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Ta.
relatively normal serum T levels, despﬂ:e a marked decreas:
serum T, and increase in serum TSH (see Fig 47-1, time B). Th
patients may be clinically euthyroid. Because of the frequenc)
thyroid hormone tests as part of multiphasic screening, a nu
ber of individuals who are identified as having “chemical hy)
thyroidism’ because of abnormal results do not have a comp:
ble clinical syndrome. Some clinicians do not believe tl
treatment with thyroid hormone replacement should be star
in such patients because the rate of progression of the thyrn
failure is uncertain. In fact, it is possible that clinically relewv:
hypothyroidism may never develop in some of these
Nevertheless, there are a number of reasons for which m
patients with subclinical hypothyroidism should be treat
First, symptoms of hypothyroidism may be subtle and not
preciated by the patient until full replacement therapy has :
sulted in beneficial changes. Second, patients with underlyi
thyroid disease and subclinical hypothyroidism are at risk for t
development of severe hypothyroidism after exposure to iodic
#pagebecause in many instances, they fail to adapt to the acu
Wolff-Chaikoff effect.'® Third, the possible propensity towa



Figure 9-3. (A) The classic torpid facies of severe myxedema in a man. The face appears puffy, and the
eyelids are edematous. The skin is thickened and dry. (B) The facies in pituitary myxedema is often
characterized by skin of normal thickness, covered by fine wrinkles. Puffiness is usually less than in
primary myxedema. The eyelids are often edematous. The palpebral fissure may be narrwowed because
of blepharoptosis, due to diminished tone of the sympathetic nervous fibers to Muller's levator palpebral
superious muscle and is the opposite of the lid retraction seen in thyrotoxicosis. The modest measurable
exophthalmos seen in some patients with myxedema is presumably related to accumulation of the same
mucous edema in the orbit as is seen elsewhere. It is not progressive and carries no threat to vision, as in
the ophthalmopathy of Graves' disease. The tongue is usually large, occasionally to the point of
clumsiness. Sometimes a patient will complain of this problem. Sometimes it is smooth, as in pernicious
anemia (of course, pernicious anemia may coexist). Patients do not usually complain of soreness of the
tongue, as they may in pernicious anemia. WWhen anemia is marked, the tongue may be pale, but more
often it is red, in contrast to the pallid face.
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