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Introduction

Thyroid dysfunction is the most common side effect of amiodarone therapy, ranging from subclinical changes to overt clinical
thyrotoxicosis (AIT) and/or hypothyroidism (AlIH). Two major types of AIT have been described: type | usually develops in
multinodular goiter or in preexisting Graves’ disease where an overload of iodine is responsible for the overproduction of thyroid
hormones, and type |l presents as a destructive thyroiditis, with release of pre-formed thyroid hormones. However, many cases are

mixed-form AIT, encompassing several features of both type | and type II.

Clinical Case:
16 year old, male, with type 1 truncus arteriosus who He was started on thiamazole 15mg/day
underwent three cardiac surgical interventions. (0.25mg/kg/day).

« Complaints of fatigue and palpitations o . o
» 24h Holter monitoring: supraventricular * November 2017: in view of no significant

tachycardia (200bpm) improvement in thyroid function and slight changes in

hepatic enzymes, amiodarone was replaced by sotalol

» Amiodarone 200mg/day; normal thyroid function 160mg/day.

o Asthenia; loss of 4kg in weight in the previous 3 * Biochemical follow-up:
months
Parameter 27/02/2018 18/04/2018 02/05/2018
Laboratory evaluation (20/10/2017): TSH 0.02 22.10 6.34
y ' (0.47-3.41 uUl/mL) ' ' '
* TSH <0.01 uUl/mL (0.47-3.41)
- FT4 2.83 pg/mL (0.89-1.32) FT4
(0.89-1.37 ng/dL) 0.78 0.51 0.9
* FT3 7.92 pg/mL (2.25-3.85)
* Negative anti-thyroid antibodies FT3
(2.25-3.85 pa/mL) 2.83 2.62 3.54
He was sent to our department and underwent thyroid
ultrasound (24/10/2017), which was was normal. l
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Five months after starting thiamazole, the patient had
gained 5kg and maintained good control of both heart
rhythm and rate.

He remains asymptomatic after suspension of
Images 1 and 2: Thyroid with globally hypoechogenic texture, with thiamazole.
no solid nodular nodules. No increase in vascularization.
No latero-cervical adenopathies.
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replaced by other antiarrhythmic drug, as was the case with this patient.
Nevertheless, therapy with thiamazole has to be continued due to the long
half-life of amiodarone. It is also important to distinguish the type of AIT

when planning therapy, as steroid therapy could be started when findings

indicate type Il or mixed-type AlT.
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