that measure the binding of antibodies to the receptor by competition
with labeled TSH do not distinguish between TSI and TSH-R-
blocking antibodies, but a positive result in a patient with
spontaneous hypothyroidism is strong evidence for the presence of
blocking antibodies. The use of these assays does not generally
alter clinical management, although it may be useful to confirm the
cause of transient neonatal hypothyroidism.

Clinical Manifestations The main clinical features of
hypothyroidism are summarized in Table 383-3. The onset is usually
insidious, and the patient may become aware of symptoms only
when euthyroidism is restored. Patients with Hashimoto’s thyroiditis
may present because of goiter rather than symptoms of
hypothyroidism. The goiter may not be large, but it is usually
irregular and firm in consistency. Rarely, uncomplicated Hashimoto’s
thyroiditis is associated with pain.

Patients with atrophic thyroiditis or the later stage of Hashimoto’s
thyroiditis present with symptoms and signs of hypothyroidism. The
skin is dry, and there is decreased sweating, thinning of the
epidermis, and hyperkeratosis of the stratum corneum. Increased
dermal glycosaminoglycan content traps water, giving rise to skin
thickening without pitting (myxedema). Typical features include a
puffy face with edematous eyelids and nonpitting pretibial edema
(Fig. 383-1). There is pallor, often with a yellow tinge to the skin due
to carotene accumulation. Nail growth is retarded, and hair is dry,
brittle, difficult to manage, and falls out easily. In addition to diffuse
alopecia, there is thinning of the outer third of the eyebrows,
although this is not a specific sign of hypothyroidism.



