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Background:  
The management of hyperthyroidism was reviewed during the Winter 2021 meeting of the IHS National 
Pharmacy and Therapeutics Committee (NPTC). After consideration of current treatment guidelines, as 
well as clinical safety, efficacy and utilization data regarding the use of thionamides to achieve 
euthyroidism, the NPTC voted to ADD methimazole and propylthiouracil to the NCF. 
 
Discussion:  
Hyperthyroidism is defined by a group of clinical and laboratory abnormalities caused by supra-
physiologic synthesis and release of thyroid hormone from the thyroid gland, distinct from the less 
common group of extra-thyroidal conditions leading to thyrotoxicosis (e.g., exogenous thyroid hormone 
ingestion or metastatic differentiated thyroid cancer). The most common cause of hyperthyroidism in 
developed countries is Graves’ disease, followed by toxic multinodular goiter, toxic adenoma and 
thyroiditis1.   
 
Unrecognized or uncontrolled hyperthyroidism is associated with a range of adverse effects, including 
atrial fibrillation, osteoporosis, and congestive heart failure. Graves’ ophthalmopathy can be a vision-
threatening and stigmatizing physical deformity. Thyroid storm, precipitated often by infection, pregnancy, 
or trauma, constitutes a medical emergency for which mortality remains >10% in the developed world.1,2   
Consequences of poor control of hyperthyroidism in pregnancy can include congestive heart failure and 
severe preeclampsia, as well as fetal growth restriction and thyroid dysfunction.3,4 

 

Subclinical hyperthyroidism is present when thyroid-stimulating hormone (TSH) is below the normal range 
but free T4 and total T3 are normal. It is associated with increased risk for congestive heart failure, 
osteoporosis, mortality, and atrial fibrillation, especially in older patients with TSH values < 0.1 mU/L.1 

Though there is some controversy regarding optimal treatment given the absence of evidence showing 
improvement, the American Thyroid Association 2016 Guideline suggests treating persons >65 years of 
age with persistent TSH <0.1 mU/L and other adults with specific risk factors for heart disease or 
osteoporosis.5,6 

 
Modalities for definitive treatment of hyperthyroidism, generally with the goal of permanent remission, 
include radioiodine (RAI) ablation of the thyroid, surgical thyroidectomy, or a thionamide medication.   
 
Thionamides have been the mainstay for pharmacologic suppression of thyroid overactivity since their 
introduction in the late 1940s. Methimazole (MMI) is preferred for most non-pregnant adults and children, 
due to the risk of more severe hepatic injury with propylthiouracil (PTU), for which the FDA added a boxed 
warning in 2010.14 PTU is reserved for use in the first trimester of pregnancy due to concern about the 
spectrum of more severe birth defects associated with MMI, including choanal and esophageal atresia, 
aplasia cutis, and others. Agranulocytosis is a serious but uncommon adverse reaction with either drug, 
seen more often with higher doses and within the first 90 days of therapy.7 In Europe, MMI - rather than 
thyroidectomy or RAI - is the mainstay of treatment for Graves’ disease in young children given higher 
rates of spontaneous remission seen after puberty and remaining safety concerns around the use of RAI 
in early childhood.8 
 
In Graves’ autoimmune and autonomous nodular disease, MMI is commonly used in the United States to 
achieve euthyroidism prior to definitive treatment with RAI.5 Historically the treatment of choice for 
Graves’ disease, use of RAI, appears to have declined in recent decades in favor of longer-term use of 
thionamides, largely due to concern that increases in post-radiation TSH receptor antibody levels may 
continue to contribute to development or worsening of Graves ophthalmopathy.9 Remission of Graves’ 
autoimmunity can occur in 30-50% of patients after 12-18 months of MMI treatment and RAI may be used 
contingent on failure of this strategy or later relapse.5,9   Some patients may prefer long-term treatment 
with low-dose MMI, which can be a safe alternative.8,10    
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A Cochrane review of 2 RCTs of 214 Graves patients assigned either to RAI or MMI concluded that RAI 
was associated with development or worsening of Graves ophthalmopathy with a RR of 1.94 (95% CI 
1.40 to 2.70) but was less often associated with disease relapse, RR 0.20 (95% CI 0.01 to 2.66).11  A 
2013 network meta-analysis also showed that patients treated with a thionamide were more likely to 
relapse than those treated with RAI (OR 6.25, 95% CI 2.40 to 16.67) or surgery (OR = 9.09, 95% CI, 
4.65-19.23).12 Given that treatment recommended by clinicians for definitive treatment of Graves’ will 
generally result in permanent hypothyroidism, shared informed decision making is important to square the 
rationale for a this with a patient’s values and preferences. Counseling for smoking cessation is strongly 
encouraged, particularly if RAI is chosen.9 

 
Thyroidectomy may be performed for definitive management of Graves’ disease by a high-volume thyroid 
surgeon,13 particularly where there is a concern that moderate to severe Graves ophthalmopathy may be 
worsened by RAI treatment; for refractory amiodarone-induced thyrotoxicosis; >6 months prior to 
intended conception; and in the second trimester of pregnancy when a thionamide does not provide 
adequate control or is not tolerated by the patient.5 

 
Findings:  
Hyperthyroidism is a relatively uncommon but important cause of morbidity in young to older middle-age 
adults. Surgery and RAI ablation are considered the most definitive therapy. Pharmacologic suppression 
of thyroid gland activity using methimazole or propylthiouracil has for many decades been an 
irreplaceable component in management of thyroid storm, as well as in Graves’ disease where treatment 
can lead to remission in up to half of patients. Graves’ disease disproportionately affects women in their 
child-bearing years where detrimental effects of untreated thyrotoxicosis in pregnancy are well 
established. Long-term low-dose maintenance use can be safe in selected cases.   
 
If you have any questions regarding this document, please contact the NPTC at IHSNPTC1@ihs.gov. For 
more information about the NPTC, please visit the NPTC website. 
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