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Autoimmune thyroiditis:
clinical presentation in a Nepalese population
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Abstract
Background: Hypothyroidism has a wide range of clinical presentations.
This study was conducted to describe the clinical manifestations of
chronic Hashimoto`s thyroiditis (HT) in a Nepalese population. We also
tried to identify symptoms or signs characteristic for HT.
Methods: During the study period, all newly diagnosed patients with
hypothyroidism were interviewed about symptoms, and clinical signs were
assessed. The data of hypothyroid patients were divided in two groups:
TPO antibody positive and TPO antibody negative. The symptoms and
signs of the two groups were analyzed and compared.
Results: Among the 88 hypothyroid patients, 33 (37.5%) had positive
TPO antibody levels. Female patients were more likely to be TPO
antibody positive (41.3% among female and 15.4% among male). The
most frequent symptoms were lethargy, cold intolerance, constipation,
tingling sensation and weight gain, and the most frequent signs were
facial puffiness and non-pitting pedal edema, in both groups. Statistical
analysis revealed, that cold intolerance, decreased appetite and insomnia
were significantly more prevalent symptoms in the TPO antibody positive
group (p<0.05).
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Conclusion: Hashimoto`s thyroiditis is a common cause of primary
hypothyroidism. It is not possible to differentiate it from the clinical
presentation.
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Background:
Autoimmune thyroiditis, also known as Hashimoto`s
thyroiditis (HT) or lymphocytic thyroiditis, is a well
described entity. It is characterized by the presence of autoantibodies against thyroglobulin and thyroid peroxidase
(TPO), and pathologically by diffuse lymphocytic infiltration
of the thyroid gland.1
In subacute thyroiditis, inflammatory destruction of the
thyroid may lead to transient thyrotoxicosis as preformed
thyroid hormones are released from the damaged gland.
As thyroid hormone stores are depleted, there is often

a progression through a period of euthyroidism to
hypothyroidism.2
In our study we have analyzed the clinical manifestation
of patients diagnosed with autoimmune thyroiditis. We
also compared the symptoms and signs observed in the
autoimmune group with the non-autoimmune group.
Methods:
Patient data were collected in the Department of Medicine,
Gandaki Medical College Teaching Hospital (GMCTH),
Pokhara, Nepal, from April 2011 to October 2011. During
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this period a total number of 2483 patients visited the
department, among them 665 patients were tested for thyroid
function, based on clinical suspicion. After the laboratory
investigations, 98 were diagnosed with hypothyroidism.
These patients were interviewed, and the presence or absence
of 21 common signs and symptoms of hypothyroidism were
assessed. An informed consent was taken, and further test
on TPO antibody was ordered. Among the 98 hypothyroid
patients, 88 gave consent and agreed for the further testing.
Thyroid function testing was done in the Central Laboratory
of GMCTH, Pokhara, Nepal. Thyroid stimulating hormone
(TSH), free thyroxin (fT4) and free triiodothyronine (fT3)
were measured with enzyme-linked immunosorbent assay
(Ranbaxy Diagnostics, India). The normal reference range
for TSH, FT4 and FT3 was 0.39-6.16 µIU/ml, 0.8-2.0 ng/dl,
1.4-4.2 pg/ml respectively.
Samples for TPO antibody testing were sent to National
Reference Laboratory, Kathmandu, Nepal, and testing
was done at Vimta Labs Ltd. Hyderabad, India with
chemiluminescence immuno assay (CLIA, normal range <
60 IU/mL).Diagnosis of hypothyroidism was made based on
higher than normal TSH (>6.16 µIU/ml) and low FT4 (<0.8
ng/dl) +/- clinical symptoms or signs.

Among the classical symptoms and signs of hypothyroidism,
21 (15 symptoms and 6 signs) were assessed with
questionnaire and physical examination. The most frequent
symptoms were lethargy, cold intolerance, constipation,
tingling sensation and weight gain, and the most frequent
signs were facial puffiness and non-pitting pedal edema, in
both groups. We have compared the prevalence of symptoms
in the two groups by using Chi-square test or Fisher`s
exact test as appropriate. Statistical analysis revealed,
that cold intolerance, decreased appetite and insomnia
were significantly more prevalent symptoms in the TPO
antibody positive group (p<0.05). However, among these
symptoms, only insomnia had significantly higher odds with
a confidence interval not containing one.
Table 2: Prevalence of classical symptoms and signs
of hypothyroidism in the TPO Ab positive and TPO Ab
negative groups

Data analysis was done using the SPSS version 19.0. (SPSS,
Chicago, IL). Variables were compared by Chi-square
analysis and Fisher`s exact test as appropriate. Unpaired
student`s t-test was used for comparing means.

