Case report

HYPERTHYROIDISM IN THE ELDERLY: A CASE REPORT

ABSTRACT

Background:Thyroid disorders in the elderly commonly occur as hypothyroidism but
hyperthyroidismcan also occur. Diagnosing thyroid disorders in the elderly can be difficult due
to varying factors. Among these is the age related decline of function of organ systems and the
presence of morbid conditions in the elderly that often require medications some of which affect
thyroid hormone metabolism. Subclinical hyperthyroidism is often the presentation rather than
overt hyperthyroidism hence combining the physical presentation and thyroid investigations of
an aged patient may be more useful in making effective clinical judgment.

Aim:The aim of this case report is to show the variety of ways in which hyperthyroidism can
present in the older adult.

Methods: Relevant clinical and biochemical data was retrieved from the case notes of 3 older
adults who presented with clinical and biochemical evidence of hyperthyroidism to the
University of Port Harcourt Teaching Hospital, Port Harcourt, Nigeria from 2015 to 2022

Conclusion: Hyperthyroidism in the elderly can present in variety of ways which may be
different from the typical way in other age groups. The biochemical findings may not be clear
cut in making diagnosis hence the need to acquire the clinical skill in combining the physical
manifestations with the thyroid investigations.
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Introduction

Hyperthyroidism in the elderly is a serious clinical condition that is associated with significant
morbidity. It may be hard to detect due to the confusing effects of drugs and acute or chronic
illnesses on the interpretation of thyroid function tests.* The physiological decline that occurs
during the aging process can also affect the way the thyroid hormones work in the body.There is
increasing evidence that even mild (subclinical) hyperthyroidism in the elderly is associated with
risks such as atrial fibrillation and other cardiovascular complications.**In the elderly each
organ system's function declines at different physiologic rate and because 75% of the elderly
have at least one disease, endocrine dysfunction in the elderly often presents disparately, with
initial symptoms derived from the most compromised organ system.’The symptoms presented by



the older adult can be variable and may not fit into the classical presentation. For instance,
hyperthyroidism in an elderly patient with preexisting coronary and conduction system disease
may present with atrial fibrillation and a slow ventricular response; while in another equally
hyperthyroid patient with a prior stroke it may present with confusion or depression. These
patients may not tolerate hyperthyroidism long enough for the classic thyroid-related
manifestations (e.g. goiter) to become apparent.>> Also, elderly patients often have multiple
diseases and take many medications that may mimic or mask the usual presentation of endocrine
disease.? *°In Nigeria the exact prevalence of hyperthyroidism is unknown and there has been
very little focus on this area. Thyroid dysfunction in the elderly is commonly manifested as
hypothyroidism however older adults can develop hyperthyroidism for the first time ever.>> The
prevalence of hyperthyroidism in the elderly worldwide is approximately 0.5-3%, of which 10-
15% of hyperthyroid patients are above 60 years of age.” ®These case reports would serve as a
stimulating focus of interest on this topic.

Case reports

Case 1: We reporta 60 year old woman referred on account of tremors of 8 months duration.
Tremors involved the entire body but worse in the upper limbs and worsened by activity such as
stretching out of hands, noticed even while at rest. There was associated heat intolerance,
palpitations, chest pain, dyspnoea, but no cough.Patient had an anterior neck swelling with
bulging of the eyes associated with grittiness. There was associated hoarseness of voice but no
dysphagia or odynophagia. She had unintentional weight loss though with normal appetite but no
history of hyper defecation orconstipation .She had been a known hypertensive patient for the
past 10 years with poor adherence to medication and on management of peptic ulcer patient for
past three years. She had a spinal cord decompression a year prior following as a road
trafficaccident. She uses iodized salt for cooking, takes antihypertensives and occasionally
analgesics as her usual medications. She had no known drug allergies. She was post-menopausal.
There is no family history of thyroid disease, hypertension, and sickle cell disease. She does not
take alcohol or use tobacco product in any form.

On examination she was an elderly woman in noobvious distress, anicteric, afebrile acyanosed,
with no peripheral lymphadenopathy. She had bilateral pitting pedal oedema up to upper 1/3" of
the leg and tremors of the hand. She had an anterior neck mass, which moved with swallowing
but not with tongue protrusion) not differentially warm, non-tender and not attached to overlying
skin or underlying structures. Her PR was 88bpm of full volume and regular with thickened
arterial wall. Her BP was 170/90mmhg, precordium was active, her apex beat was at 6™ left
intercostal space at mid- clavicular line. She was welloriented in time place and person, she had
exaggerated plantar reflex. Results of TFT showed elevated thyroid hormones as shown in Table
2 below.A diagnosis of hyperthyroidism was made.She was counselled on her condition,
investigated accordingly referred to the ophthalmologist. She was commenced on anti-thyroid
medication (carbimazole) following review of her thyroid function test result. The symptoms
have gradually regressed and she is still on follow up at the Endocrine clinic.



