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There is a long-standing debate regarding how T4 replacement should be managed. The reason 
for this is that there is a lack of clear evidence to guide clinicians. Most guidelines recommend 
trying to achieve a “normal” TSH (5, 6, 7, 8), 
5. Singer PA, Cooper DS, Levy EG, Ladenson PW, Braverman LE, Daniels G, Greenspan FS, 
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Levothyroxine preparations are manufactured in many different dosages and allow 
precise titration of an individual patient's requirements. Adults with hypothyroidism require 
approximately 1.7 microg/kg of body weight per day for full replacement.

Periodic monitoring is essential in the management of patients with hypothyroidism to judge 
the clinical response to treatment, patient compliance in taking the medication, and 
development of drug interactions, and to adjust the replacement dosage because of 
changes in body weight or advancing age. Patients should be evaluated initially about 
every 6 to 8 weeks to monitor the response to the dose of levothyroxine. Once the TSH 
concentration has been normalized, the need for frequent visits is reduced. 
Visit frequency of every 6 to 12 months is then sufficient, depending on the clinical 
situation. Should it be necessary to adjust a patient's dosage, he or she should return in 2 
to 3 months to assess the therapeutic response and to remeasure the TSH concentration.  
An interim history should assess response to therapy with thyroid hormone, evaluating 
clinical improvement in symptoms, as well as possible side effects of the medication. A 
physical examination relevant to the thyroid status should be performed annually. A TSH 
concentration should be measured at least annually. For patients who have recently started 
receiving levothyroxine or who have had their dosage, type, or brand of thyroid preparation 
changed, the TSH concentration should be measured after 8 to 12 weeks. 
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The treatment and management of chronic thyroiditis and  clinical  hypothyroidism  must  
be  tailored  to  the  individual  patient.
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In clinical hypothyroidism, the standard treatment is levothyroxine replacement, which must 
be tailored to the individual patient.
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The document should be considered as guidelines only; it is not intended to serve as a 
standard of medical care. The doctors concerned must make the management plan for 
an individual patient.  The focus of the document is thyroid function testing, and it is 
not intended to be a comprehensive text on thyroid disorders. 

although some commentators recommend a greater emphasis on clinical symptoms when deciding 
the correct T4 dose and will lower the TSH concentration (38), 
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whereas others adjust l-T4 replacement to achieve a higher TSH for some patients, e.g. those with 
dysrhythmias. There are problems with previous studies relating TSH concentration in patients 
taking T4 to clinical endpoints. Some studies included populations entirely with endogenous 
subclinical thyroid disease and not taking T4 tablets (14),
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“This debate needs to be informed by evidence from trials investigating whether treatment 
prevents or reverses AF. In those receiving T4 replacement therapy, the findings add 
support to recommendations21 to adjust T4 doses until TSH and free T4 concentrations are 
within the reference range. In euthyroid subjects with normal TSH values, the finding of 
higher risk of AF in those with high but normal serum free T4 concentrations raises 
intriguing new questions about reducing risk of this important and common dysrhythmia in 
the general population.”

 whereas others have examined groups containing patients both with endogenous disease and 
taking T4 (13, 37). 
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L-thyroxine suppressive therapy must be carefully customized
in patients with benign thyroid disease; TSH concentrations
should be maintained at the low end of normal
range, and treatment outcome should be assessed after 6 to
12 months of therapy. Long-term TSH suppressive therapy
must be associated with periodic cardiovascular assessment.

Other studies have relied on recruiting patients referred to hospital and may reflect a bias in 
referral pattern (36). 
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Additionally, most groups have based their outcomes on one or two baseline serum TSH 
concentrations, although it is known that serum TSH can change with time and changing dose of 
T4 replacement.