Lethargy
Cold
intolerance
Constipation
Tingling
sensation
Anxiety

Results:
Among the 88 patients (13 male, 75 female) included in the
study, 33 (37.5%) patients had TPO antibody levels in the
positive range (>60 IU/mL). Male patients were more likely
to be TPO antibody negative (among male, the prevalence
of TPO antibody positivity was 15.4%, while in female it
was 41.3%). The mean age of the two groups were similar,
as seen in Table 1. The mean TSH was slightly higher in
the TPO antibody positive group, but the difference was not
statistically significant.
Table 1: Characteristics of the TPO antibody (Ab) positive
and negative groups
TPO Ab
positive
(N=33)

TPO Ab
negative
(N=55)

Female (n)

31

44

Male (n)

2

11

Age (mean ± SD)
42.28 ± 13.04 42.10 ± 13.99
years
TSH (mean ±
14.38 ± 9.24 11.83 ± 6.19
SD) mIU/L
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p value

0.12
0.95
0.17

TPO-Ab TPO-Ab
positive negative
OR
(N=33) (N=55)
(95% CI)
n (%)
n (%)
32 (100) 53 (96.4) 1.21 (0.11-13.86)
30 (90.9) 40 (72.7) 3.75 (0.99-14.14)

P
value
NS
< 0.05

22 (66.7) 34 (61.8)

1.24 (0.50-3.05)

NS

15 (45.5) 31 (56.4)

0.65 (0.27-1.54)

NS

11 (33.3) 10 (18.2)

2.25 (0.83-6.10)

NS

Depression

9 (27.3) 17 (30.9)

0.84 (0.32-2.18)

NS

Weight gain

13 (39.4) 21 (38.2)

1.05 (0.43-2.55)

NS

Weight loss

1 (3)

1 (1.8)

1.69 (0.10-27.92)

NS

Hair fall

4 (12.1)

7 (12.7)

0.95 (0.25-3.51)

NS

Vitiligo

1 (3)

1 (1.8)

1.69 (0.10-27.92)

NS

Itching

3 (9.1)

1 (1.8)

5.4 (0.53-54.22)

NS

0.89 (0.35-2.27)

NS

Burning sole 10 (30.3) 18 (32.7)
Decreased
appetite
Insomnia
Menorrhagia
Dry skin
Facial
puffiness
Non-pitting
pedal edema
Neck
swelling
Bradycardia

9 (27.3)

6 (10.9)

3.06 (0.97-9.6)

< 0.05

6 (18.2)
1 (3)
9 (27.3)

2 (3.6)
3 (5.5)
7 (12.7)

5.89 (1.11-31.16)
0.54 (0.05-5.43)
2.57 (0.85-7.74)

< 0.05
NS
NS

26 (78.8)

44 (80)

0.93 (0.32-2.69)

NS

27 (81.8) 38 (69.1)

2.01 (0.70-5.77)

NS

7 (21.2)

7 (12.7)

1.85 (0.58-5.83)

NS

10 (30.3) 12 (21.8)

1.56 (0.58-4.15)

NS

Note: NS=not significant
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Discussion:
In our study population of hypothyroid patients we have
found overall 37.5% anti TPO antibody positivity (Among
male 15.4% and among female 41.3%). This number
is similar to other reported studies, where the studied
population is hypothyroid patients including those with
subclinical hypothyroidism.
However it is difficult to compare numbers among
different countries as there is much difference among
the studied groups and the percentage of anti TPO
positivity varies within subgroups of hypothyroid patients
(subclinical hypothyroidism, mild hypothyroidism, overt
hypothyroidism, etc.). The diagnostic criteria also can have
differences.
In a thyroid survey done in Norway, the prevalence of TPO
antibody positivity was 13.9% in females and 2.8% in males
in the studied general population.3 In England, TPO antibody
positivity was found in 17.8% of a female population.4 In
the Norwegian study, among the hypothyroid patients, TPO
antibody positivity was 85% (female) and 87% (male) in
patients with TSH ≥10 mIU/L, and 48% (female) and 26%
(male) among patients with TSH level between 4-10 mIU/L.3

We have found some differences, but this evidence is too
weak to draw any conclusions. To evaluate the strength
of this finding we need further studies with bigger sample
sizes, more detailed interview regarding the symptoms and
investigation of the environmental factors. Limitations of
the study include small sample size and selection bias due to
non-random selection of study population.
Conclusion:
Hashimoto`s thyroiditis is a common cause of primary
hypothyroidism, but often undiagnosed, unless thyroid
antibodies are tested. It is not possible to differentiate it
based on the clinical presentation.
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In an Indian population based study, the prevalence of TPO
antibody positivity was 16.7% in the studied population.
Whereas, it was found to be 9.5% among subjects with
normal thyroid function, and 53% among subjects with
subclinical hypothyroidism.5
Hashimoto thyroiditis is the most common thyroid disorder
in iodine sufficient geographic areas. Nepal is considered to
be an iodine deficient area,6-8 however much has been done
in this area. According to the Iodine Network Global score
card 2010, the percentage of households consuming iodized
salt is 63% in Nepal.9
In our study, cold intolerance, decreased appetite and
insomnia were seen significantly more frequently in the
TPO positive group, but only insomnia had higher odds.
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drugs.12 The presence of these factors could lead to some
characteristics in the clinical presentation.
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