Case 2: A 68 year old woman, recently diagnosed diabetic who was referred to endocrinology
clinic on account of neck swelling of 3 years duration. Swelling was gradual in onset, painful and
progressively increasing in size. There was a history of weight loss, anorexia, palpitations and
heat intolerance. There was no associated dysphagia, difficulty in breathing,change in her voice.
No tremors, fevers, alopecia, dry skin, muscle weakness or bulging eyes. She was post-
menopausal. She took herbal medication and alcohol to reduce symptoms however symptoms
persisted.She is recently diagnosed to be living with diabetes and had who commenced therapy ¢
with lifestyle modification and dietary changes. She made use of iodized salt and consumed
cabbage in moderate quantity. There was no history of similar illness in any family member. She
had a past history of tobacco(snuff) and significant alcohol intake.On examination she had no
obvious abnormality on general physical signs except for palmar and plantar melanosis. She had
an obvious anterior neck swelling moves with swallowing, no change in the overlying skin with
no differential warmth measuring about(but not with tongue protrusion), tender, with no
differential warmth or change in skin colour, measuring about 6x5cmnot attached to the
overlying skin or underlying muscle. There were no eye signs .She had tachycardia with HR of
101bpm full volume and regular, elevated blood pressure (160/90mmmHg) with a heaving apex
beat at 5 left intercostal space, mid clavicular line. A clinical diagnosis of secondary
hyperthyroidism was made to rule out sub-acute thyroiditis. Patient was placed on anti-
hypertensives-rampril and amlodipine, carbimazole 10 mgb.d. Ultrasound showed she had
colloid goiter andher electrocardiogram reading was normal.

Case 3

This is a case report of an82 year old woman who was apparently well until 1 month ago when
she developed sudden restlessness. There was associated generalized headache, difficulty in
sleeping and visual hallucinations with heat intolerance. There was low grade fever which
resolved with intake of Paracetamol and antimalarial drugs. She was not a previously known
hypertensive or diabetic. There was positive family history of hypothyroidism in her daughter.
On examination she had no obvious neck swellings but she had tachycardia andher blood
pressure ranged between systolic 160- 180mmHg and diastolic of 80-85mmHg. Her skin was
noted to warm and moist; with some hypopigmented macules on her forearm. Her TSH was
normal with elevated total T3 and T4 levels. The diagnosis of hyperthyroidism with pityriasis
versicolor was made. She was placed on carbimazole for two months and propranolol. She was
given 2% ketoconazole shampoo. Her symptoms resolved and the TFT became normal. She is
still being managed for hypertension and is on regular follow up at the geriatric clinic with TFT
still within normal limits.



Table 1: Results ofinvestigations

Investigations
Hb WBC x | Platele | ESR FBG HbA;C | FLP SIE/IU | CXR
g/dl 10%L  |ts mm/hr | mmol/L | %
X
10°/L
Case | 10.8(N) | 11.3(N) | 217(N) | 9(N) 8.0(1) |6.9(1) |1TG Normal | HHDX
1
Case | 12.5(N) | 8.4(N) |173(N) | 12(N) |5.8(N) |8.0(1) | Normal | Normal | HHDx
2
Case | 13(N) |6.7(N) | 170(N) | 5(N) 4.8(N) |5.6(N) | Normal | Normal | Normal
3

CXR-Chest x-ray,ESR — Erythrocyte sedimentation rate, FBG- Fasting blood GlucoseFLP-
Fasting lipid profile,Hb- Haemoglobin, HbA1C-Glycated haemogloblinHHDx- Hypertensive
heart disease,S/E/U-Serum electrolyte urea and creatinine, TG —Triglycerides, , WBC — White
blood cell count, t-Increased, |-decreased, N-Normal

Table 2: Investigations: Thyroid Function Tests

T3ng/ml | T4 pug/dl | Free FreeT4pmol/l | TSH piu/ml | Thyroid
(6-1.9) (4.8-12.0) | T3pmol/l | (4.0-15.0) (0.4-6.8) ultrasoundscan
(1.4-6.0)
Case 1l | 4.6(1) 27.8(1) 5.6(N) 2.9(]) 0.02(}) Multi-nodular
goiter
Case 2 | 2.4(1) 15(1) 7.4(1) 17.5(1) 0.01(}) Colloid goiter
Case3 |3.2(1) 17.0(1) - - 0.4(N) Normal size
thyroid
DISCUSSION

