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The term subclinical hypothyroidism (SCH) can be defined as a condition where in the presence 
of elevated TSH values (>5mU/L), the thyroid hormone levels are normal with no clinical features 
of hypothyroidism. Most often thyroid functions are done as part of a routine check up or for 
vague symptoms or hypercholesterolemia. This has been variously called compensated stage of 
hypothyroidism or mild hypothyroidism. This could be the first sign of developing overt hypothyroidism 
if patient has a clinical background such as treated Graves’ disease (radioactive ablation or surgery), 
post partum thyroiditis, inadequate thyroid hormone replacement (30%1) and drugs (interferon, 
amiadarone, lithium; these can also cause overt hypothyroidism). Apart from these, all causes of 
primary hypothyroidism can manifest with only elevated TSH in the initial phase. Other conditions that 
need to be kept in mind are: Sick euthyroid syndrome during recovery phase, presence of anti TSH 
antibodies leading to falsely elevated TSH values, glucocorticoid deficiency and rarely thyroid hormone 
resistance syndrome. In the absence of above, the physician needs to decide whether this condition 
needs to be treated, especially when the thyroid functions have been done as a routine check up or for 
vague symptoms or for elevated cholesterol levels. The exact prevalence in India is not known; western 
literature quotes approximately 1 – 20%2 in the elderly population.

There are some who feel that SCH is not totally asymptomatic. However, there is no hard evidence to 
show that the somatic & other vague symptoms found in some can be attributed SCH. 

The harmful effects that are likely to happen are: progression to overt hypothyroidism, cardiovascular 
morbidity & neuropsychiatric changes. Hence option to treat will depend on prevention of these 
conditions.

Prevention of Overt hypothyroidism: The progression to overt hypothyroidism in patients with 
SCH been reported around 3- 20% in general population; the risk being greater with positive AMA 
antibody titers or presence of goiter or both (AACE).3 The Whickham study reported a 4% risk of overt 
hypothyroidism in subjects with TSH >5mU/L after 20 years and only 1% when TSH was normal 
(2.5mU/L).4 In a study of 82 female patients with AI thyroiditis, Graves’ disease or non toxic goiter, 
cumulative incidence of overt hypothyroidism was 0% for TSH between 4-6mU/L, 42.8% for TSH 
>6-12U/L and 76.9% for TSH >12U/L after 10 years of follow up.(3) and they suggested that TSH 
<6mU/Liter needs no treatment.5 These data suggest that, a TSH, <5mU/L without positive antibody 
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titer or goiter may be left alone even in a setting of previous thyroid disease. A TSH >5mU/L – 10 
mU/L should be treated with small dose thyroid hormone replacement (12.5 – 50ug/day) if associated 
with goiter or positive for antibodies. If not, the patient may be followed up with yearly (or if symptoms 
develop) TSH.  

Cardiovascular Risk and Hyperlipidemia: There are studies to suggest that SCH may lead to 
increased cardiovascular risk. Though this may be true for patients with TSH level >10 mU/L, the 
data is controversial when the TSH is between 5-10mU/L. Treatment of SCH cannot be currently 
recommended for prevention of hyperlipidemia or cardiovascular disease on the basis of available 
evidence.

The benefit of treatment for neuro-psychiatric changes is even less clear than the above & there are 
no clear recommendations. Somatic symptoms responding to thyroid replacement therapy in SCH has 
been reported, but as yet no placebo control studies have conclusively shown benefit.

Infertility: Overt hypothyroidism is associated with infertility, reversible with treatment. However, 
SCH has not been proved to be associated with infertility. Many obstetricians treat SCH, but conclusive 
evidence is awaited. 

Thyroid Screening has been recommended for women above 50 years by the AACE3 and states further 
that “The treatment of patients found by screening to have persistent subclinical hyperthyroidism has 
not been studied. The available evidence is not sufficient to recommend for or against treatment of 
subclinical hypothyroidism.” However, there are others who recommend therapy if newly symptomatic 
& the symptoms persist for 2 weeks or more and are reversed by therapy.

In the absence of large placebo controlled trials, this controversy is likely to persist & a treating physician 
is left to make his own decision. If one decides to treat, one must carefully consider the adverse effects 
of thyroxin therapy, namely exacerbation of heart disease and osteoporosis. The dose should be the 
lowest required for maintaining TSH within normal (detectable) limits to avoid these side effects. It is 
preferable to start with 12.5 to 25 µg/day & gradually titrate upwards with serial TSH values.

Summary
To define SCH, normal thyroid hormone with TSH between 5-10 mU/L preferred. Treatment is 
recommended if there are positive antibodies or goiter or both. Treatment for hyperlipidemia, 
prevention of cardiac disease or as a trial for relieving symptoms not recommended. As far as infertility 
is concerned, treatment is not recommended in view of insufficient evidence, but the treating physician 
may decide otherwise. Caution should be exercised in view of adverse effects of thyroid hormone 
replacement. 
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