HASHITOXICOSIS: A RARE DIAGNOSIS IN CHILDHOQOD
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INTRODUCTION-AIM:

v’ Patients with Hashimoto’s thyroiditis are often euthyroid or may experience subclinical or true hypothyroidism

v 5 to 10% of children may present however, a transient phase of hyperthyroidism, called Hashitoxicosis. This is caused by
the release of stored, preformed thyroid hormones in blood circulation, due to thyroid gland inflammation

v’ Differential diagnosis from Grave’s disease may be proved difficult to do and requires detailed history, physical
examination, laboratory assessment and systematic follow-up.

Aim: The present three cases that highlight the diagnostic tools for the diagnosis of Hashitoxicosis and its
distinction from Grave’s disease.

PATIENTS-METHODS

Three female patients were referred to our department:

[ The first 6 %, y.0., suffered from Type | diabetes mellitus and during a checkup, severe hypothyroidism was detected due
to Hashimoto’s thyroiditis. Substitution therapy with L-Thyroxine was given. Subsequently she developed subclinical
hyperthyroidism and then returned to hypothyroid status

] The second 9 ®/, y.o0., passed from a hyperthyroidic phase to an euthyroidic one

. The third 12 %4, y.0., first experienced hypothyroidism, then subclinical hyperthyroidism and later became euthyroid
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CONCLUSIONS

* Hashitoxicosis is a rare event that needs to be recognized the earliest possible

* Tc 9™ scintigraphy is not always necessary for the final diagnosis

* Prospective careful clinical monitoring is essential

* |n patients with cardiovascular signs and symptoms, propanolol is recommended
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