These case reports shown a variety of ways in which hyperthyroidism can present in the older
adult and the management they received.All the patients were females, which is not surprising as
overt hyperthyroidism and subclinical hyperthyroidism is commoner in females as seen in other
studies. # *The first case presented with tremors. It is a known fact that tremorsare typical
symptoms of hyperthyroidism particularly that due to Grave’s disease.””® There are other causes
of movement disorder in hyperthyroidism however the pathophysiology of these movement
disorders is not well understood.® The tremors improved following treatment just as reported
byDelhase et al in a 60 year old woman who had a more erratic movement disorder and Sharma
in an 89 year old woman who had tremors.® °The second case presented with anterior neck
swelling which is an obvious physical symptom and sign of thyroid disease which could either
be hyperthyroidism, hypothyroidism or euthyroid state characteristic of endemic goiter. > *°The
third case showed an elderly woman who presented with restlessness and visual




hallucinations.Hyperthyroidism has been known to be associated with agitation,anxiety, apathy,
cognitive impairment, delirium, depression, fatigue, irritability, impaired memory, insomnia and
even motor inhibition.* ™2 Psychotic features including delusional psychosiswhich is a form of
tactile hallucinations has been reported in hyperthyroidism regardless the age.'? *® There were
other clinical manifestations seen in these patients as expected in hyperthyroidism such as
bulging of eyes(ophthalmopathy), hoarseness of voice andheat intolerance. The presence of co-
morbidities in the patients was noted. The first patient already had a history of hypertension a
decade prior to presentation. The poor compliance to medication made her have uncontrolled
blood pressure. This history is important to note because hyperthyroidism can manifest with
cardiovascular disease including secondary hypertension. *° She was also noted to be diabetic
following her results as seen in Table 1. The second patient was not a known hypertensive prior
to presentation but was a known diabetic on medication but was found to have hypertension on
examination. The actual cause of the hypertension may not be understood; being an older person,
having diabetes and the hyperthyroidism are all factors that could predispose to hypertension.
Age and having hyperthyroidism can also be the factors for hypertension in the third patient. In
an observational cohort study done amongst Danish hyperthyroid patients it was found out that
hyperthyroid individual had a significantly higher risk of being diagnosed with cardiovascular
diseases, lung diseases and diabetes mellitus but not with malignant diseases prior to the
diagnosis of hyperthyroidism. After the diagnosis of hyperthyroidism, subjects had a
significantly higher risk of being diagnosed with cardiovascular diseases, lung diseases, and
diabetes mellitus but not with rheumatic diseases, or malignant diseases.'* The possible
explanation are the hemodynamic changes, endothelial dysfunction and coagulopathy seen in
hyperthyroidism that are predisposing factors to cardiovascular diseases. The hypermetabolic
state and hyperthyroid myopathy affect cardiopulmonary performance hence causing lung
diseases indirectly.** Autoimmune disorders like diabetes mellitus type 1, rheumatic diseases and
Graves disease seem to cluster in some patients which may result from shared genetic risk
factors.'* Skin co-morbidities are not as common with hyperthyroidism as compared to
hypothyroidism however they can occur .** **Cutaneous manifestations of thyroid disease is one
of the first notable signs of thyroid hormone dysregulation.!’ Thenoted skin changes seen in
hyperthyroid patient are warm moist skin as seen in the third patient and exophthalmos(bulging
eyes) which was seen in the second patient. Diffuse non-scarring alopecia, palmoplantar
hyperhidrosis, facial flushing, skin hperpigmentation, thyroid acropachy, pretibial myxedema
and nail changes like onycholysis and Plummers nails are other manifestations.*®*"*® Drug
reactions used in managing hyperthyroidism can also cause cutaneous changes. Carbimazole
which was used in all three cases have been reported to cause acute urticaria, aplasia cutis in
newborns and DRESS (Drug Rash with Eosinophilia and Systemic Symptoms).” *¥There were
no complains of any adverse drug reaction following treatment with carbimazole in any of the
patients. Propylthiouracil which is another anti-thyroid drug is also known to cause skin rash
such as purpuras and ANCA associated vasculitis.*® Treatment has known to be beneficial even
in those with subclinical hyperthyroidism as it was in done in the third case. The patient showed



evidence of cognitive impairment as characterized by visual hallucinations and was diagnosed as
hypertensive for the first time. Commencement of carbimazole improved her clinical state with
resolution of symptoms and signs as previous studies have shown'* % ** Treatment of
subclinical hyperthyroidism or symptomatic older adults with unclear thyroid function tests
requires sound clinical judgment on the part of the physician in other not to cause more harm.?

Conclusion:

Hyperthyroidism in the elderly can present in variety of ways which may be different from the
typical way in other age groups. The biochemical findings may not be clear cut in making
diagnosis hence the need to acquire the clinical skill in combining the physical manifestations
with the thyroid investigations.
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