es
th

at
le

d
to

th
e

d
ev

el
o

p
m

en
to

fL
T 4

as
a

re
p

la
ce

m
en

tp
re

p
ar

at
io

n,
na

m
el

y
in

co
ns

ta
nt

an
d

su
b

p
o

te
nt

d
es

ic
ca

te
d

th
yr

o
id

ta
b

le
s,

ha
ve

la
rg

el
y

b
ee

n
o

b
vi

at
ed

b
y

ne
w

U
SP

st
an

d
ar

d
s

fo
r

q
ua

nt
ita

tio
n

o
fT

3
an

d
T 4

in
D

TE
ta

b
s.

”

10
0–

20
0

m
cg

L-
T 4

B
M

R
=

b
as

al
m

et
ab

o
lic

ra
te

;D
T

=
d

es
ic

ca
te

d
th

yr
o

id
;D

TE
=

d
es

ic
ca

te
d

th
yr

o
id

ex
tr

ac
t;

L-
fT

3
=

L-
tr

iio
d

o
th

yr
o

ni
ne

;L
-f

T 4
o

r
(L

T 4
)=

L-
th

yr
o

xi
ne

;P
B

I=
p

ro
te

in
-b

o
un

d
io

d
in

e;
T 3

=
tr

iio
d

o
th

yr
o

ni
ne

;T
4

=
th

yr
o

xi
ne

;
TS

H
=

th
yr

o
id

-s
tim

ul
at

in
g

ho
rm

o
ne

;
U

SP
(o

r
U

.S
.P

.)
=

U
ni

te
d

St
at

es
Ph

ar
m

ac
o

p
ei

a.
*

In
th

e
ye

ar
s

p
ri

o
r

to
th

e
d

is
co

ve
ry

o
f

p
er

ip
he

ra
l

T 4
-t

o
-T

3
co

nv
er

si
o

n,
m

o
st

g
ro

up
s

re
co

m
m

en
d

ed
tr

ea
tm

en
t

w
ith

na
tu

ra
l

th
yr

o
id

p
re

p
ar

at
io

ns
,

su
ch

as
d

es
ic

ca
te

d
th

yr
o

id
,

th
yr

o
id

ex
tr

ac
t,

o
r

th
yr

o
g

lo
b

ul
in

,w
hi

ch
co

nt
ai

n
b

o
th

T 4
an

d
T 3

.H
o

w
ev

er
w

ith
th

e
d

is
co

ve
ry

o
fT

4
-t

o
-T

3
co

nv
er

si
o

n
an

d
th

e
d

ev
el

o
p

m
en

to
ft

he
ra

d
io

im
m

un
o

as
sa

y
fo

r
TS

H
in

th
e

ea
rl

y
19

70
s,

no
to

nl
y

w
as

th
er

e
a

tr
en

d
to

w
ar

d
L-

th
yr

o
xi

ne
m

o
no

th
er

ap
y,

b
ut

th
e

re
co

m
m

en
d

ed
d

ai
ly

m
ai

nt
en

an
ce

d
o

se
s

d
ec

re
as

ed
si

g
ni

fic
an

tly
.

Th
es

e
tr

en
d

s
le

d
to

th
e

ad
o

p
tio

n
o

f
th

e
co

nt
em

p
o

ra
ry

st
an

d
ar

d
o

f
ca

re
:

L-
th

yr
o

xi
ne

m
o

no
th

er
ap

y
ad

m
in

is
te

re
d

at
d

o
se

s
to

m
ai

nt
ai

n
a

no
rm

al
se

ru
m

TS
H

le
ve

l.

www.annals.org Annals of Internal Medicine • Vol. 164 No. 1 • 5 January 2016

Downloaded From: http://annals.org/ by Jairo Hidal on 01/04/2016


